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CHRONIC FATIGUE 


SIR ADOLPHE ABRAHAMS, OBE, M D CAMB., FRCP 


PHYSICIAN TO THE WESTMINSTER HOSPITAL ; CONSULTING 
PHYSICIAN TO LCO HOSPITALS 


AMONG the presenting symptoms for which we are 
most frequently consulted, a complaint of chronic 
fatigue is a strong competitor for pride of place. Equiva- 
lents such as weakness, tiredness, weariness, exhaus- 
tion, lassitude, or lack of’energy may each possess some 
essential distinction, but all are on the whole regarded as 
denoting the same sort of sensation with resentment, at 
the inability to accomplish as much as others apparently 
do or as the sufferer believes he is entitled to expect. - 

The manual worker seldom’ seeks advice for such a 
symptom, and if he does we are justified in suspecting 
some responsible serious pathological state, although, on 
the whole, the sufferer from organic disease ‘rarely 
mentions fatigue except incidentally. Traditionally, we 
associate asthenia with certain grave diseases or illnesses 
myasthenia gravis, Addison’s disease, malignant 
disease, diabetes, tuberculosis, profound anemia, for 
example. Myxosdema and the debility following certain 
infections, especially influenza, may be included. But 
the majority of our patients who complain of chronic 
fatigue are deficient in physical signs or in the revelation 
of abnormalities by accessory aids to diagnosis. They 
are annoyed with us because we find no removable cause 
by way of explanation ; we are disappointed because we 
have nothing specific to treat. We agree that in present- 
day phraseology the psychosomatic approach is extend- 
ing into medical education; but the lay belief that 
there is something pathological that should be removed, 
or that we ought to provide an essential energiser or 
substitute for some deficiency, receives some sympathy 
from the materially minded practitioner whose education 
has been on older conventional lines. Temporary relief 
after operations is not surprising, whether due to the 
stimulation by hope and expectation or to the rest 
imposed after such procedures. 


POPULAR EXPLANATIONS 
For this common disorder we can identify fashionable 


, explanations and corresponding fashionable therapeutic 


cults. The oldest, and one which has never been dis- 
placed, is that of focal infection or that most specious 
question-begging condition “ auto-intoxication.” For 
even after laborious search has failed to incriminate 
accessible teeth, tonsils, sinuses, appendix, gall-bladder, 
prostate, and pelvic organs, there is the unlimited field 
provided by the alimentary canal. The ancient joke in 
Punch of the early days of the century will be recalled— 
the navvy confronting his doctor with the lament, ‘‘ I eat 
well, drink well, sleep well, but whenever there’s a job 
of work I come over all of a tremble.” ‘‘ Clearly,’’ 
observed Lauder Brunton, ‘this is an example of 
toxzemia from overeating.” 

Ingenious advertising has done much to perpetuate 
the belief that the cause of tiredness, or alternatively of. 


lack of energy, can always be found in the alimentary’ 


~ canal, and that cure consists in either the provision of a 
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pabulum of great restorative and stimulating value or the 
eradication of intestinal poisons. In my student days, 
‘* High o’er the fence sailed Sunny Jim. ‘ Force’ was the 
food that raised him.” Later we were invited to con- 
template'the convincing transformation of the chronically 
tired into the insatiably energetic as a result of the 
“ little daily dose.” Later still, the same lesson was taught 
by pictorial contrasts between Mr., ` 

Mrs., or Master Can and their oppo-. 

site numbers the Can’ts. And until 

` WORK 
imposed by the war, we were regularly 
confronted with the competing claims 
of a large variety of energy-ensuring 
patent foods. Some of these appealed 
for the elimination of what was 
termed ‘‘ night starvation,” the leit- 
motif of which was that since even 
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cesses may be such as to deplete the 
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Cabot’s diagrammatic representation of irregularity of living. 
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reservoirs, provision of a particular preparation on retire- 
ment to rest will convert the inadequate into a highly 
successful performer. We who confess to ignorance of 
the fundamental principles of sleep may find it difficult to 
refute the claim. 
; The more scientifically minded preferred to prescribe 
“ tonics ’’ or sedatives, according to the predilection of 
the prescriber. Since certain endocrine dysfunctions 
were clearly recognisable in accepted asthenic states, 
corresponding organotherapeutic products had their 
advoeates unconvinced by the assertions of laboratory 
workers that these were completely devoid of any activity 
however administered, or of any effect beyond that of 
pure suggestion. The most modern application is that 
of the vitamins, whose supporters claim a great deal more 
than the provision of energy or the elimination of fatigue 
in the treatment of a multitude of conditions for which 
relative vitamin deficiency is regarded as responsible. 
When one considers the problem as psychosomatic, 


although the psychological side undoubtedly predomin- , 


ates, something has to be presented for the anatomical 
or metabolic influence. A good example is afforded by 
the revelation of consequences that ensue upon lowering 
of the blood-sugar level through the use of insulin. An 
attractive explanation of chronic fatigue in respect to 
hypoglycemia was irresistible. But although the blood- 
sugar level has some relation to symptomatology, it is 
not the simple mathematical relationship that might 
have been expected. In fact the complexity of, this 
psychosomatic problem is well represented by the 
treatment recommended—the administration of “ com- 
plex carbohydrates ” and of atropine combined with 
appropriate psychotherapy—indicating that the blood- 
sugar level is only an incident in imbalance of tonus of 
the vegetative nervous system with its physico-psychical 
implications. 
IRREGULAR LIVING 


‘Imperfect hygiene is easily recognisable in the large 
majority of the intelligentsia and the professional classes 
generally, although it is not easy to construct a convinc- 
ing indictment. The man who is “out of training ” 
through overeating, excess of alcohol and tobacco, and 
insufficient exercise may in some way produce or fail to 
eliminate some of those mysterious elusive ‘‘ toxins.” 
Or may one explain the effect as a lowering of the 


threshold of consciousness to physical fatigue, so that,- 


expecting the sensation, the subject finds what he is 
looking for? In some instances it is evident that so 
much energy is wasted in unprofitable cerebral activity, 
in worry, in fits of temper, and in riots of emotion that 
insufficient remains for the serious business of life. Over- 
work is often advanced as the explanation, the sufferer 
implying that he is a legitimate candidate for sympathy 
and pity as a martyr or a hero, devoting a life of self- 
acrifice to the interests of others or resenting the lack of 
adequate appreciation of a disproportionate burden. 

If work is congenial, excess is hardly possible. It is 
convenient if question-begging to talk of a reserve store 
of nervous energy to be used only for emergencies, which 
even if depleted is replenished by subsequent rest. And 
abundant evidence is available of the magnitude of this 
reserve, and of the ability rapidly to recharge the 
exhausted receptacles. Complaint of overwork is an 


“ nervous breakdown ” occurs, the explanation of over- 
work is a convenient method of satisfying the conscience. 
In brief, the symptom chronic fatigue is evidence of some 
irregularity of living. In his book, What men live by, 
Richard Cabot has given a diagrammatic representation 
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indication of mental ill health, not a cause ; and when the 
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in the form of a cross, here reproduced, its four arms 
applying to the essentials, work, play; love, and worship. 
These terms must not be too literally interpreted ; a 


. degree of liberality and some _ qualifications must be- 


accepted. Thus, the ‘‘ work” must be psychically satis- 
factory, free from monotony, drudgery, anxiety, fear, 
gross physical insults, lack of progress or of production ; 
. the foundations of ‘‘ overwork.” | 
=“ Play” comprises something more than physical 
exertion or self-indulgence and-dissipation. Enjoyment 
which is essentially individual is a sine-qua-non and 
relaxation plays an important part. ‘‘ Love,” too, will 
have physical and emotional repercussions as well as a 
sexual connotation; and ‘‘ worship ”?” applies generally 
to all spiritual outlets and not merely to theological 
abstractions or. church-going. If A represents the per- 
fectly balanced individual in whom the four limbs of the 
cross gre equal and there is no disproportionate excess 
or deficiency, the asymmetrical] variations B, C, and D 
are examples of candidates for ‘‘ chronic fatigue.” B 
‘typifies the unloved spinster and her analogies in various 
spheres. C is “the tired business man ” of the lay press ; 
and D will correspond to a number of members of society 
all of whom might be comprehended as “bright young 
things ’’ even if neither bright nor young. i 


* .* * 


Perhaps this is over-simplification and Cabot’s 
convenient mathematical representation of life and living 
may not be received with much sympathy or enthusiasm 
in these days when so many appear to be justly entitled 
to consideration as the victims of ‘‘ overwork.” Yet a 
conscientious examination of all the circumstances. will 
lead to a fair assessment of the part actually played by 
- the physical and mental output in the production of 
chronic fatigue and provide support for the opinion 
that ‘“ overwork ” is indeed a grossly overworked 
explanation. 


DAMAGED INTERVERTEBRAL DISK _ 
EARLY DIAGNOSIS AND TREATMENT * . 


E. J. CRISP, M B CAMB. 
CONSULTANT IN PHYSICAL MEDICINE, SECTOR X, EMS 


. ALTHOUGH sciatica does not invariably follow injury 
to a lumbar intervertebral disk, it does so fairly fre- 
quently ; but there is almost always a latent period of 
weeks, months, and occasionally years before the onset 
of crural pain. At the time of the trauma, or shortly 


=` afterwards, low back pain and tenderness to pressure 


over the affected segment develop, but at this stage 
there is no pain in the leg. It should be obvious that 
this is the correct time to diagnose the condition and to 
immobilise the spine so as to allow repair to take place. 
Unfortunately in thé absence of sciatic pain the true 
nature of the disability. is seldom realised, and under the’ 
label of acute sacro-iliac or lumbosacral strain, or the 
still looser diagnosis of .fibrositis, the case is referred to 
the physiotherapy department with a request for heat, 
massage, and exercises. 

_ For many years I have recognised a type of painful 
lower back, with. well-marked and constant distinguish- 
ing features, which is seldom improved by physical 


treatment but almost always deteriorates until sciatic ` 


pain develops. Previously I attributed the syndrome to 


referred pain secondary to sacro-iliac strain and not only | 


watched the onset of sciatica on many occasions “but 
- accepted it as inevitable. More recently I have realised 
that the condition is caused by injury to an interverte- 
bral disk, and the clinical signs are so clear-cut that, 
once the mechanism producing them is understood, 
diagnosis becomes easy. 


CLINICAL PICTURE 


Clinically these cases are distinguished by extreme 
. and persistent spasm of the lumbar portion of the erector 
spine muscle and hamstring spasm of less severity. 
_ When the patient stands erect, little abnormal is noted 
beyond a slight increase in the lumbar curve, but on his 
bending forward to touch the toes a remarkable degree 
of lumbar spasm becomes obvious (fig. 1). This is 


* Read to the British Orthopedic Association on June 1, 1945. - 
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sufficient to prevent any forward flexion in the joints of 
the lumbar spine, there being movement only at the hip- 
joints and the upper dorsal region. Some hyper- 
extension and lateral flexion, however, are usually 
possible. ` | 

Besides these clinical signs there are characteristic 
The patient will complain of continuous 
aching lumbar pain which is aggravated by movement 
and coughing and often radiates into the groin. There will 
be tenderness to deep pressure over the sacro-iliac joint 
and the interspinous ligament of the affected segment. 
The sacro-iliac tenderness often develops first ; this may 
explain diagnostic errors. Scoliosis is unusual at this 
stage; but, as the case gets worse, hamstring spasm 
increases on the affected side, and on bending forward 
the body inclines to the sidd of the lesion. | 

Since I realised that this type of back was pathog- 
nomonic of a recently injured disk, and that continued 
activity might be followed by sciatic pain, all such cases 
referred for physiotherapy have been admitted to hospital 
and treated by complete rest, either in bed or a plaster- 
jacket. 
extremely satisfactory. The patients have lost their 
lumbar pain; they have not developed sciatica ; and 
they have been discharged from hospital in 6-8 weeks 
with nothing worse than some residual, but permanent, 
stiffness of the back. : 


PROBABLE SEQUENCE OF EVENTS AFTER INJURY TO pisk 


What happens within the spinal canal after an inter- 
vertebral disk -has been damaged is somewhat con- 
jectural, but by observation of the clinical signs one 
can deduce the most likely chain of events with reason- 
able accuracy. It is probable that the annulus fibrosus 
only sustains a minor tear at the time of the injury, and 
that the nucleus pulposus is not protruded until later. 

Directly after the injury the muscles around the 
affected disk and for several segments above and below 
go into protective spasm. This is Nature’s method of 
dealing with the lesion—an attempt to immobilise the 
lumbar spine in a position which will allow repair to take 
place and at the same time prevent further damage. 
The fixed lordosis which follows injury to a disk satisfies 
these requirements. With the spine in this posture the 
damaged part of the annulus fibrosus is relaxed, healing 
thus being facilitated, and it is protected from further 
trauma because forward flexion is impossible. 
the posterior borders of the vertebre are approximated 
and oe a barrier to protrusion of the nucleus pulposus 
(fig. 2). 

If the diagnosis is made promptly and the spine is 
kept immobilised in this position, the tear in the annulus 
fibrosus may -be repaired by scar-tissue. The disk is 
avascular and therefore unable to form granulation- 
tissue, but the posterior longitudinal ligament, which is 
usually injured at the same time, has a blood-supply, 
though only a sparse one. Thus damage to this ligament 
can be made good in the usual way by scar-tissue ; and 
it is reasonable to suppose that blood-vessels from it may 
canalise the tear in the annulus fibrosus, in much the 


same way that blood-vessels from the conjunctiva grow 


‘across the cornea in certain types of corneal ulcer. 

The resulting scar-tissue will not allow the disk to 
regain its former elasticity ; and, to prevent further 
injury, adaptive shortening of the muscles and ligaments 
in its neighbourhood takes place. Consequently a 
portion of the lumbar spine remains permanently 
lordotic (fig. 3), and what might be termed a fibrous 
ankylosis protects the healed disk from further injury. 

If the diagnosis is not made at this stage and the 
patient is allowed to remain ambulatory, normal healing 
may be prevented. In consequence of hydrostatic 
pressure from within and torsional strain from without, 


the tear in the annulus will gradually increase, with 


correspondingly increased symptoms and the probable 
onset of root-pain. Finally the fibrocartilage may 
rupture completely and allow the nucleus to herniate. 
When this takes place the lumbar spine becomes flattened 
(fig. 4) or even kyphotic (fig. 5); and, though a limited 
amount of forward flexion now becomes possible, 
extension is completely prevented by the protrusion. 
‘The condition is comparable with the displaced meniscus 
which impedes full extension of the knee-joint. The 
protrusion may also cause lateral angulation between its 


Results in the cases so treated have been ' 


Further, . 


few dE F aF airy 


= o a E ee 


DR. CRISP: DAMAGED INTERVERTEBRAL DISK [ocr. 6, 1945. 493 . 


i—Typlical case of 
damaged inter- 
vertebral disk of 
two months’ dura- 

. tion, showing 
limitation of for- 
ward flexion. . 


3—A “healed ” disk: 
.spine had been 
immobilised in 
plaster jacket nine 
months previously. 
Patient is now free 
from pain, and 
normal range of 
flexion has ree 
turned except at 
‘the site of the 
lesion (lower lume. 
bar vertebrz2). ~ 


Fig.3 


disabilities usually respond favourably to procaine 
injection, whereas an injured disk derives no benefit 
from this form of treatment. p Zoi 


two adjacent vertebræ, so that the lumbar spine develops 
a lateral tilt, and the intervertebral space on the affected 
side becomes opened out laterally as well as posteriorly. 


This is the ideal position to allow the hernia to reduce, 
and accordingly protective muscle-spasm tries to. main- 
tain the lumbar spine in this posture. Ultimately, when 
the oedema has subsided, the extruded nuclear material 
usually slips back into the body of the disk. The 
lumbar spine then reverts to its normal curve, and 
protective spasm holds it in fixed lordosis to allow repair 


Once it is appreciated that persistent lumbar spasm 
and a “tight ” lumbar spine in an otherwise healthy 
patient indicate trauma to a disk, most cases should be | 
recognised and dealt with before the onset of sciatic - 
pain. Certain other conditions affecting the lumbar 
spine—such as spondylolisthesis, Schmorl’s nodes, 
osteochondritis, ankylosing spondylitis, and tubercle— 


of the annulus fibrosus. | 
It is not suggested that this chain of events takes 
place in every undiagnosed disk injury, for no doubt the 
‘damage is often slight and healing is spontaneous. But 
it is equally certain that repair is often incomplete and 
not only causes intractable backache but also leads to 
considerable difficulty in diagnosis. Patients with a 
lesion of this type often suffer recurrent attacks of acute 
lumbago, indicative of further trauma, and the true 
nature of the condition:is only recognised when the disk reason is that, although we have accepted herniation 
‘ruptures completely. — : of the eves a ah as i oo ace of oR 
a pain, we have not yet learnt to think o e damage 
EARLY DIAGNOSIS OF INJURED DISK disk as a separate entity and, when faced with a case of 
Radiograms, though often diagnostic after protrusion this type, are apt to mutter: ‘ It looks like a disk, but | 
‘of the nucleus, are of little value with a recently damaged it can’t be; the patient hasn’t got sciatica.” 
.disk, and their chief value lies in the exclusion of other iti 


The word fibrositis, used today as a label for every 
pathological conditions. We are therefore compelled ache and pain of doubtful origin, is responsible for many 
to make the diagnosis on the history. and our clinical 


mistakes. Textbooks on medicine give up few pages 

examination. are | to the subject, and we likewise should limit our use of 
Often it. will be impossible to obtain any history of the term. It cannot be too strongly emphasised that 
recent injury to explain the symptoms, but we must not muscle-spasm is not fibrositis, though it may lead to it. 
let this mislead us, for the diagnosis can be made with The spasm met with in lesions of the intervertebral 


may Procee a similar picture, but they can all be 
excluded by careful clinical and radiographical examina- 
tion. In all these conditions one or more intervertebral 
disks are involved, so it is not surprising to find this 
characteristic protective muscle-spasm. 


REASONS FOR FAILURE TO MAKE EARLY DIAGNOSIS 


Various reasons can be advanced for failure to diagnose 
the injury at the first onset of: symptoms. The chief 


complete confidence on | | / 
clinical grounds alone. ZEA - , 


While the subjective 
symptoms are of con- 
siderable importance, the 
objective signs are of 
the utmost significance, 
the intense lumbar spasm 
and the “tight ’’ lumbar 
spine together making an 
unmistakable picture. 
This lumbar spasm is 
quite unlike anything 
else of its kind and the 
way in which it persists 
unchanged week after 
week is pathognomonic. 
In sacro-iliac strain and 
fibrositis the muscle- 
spasm is less severe, of 
limited duration, and 
always allows some 
degree of forward flexion 
in the lumbar spine. 
Moreover, these latter 


2—Injury to disk between L4 
and L5. Note lordosjs and 
approximation of posterior 
borders of bodies of L4 and 


4—Fliattened or “ reversed ” 
lumbar curve after protru- 
sion of nucleus, interverte- 
bral spaces being opened up 
posteriorly. 


` Fig. 2 


Fig. 4 
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disk protects the injured disk from further trauma in 
exactly the same way that the rigid abdominal, wall 
guards the inflamed appendix—it may be. said to repre- 
sent the orthopedic surgeon’s acute abdomen. 

The belief that severe trauma is necessary to rupture 
the annulus fibrosus is another popular misconception. 
In a recent series the injury was often trivial, and often 
no history was obtainable. 


Four members of the NFS had symptoms typical of a 
damaged disk, but none of them could recollect any 
accident. Firemen often jump from a considerable height, 
and an awkward landing might well cause a slight split 
in the fibrocartilage, which though symptomless at the 
time would be aggravated by subsequent activity. 

A young lady with six months’ history of low backache 
coughed ‘violently while smoking a cigarette and pro- 
truded a nucleus spontaneously. 

Two primipare in their carly twenties developed low 
backache a fortnight after parturition; one felt a tlick 


Fig. 5—Typical lumbar kyphosis Fig.6—Plaster-jacket applied in acase 
after protrusion of nucleus of damaged intervertebral disk. 


-in her back while doing postnatal exercises, the other was 
unable to account for her pain; both in due course 
developed characteristic sciatic pain. This suggests that 
the physiological relaxation during the later months of 


pregnancy may render the lumbar intervertebral disks . 


AREAIS vulnerable. 

NT BY CONSERVATIVE METHODS 

Once the implications of the various abnormalities 
of posture which may develop after injury to an inter- 
vertebral disk are appreciated, treatment becomes 
possible on a rational basis, and we can relieve most 
patients by conservative methods. 

Nature tries to immobilise the lumbar spine in the 
optimal position for the patient’s comfort and for repair. 
In this she only partly succeeds, for during sleep there 
is some reláxation of the muscle-spasm, which permits 
movement in the damaged segment and aggravates 
the symptoms—in fact, the nucleus is sometimes actually 
protruded during the night. We accordingly immobilise 
the spine in a plaster-jacket. Two cardinal rules must 
be observed if success is to be achieved : first, in applying 
the jacket no attempt must be made to correct the 
deformity, for experience shows that this only leads tọ 
increased pain ; secondly, the plaster must, be worn long 
enough for the torn disk to become soundly healed. 
Immobilisation for 6-8 weeks appears to be sufficient 
' for the partially ruptured disk diagnosed shortly after 
the injury and without sciatic symptoms. The plaster 
should be applied with the patient standing in the 
position of greatest comfort (fig. 6). 

When the condition is only diagnosed after the onset 
of crural pain, a longer period of immobilisation obvi- 
ously pecomeg necessary, for the damage and reaction 
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will be more extensive. Usually the condition is 
recognised while the rupture is still incomplete and 
before protrusion has taken place, the lumbar spine 
being in fixed lordosis ; but in view of the added com- 
plication the jacket must be worn for at least three 
months. | 
The completely ruptured annulus fibrosus with pro- 
truded nucleus can be treated on the same lines, but in 
two stages. The first plaster is applied with the lumbar 
spine in kyphosis, and the patient remains in bed for 
a month or so. At the end of this time the jacket is 
removed. The herniation will usually be found to have 
been reduced and. the lumbar spine to have regained its 
normal shape. A second plaster is then applied with 
the lumbar spine in lordosis and worn 10-12 weeks. 
Some patients may be unable to tolerate the first plaster 
and will require nursing on a plaster-bed or a bed with 
fracture-boards until the protrusion is reduced. 
Surgical treatment may be reserved for cases where 
the protrusion has\not been reduced after a reasonable 
period of immobilisation, say, up to three months; also 
for recurrent protrusions, and for patients | who still 
complain of severe pain long after the lumbar spine has 
reverted to its normal curve. In this last class the 
herniated nucleus has probably become fragmented, 


and the detached portion may be found lying loose in 
the thecal canal. 


Physiotherapy has been left until last, because its 
usefulness is distinctly limited. The whole “object of our 
treatment is to ensure a fibrous ankylosis round the. 
damaged disk, and exercises to mobilise the lumbar 
spine or to correct errors of posture are therefore contra- 
indicated. Leg, arm, and shoulder exercises may be 
permitted after removal of the plaster, but the lumbar 
spine should be left to work out its own salvation and 
subconsciously increase its range of movement. 


SUMMARY 


The lumbar intervertebral disks suffer trauma far 
more often than is generally appreciated, but in the 
absence of crural pain or radiographic changes the 
resulting lesion is often mistaken for sacro-iliac strain 
or fibrositis. 

The condition may easily be recognised by the extreme 
and persistent lumbar spasm and the “tight ” lumbar 
spine. Early diagnosis and treatment by immobilisa- 
tion should considerably reduce the incidence of sciatica. 

Cases which escape diagnosis until after the onset 
of sciatic pain may be divided into two groups, depending 
on whether the annulus fibrosus is partially or com- 
pletely ruptured. The former group may be recognised 
by the fixed lumbar lordosis, the latter by the fixed 
lumbar kyphosis. Both groups me respond well to 
immobilisation in a spinal jacket. 


PROTRUSION OF INTERVERTEBRAL DISK 
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SURGEONS TO BOTLEY’S PARK WAR HOSPITAL 


Ir is widely realised that protrusion of an intervertebral 
disk is the commonest cause of sciatica, but what is not 
so well recognised is that these lesions are a common 
In fact, it is unusual for sciatica 
to be the first symptom of protrusion of a disk, for 
attacks of pain in the low back qr buttock commonly 
precede the sciatica for a considerable time. Moreover, 
in our experience a protrusion of a disk is the chief cause 
of recurrent low back pain. 

Therefore, we regard what we may call the ortho- 
peedic signs as being of the greatest importance in.the 
diagnosis of this condition. Not only is it possible to 
diagnose a protrusion of the disk on the orthopedic signs 
alone, but in the early stages these are usually the only 
signs to be found. In many instances, neurological 
signs may only make their appearance months or 
occasionally years after the onset of symptoms. 

This paper seeks to emphasise the importance of 
lesions of the’ disk in low back pain and sciatica. It is 
based on the records of 604 inpatients suffering from 
these complaints treated at Botley’s Park between 1940 
and 1945, including 141 cases of disk lesions proved at 
operation. 


THE LANCET]. 
j HISTORY AND SYMPTOMS Eola 

The diagnosis of a protrusion of a disk depends on 
the history, back signs, and the sċiatic nerve tension 
(head and knee) test. We have come to regard neuro- 
logical signs as merely confirmatory and an indication 
of the severity or duration of the lesion. 

Of 141 patients in-whom we have found. lesions of 
the disk at operation, 104 have been males and 37 
females; 79 had had an injury of the sort that might 


damage the disk, and 62 recalled no such injury. A few ` 


of the latter, particularly those in the Services, have been 


. undertaking heavy work at the time of the onset of their 


symptoms, but being at the same time exposed to wet 
and cold have attributed their pain to this more popular 
cause. ei 

The type of injury or work associated with the majority 
has been heavy lifting and falls on the buttocks, which 


include heavy landings in an aeroplane and tank driving ` 


over uneven country. j 

Of the 141 patients, 109 have had one or more attacks 
of lumbago before the onset of sciatica. A proportion 
of them have had repeated attacks over many years, 
the longest history of recurrent backache being 28 years. 


In only 21 cases did the trouble commence with pain in — 


the leg and in 11 others with pain in back and leg 
simultaneously. | 

The attacks of backache in the early stages commonly 
last 1—2 weeks to 3-4 months, or longer. In the interval 
between attacks many are free from pain and have a 
full range of movement. Others are never quite free 
from symptoms, suffering always from a lame back with 
some pain and restriction of movement. After a time 
the pain may spread down the leg. This may occur 
gradually, or suddenly with an acute attack of sciatica. 
In a few the pain may leave the back and thereafter the 
patient may suffer from sciatica only. Pain is often 
absent at rest and only brought on by exercise, standing 
for more than a short period, or sitting. A particularly 
common feature is that the patient dislikes sitting for 
more than a short time—e.g., he is unable to sit through 
a cinema programme in comfort. 
from a pillow in the small of the back. 

Pain on coughing or sneezing is a frequent complaint, 
and paresthesia of the foot and toes is usual in the severer 
cases. 

SIGNS | 


About half of our patients with proved disk lesions have 
had no deformity of the back on standing. Of those 
that have a deformity most have only a slight list or 
inclination to one side. Some have loss of the lumbar 


hollow and a few have a well-marked sciatic scoliosis. ` 


Incidentally, it may be said that almost the only cause 
of sciatic scoliosis is protrusion of a disk. 

The most notable and constant characteristic of a 
disk protrusion is restriction of movement in the antero- 
posterior plane while sideways bending is free. In the 
most severe attacks sideways bending is largely main- 
tained ; even. in sciatic scoliosis it is surprisingly full in 
the direction that increases the deformity. On bending 
forwards a tilt or inclination to one side often occurs 
even though it has not been present on standing. 
others there is no tilt on bending forward, but this 
movement is restricted. Extension is sometimes limited, 
particularly in those with loss of the lumbar hollow. 

Tension test.—The straight leg-raising test (Lasegue’s 
sign) is of limited value in the diagnosis of disk lesions. 
Certainly, except between attacks, it is positive—i.e., 
the movement is restricted and painful—but so it is in 


some other conditions. To make the test more precise, | 


it has been elaborated by one of us. 
« The affected leg is gradually raised with the knee 
straight until pain is felt. The knee is then flexed, but 
only just enough to relieve the pain. When tension on 
the hamstrings is released by flexing the knee, the pain 
will only persist if it arises in the hip-joint. 
conditions, both intraspinal lesions, and extraspinal 
lesions such as gluteal fibrositis and sacro-iliac strain, 
pain will be relieved. : : 

Intra- and extra-spinal lesions of the low back may 
now be distinguished by continuing the test as follows : 


With the leg raised and the knee flexed just sufficiently 
to relieve the pain, the head is flexed on the chest; the 
pain, if due to intraspinal lesions or lesions of the erector 
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He often finds relief ` 


of the disk is more likely. 
In all other 
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spinæ muscle or its fascia, will return. Further flexion 
of the knee will release the tension on the meninges and 
consequently the pain from an intraspinal lesion will go, 
but relaxing the hamstrings will have no effect on the 
erector spins, and consequently in myofascial lesions the 
pain will remain. i 
_ Neurological signs.—In severe or long-standing lesions 
of the disk. neurological signs may be present, although 
even then the si may be only slight. Among the 
signs that may be found are the following : 


Sensation may be dulled—usually over the outer side of 
the foot and sole. The ankle-jerk may be diminished or ' 
absent, ‚but occasionally it may recover between attacks. 
The knee-jerk is very rarely affected. Muscle wasting 
and loss of tone may occasionally be pronounced, especially 
in the calf, sometimes in the buttock, thigh, or anterior 
compartment of the leg. Muscle weakness, tested by the 
ordinary methods, is uncommon, but it may be noticeable 
a the extensors of the toes and in the dorsiflexors of the 

oot. ` 


It is perhaps possible to relate the symptoms to the 
stages of the lesion. The initial attacks of lumbago with 
lumbar spasm are probably due to the gradual bulging 
back of the protrusion causing tension on the posterior 
longitudinal ligament, which, as shown by Roofe (1940) 
and confirmed by ourselves, is liberally supplied with 
nerve-fibres. Sciatic pain, however, is not felt until the 


‘protrusion becomes large enough to irritate the nerve- 


root. Neurological signs will not appear until later, . 
when intraneural changes such as cedema, ischsemia, or 
fibrosis have occurred. ; 


. DIFFERENTIAL DIAGNOSIS 


There are few conditions that give a similar clinical 
picture to that of a disk lesion. In spondylolisthesis it 
sometimes happens that the nerve-root becomes adherent 
to the ledge made by the back of the body of the vertebra 
below. The condition may then be ingistinguishable 
clinically from that caused by a disk lesion. X-ray 
films must therefore be scrutinised with the. greatest 
care, for a small apparent slipping may be the cause of a 
very palpable ledge. 

In spondylitis—a not uncommon cause of pain in the 
young adult—and in other forms of arthritis there is 
restriction of lateral bending, and the presence of these 
conditions can usually be confirmed by radiography. 

‘Sacro-iliac arthritis may occasionally be difficult to 
distinguish, but the head and knee test, which is negative, 
will serve to differentiate it, and confirmation may often 
be obtained by the pain produced on attempting to 
compress or distract the iliac crests. The Trendelenburg 
test may also be positive. 

The frequency of neoplasms as the cause of low back 


pain and sciatica has probably been exaggerated, and 


in the record of 1000 cases of backache kept by one of us 
(R.H.Y.) only 6 were due to secondary carcinoma. 

Variations in structure of the lower part of the back— 
and there are many, such as sacralised 5th transverse 
process, anomalies of the facets, &c.—were often thought 
to be the cause of low back pain and sciatica. It 
is possible that these conditions may be the source 
of irritation of nerve-roots, but the evidence is not 
convincing. 

In many visceral lesions, including particularly 
gynecological and renal conditions, pain may be referred 
to the back, but in them movements of the spine are not 
restricted. | , ad a 

There remain a number of ill-defined lesions of doubtful 
frequency—among them displacement or strain of the 
sacro-iliac joints, myofascial lesions, and fibrositis. 
These diagnoses may be made in acute or single attacks 
but when the trouble is persistent or recurrent a lesion 
It may be said that the picture 
that used to beascribed to sacro-iliac strain is that which 
we have now come to associate with-lesions of the disk. 
In myofascial lesions and fibrositis, not in our opinion 
common causes of recurrent backache, the tension test 
is negative, and lateral bending may not be free. 


| CONSERVATIVE TREATMENT l 
With increased experience we diagnose disk lesions 
more often than we used to, and our threshold for 
operation is lower. However, we find it necessary to 
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operate on only about 2 out of every 5 patients diagnosed 
as having a disk lesion. When the symptoms are slight 
and have never been severe we recommend the patient 
to wear a belt or corset to restrict the movement of the 
lumbar spine. 

If the patient is seen in a first attack he is put to bed 
to rest and relieve the lumbar spine from strain. We 
have found that where rest is likely to be successful the 
symptoms rapidly improve, and in about half the cases 


it may be expected that the attack will subside. If | 


after about three weeks there has been no improvement 
operation is recommended, for rest is unlikely to result 
in permanent cure and delay causes unnecessary suffering 
and possibly a neurosis. 

It used to be our practice to persist with rest and 
immobilisation in a plaster bed for many weeks. This 


often failed to give relief, and is, in our present opinion, 


a less acceptable procedure than operation. We have 
not favoured the use of a plaster jacket, for it has seemed 
to us a much less comfortable and no more effective 
means of immobilisation than a corset. Heat, massage, 
electrotherapy, and injections of procaine may give 
_ temporary benefit in an 
attack by relieving spasm, 
but their effect, if any, is 
only transitory. 
The need for operation 
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our patients has been 
made worse by laminec- 
tomy, and in no instance 
has a back been notice- 
ably weakened. On the 
other hand, operation 
necessitates three weeks 


in bed and a month of 

rehabilitation. Thus, 
Relation of the lumbar nerve-roots the choice between sd ea 
to the intervertebral disks (biack). tion and conservative 


(From a photograph of a dissection.) balancing the amount of 
pain and disability against the inconvenience of, and the 
time spent recovering from, the operation. 

It must also be borne in mind that too long a post- 
ponement may make the operation more difficult and 
less likely of success, for adhesions may become dense 
around the nerve-root and even the dura. There may 
also be damage to the anterior root, recovery from which 
may be long delayed. | 


LOCALISATION 


When operation has been decided on, accurate 
localisation of the lesion is desirable but unfortunately it 
is not possible because X-ray films, either plain or with 
contrast media, and neurological signs are of very little 

„help. However, the great majority of protrusions come 
from the disks between the 4th and 5th lumbar vertebræ 
‘or the 5th lumbar and Ist sacral (92% according to 
Love 1939), and some 6% come from the disk between the 
8rd and 4th lumbar vertebre. i l 

X-ray films have shown diminution of the space 
between adjacent vertebræ only in old lesions and then 
it is often accompanied by osteo-arthritic lipping. 
The use of contrast media and pneumograms has been 
generally given up, for not only do these methods fail 
to show laterally placed protrusions, but at times they 
are actually misleading. We have had two instances 
of a radiogram indicating a protrusion of the 3rd/4th 
lumbar disk when the actual lesion disclosed at operation 
was in the disk between the 5th lumbar and Ist sacral 
vertebre. Incidentally, it may be mentioned that on 
opening the meninges to let out the ‘ Lipiodol,’ a con- 
siderable degree of arachnoiditis was often observed. 

Neurological signs often fail to localise the lesion. 
This is to be expected on account of the anatomy of the 
part and the varying position of the protrusions. From 
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. the expelled nucleus pulposus. 


treatment depends on- 
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a dissected specimen it can be seen that the relation of 
the nerve-roots to the disk varies at different levels of 
the lumbar spine. In the lower lumbar region the nerve- 
roots issue closer together and pursue a nearly vertical. 
course ; thus a large protrusion of the disk between the 
5th lumbar and Ist sacral vertebra may easily press on 
two roots. A similar arrangement is seen at the 4th/ 
5th lumbar disk. "We have observed this at operation 
on more than one occasion when we have seen two 
nerve-roots adherent to one protrusion. | 
Further, the nerve-root affected depends to some 
extent on whether the protrusion is laterally or medially | 
placed; a lateral protrusion is likely to involve the 
upper nerve-root and a medially placed one tends to 
press on the lower root. Also the protrusion may occur 
at the upper or lower part of the disk and spread upwards 
or downwards over the adjacent body. ` 
The diffculty in localisation by neurological signs is 


‘illustrated by the following two cases. In one a large 


protrusion was found at 5/1 disk, when, from the area — 
of anzsthesia and the presence of anterior crural pain, 
we had diagnosed it at the level of the 3/4 disk. In 
the other the lesion was thought to be at 5/1 when it. 
was actually found at 3/4. 


OPERATION | 


_ We use a free exposure because it gives easier access 
and a more comprehensive view of the pathology than 
the small interligamentous approach or a hemi-laminec- 
tomy. The 5th lumbar and adjacent parts of the 4th 
lumbar and Ist sacral spinous processes are removed. 
The dura is then exposed by removing the 5th lamina 
and adjacent ligamentum subflavum. The dura is not | 
opened and care is taken to avoid damage to the lateral 
vertebral joints. i 

Large protrusions are plain to see but smaller ones 
are not so easily recognised. On incising the capsule, 
disk substance often begins to extrude and in some 
instances it is found to be completely free and easy to 
pick out in its entirety. In this case it is probably 
On other occasions the 
material is firmly attached inside the disk. It is then 
likely to be a loose piece of torn annulus. | 

This last type of disk protrusion—ball-valve type— 
is apt to swing in and out in a manner similar to a 
torn cartilage, of the knee, and unless all the torn part 
is removed it may be the cause of a recurrence of 
the symptoms. If the operation is undertaken when 
the displacement is reduced it is not so easy to detect the 
presence of the lesion. Therefore it is easier to do the 
operation during an attack. That an abnormality is 
present even in the absence:‘of a well-marked protrusion 
may be detected from the consistency of a part of the 
disk. It is soft and springy and its surface is irregular, 
unlike the rest of the annulus. ° 
- In long-standing cases the protrusion may be adherent 
to the nerve-root or theca and freeing the adhesions in 
order to get access to the disk may be troublesome. 

Occasionally no disk protrusion is found but an 
osteophytic lip of the posterior part of the body, or a 
ledge from an: undetected minor degree of spondylo- 
listhesis, may be discovered. To these projections 
nerve-roots become equally adherent so they should be 
freed and if possible the projection should be bevelled off. 
There is apparently no disadvantage in performing a 
laminectomy on cases of spondylolisthesis. The affected 
spinous process is nearly always loose and can play no 
part in the stability of the back. 

After-treatment.—Patients move around from the 
start, and on the 2nd or 3rd day, by which time they can 
easily roll over on their face, extension exercises are 
commenced. Flexion exercises are begun on the 14th 
day. Patients get up on the 2lst day and gradually 
increase their activities. Many of them feel the need 
for a support for a time and our practice has been as a 
rule to fit them with a belt. The great majority have 
had a full range of painless movement within 2 months — 
but it has seemed to us unwise to allow them to lift heavy 
weights until 9 months has elapsed. 3 


RESULTS 


In our earlier cases we attempted accurate localisation 
by myelography and neurological signs. We conse- 
quently limited the scope of the operation to the site 
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indicated by the findings. As previously stated, these 
methods were misleading, and consequently we some- 
times failed-to find a protrusion—in fact, out.of the 


first 69 cases, in 19°no disk protrusion was discovered. 


Although none of them is worse, except one from a 
lipiodo] arachnoiditis, some of them are no better. 

Since our operation became virtually an exploratory 
laminectomy, and we have not attempted accurate 
localisation or relied on neurological signs, we have found 
the lesion in a greater proportion. Of the last 112 cases, 
we have found a protrusion of a disk in 93. In the 19 
patients in whom no disk lesion was found, the following 
pathology was discovered : 


Osteophyte with adherent nerve-root 7 cases 
Spondylolisthesis with adherent nerve-root 8 ,, 
.Peridural adhesions .. _.. i Gee ee 
Pathology not clear Ss og 


_We have examined our results in the two types of disk 
lesion. Of 62 protrusions of the nucleus pulposus 
(disk material lying completely sequestrated), 61 were 
immediately relieved. Only 1 has had a recurrence 
since. Of 79 annular tears (disk tissue attached), 70 


.were immediately relieved, 8 have had recurrent attacks 


since, and 1 was not relieved of chronic pain. 

Some of the 9 poor results in annular tears were 
probably due to the fact that, because we did not appre- 
ciate the extent of the torn tissue, it was incompletely 
removed. . 

DISCUSSION 


Most -of our patients had suffered from pain in the 
back before the onset of sciatica. During that time 
they had been diagnosed as having sacro-iliac strain 
or a myofascial lesion, usually fibrositis. Even after the 
onset of sciatica the diagnosis of protrusion of a disk 
was rarely made, and that of a myofascial lesion was 
retained. The work of Kellgren seems at first sight to 
support this attitude. -He found that when hypertonic 
salt solution was injected there was referred pain, which 
was relieved by subsequent injection of procaine. But 
Weddell, Feinstein, and Pattle (1944), using electro- 
myography; have shown that local spasm may be the 
effect of a central cause—e.g., an irritated nerve-root. 

Myofascial lesions may be the cause of an acute or a 
chronic attack, but it is not easy to see how they can be 
responsible for recurrent attacks. Such lesions are not 
accused of it in other parts of the body. For instance, 
the pain from a tear of the extensor tendons of the 
forearm (tennis elbow), once cured, does not recur. 
Nor does the pain arising from a sprain of the internal 
lateral ligament of the knee recur; when a young adult 
has recurrent attacks of pain and disability in the knee, 
the cause is, almost without exception, an internal 
derangement. Similarly, recurrent attacks of pain in 
the back between the age of 20 and 40 are also likely 
to be, so to speak, an internal derangement—a disk 
lesion. .- 

The more experience one has of intraspinal pathology, 
the less readily does one accept the diagnosis of sprains, 
strains, and rheumatism in chronicor recurrent backache. 
Looking back on our records there are many patients 
in whom we made these diagnoses, and whom today we 
should confidently take to be suffering from a lesion of 
the disk, and be virtually certain of finding one at 
operation. - 

: SUMMARY 

Recurrent backache in young adults is most often 
due to protrusion of an intervertebral disk. 

The earliest manifestation is backache, not sciatica. 

The history and clinical findings are the most reliable 
guides in diagnosis. Precise localisation can be achieved 
only by laminectomy. Myelography and neurological 
signs are of'no help in localisation. > 

In 177 laminectomies performed for suspected lesions 


` of the disk, protrusions were found in 141. In 19 of the 


others intraspinal abnormalities to which there was good 
reason to attribute the symptoms were found. 

Of the 141 with proved disk lesions 131 were immedi- 
ately relieved and have remained free of symptoms to 
date. | 

REFERENCES 
Love, J. G. (1939) Proc. R. Soc. Med. 32, 1697. 


Roofe, G. (1940) Arch. Neurol. Psychiat. 44. 
Weddell, G., Feinstein, B., Pattle, R. E. (1944) Brain, 67, 178. 


J 


LUMBAGO 
MECHANISM OF DURAL PAIN: 


JAMES CYRIAX, M D OAMB. 
ASSISTANT MEDICAL OFFICER, PHYSIOTHERAPY DEPARTMENT, 
- ST. THOMAS’S HOSPITAL 


For centuries lumbago has been regarded as a rheu- 
matic manifestation. More recently ‘‘ myalgic spots,” 
“ trigger areas,” and fat herniæ in the muscles have been 


given etiological significance. It is evident that- 
‘abnormalities have been sought in the lumbar muscles 


without critical inquiry into whether or not lumbago is 
primarily a muscular lesion. In my view it is not; it 
is the result of an attack of internal derangement of a 


- low lumbar joint. This is an unorthodox assertion, but 


the fact that lumbago is an intraspinal lesion can be 
simply corroborated by any doctor who cares to induce 
epidural local anzsthesia in a series of cases.. Indeed, 
it would be surprising if, of all the joints containing 
menisci, the spinal were alone in immunity from attacks 
of internal derangement. These cases ‘are usually 
labelled ‘‘ lumbar fibrositis,” but I am sceptical of the 
existence of such a disorder in the sense of widespread 
affection of both sacrospinalis muscles or lumbar fascie ; 
at any rate no such, case was discovered among the last 
500 cases of backache seen by me. In my experience 
fibrositis in the lumbar region occurs unilaterally as one 
isolated area of scarring. -> 

Lumbago may be defined as lumbar pain of sudden 
onset, severe enough to immobilise the patient for a 
short time. The usual story is that the patient behds 
down and is seized with such violent backache that he 
is unable to move. He may remain flexed for a few 
seconds and then slowly straighten up ; he may have to 


-be carried to bed and stay there motionless for several 


weeks. The pain is usually equal on the two sides of 
the back; occasionally it is asymmetrical; strictly 
unilateral pain is uncommon. 


THREE STAGES OF DISK SYMPTOMS 


Abnormality of a low lumbar intervertebral disk 
shows itself in three ways: as backache, as lumbago, 
and as sciatica. The lesion is the same in each case; 
the amplitude, direction, and suddenness of the move- 
ment of the loose intra-articular piece of cartilage govern 
the type of pain experienced. These three symptoms 
by no means follow an orderly sequence. Patients may 
start with sciatica and, after recovery, find themselves 
subject to attacks of lumbago ; backache may gradually 
progress to sciatica; attacks of lumbago may occur 
at intervals for years without altering in character. 


Many defective disks at the lower lumbar levels give © 


rise to no symptoms. . Patients in their fifties found to 
possess a fragmented annulus fibrosus may describe an 
attack of transitory sciatica in their teens and no further 
trouble until a recurrence was brought on by, say, a 
fall a few weeks before. But for that atcident, the 
patient would obviously have remained symptom-free 
for life. 

Backache.—Posterior defect of the annulus fibrosus 
may be regarded as a failure in embryonic fusion, akin 
to spina bifida affecting the bone. I regard the accident 
mentioned by some patients not as fracturing the carti- 


” lage but as making manifest a defect already in existence. 


A history_of lumbago or sciatica in parents and siblings 
is often met with-; occasionally all the members, of a 


family are affected. 


The history may date from childhood. At school 
the back may have been apt to ache and have been found 
“weak ” in one way or another. Some patients state 
that from their earliest recollection certain postures 
have brought on backache. Girls seem much more 
liable to early symptoms than boys. During the patient’s 
late teens or early twenties.a minor strain to the back 
or a period of rest in bed brings on central low lumbar 
aching, lasting a few days or weeks. Later on this 
symptom recurs after exercise or prolonged standing, 
again disappearing after a time. Such cases are often 
labelled ‘‘ postural pain.’’ In a limited sense this is true 
enough, but the term obscures tbe actual cause of the 
symptoms. ‘‘ Postural pain” is merely an abstract 
eetiological ascription ; it cannot be a diagnosis; for 
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it does not identify the structure responsible for the 
symptoms. In due course backache varying unaccount- 
ably in degree from day to day is experienced; it is 
most readily brought on by exertion involving the half- 
flexed position. After some years the ache becomes 
more or less constant, varying in intensity, and aggra- 
vated by heavy work. At first the patient wakes tree 
from symptoms each morning ; later the ache on waking 
is such that he gets out of bed and walks about to relieve 
it. The occurrence of sharp twinges teaches him to 
move warily when turning over in bed or rising from a 
chair. He may perceive a momentary jar in the Jower 
back on coughing or sneezing. The patient is now on 
the verge of his first attack of lumbago. | 

Those patients whose occupations are sedentary may 


, 


continue to suffer only from backache for many years.. 


Fragmentation of the annulus fibrosus, with consequent 
pain resulting from interference with the dura mater, 
is a far commoner cause of backache than has hitherto 
¿been supposed. A small degree of posterior displace- 
ment of the loose fragment occurs after the lumbar 
spine has been kept, flexed and the dura mater is irritated 
‘by pressure exerted indirectly through the posterior 
capsular ligaments. 

Lumtago.—The patient with lumbago is usually a 
vigorous man aged 25-50. He may have experienced 
premonitory symptoms of the type set out above but 
may also be stricken without warning. Suddenly, as 
he bends forwards, he is immobilised in the flexed 
position by agonising lumbar pain. The joint is locked 
in flexion, as happens in the same circumstances at the 
knee. A major posterior displacement has occurred ; 
sudden severe pressure is exerted on the dura mater. 
Attempts at trunk-extension, by approximating the 
articular surfaces posteriorly, tend to squeeze the 
fragment yet farther backwards; this movement is 
thus impossible at first. 

Examination reveals a patient lying in bed unable to 
move and afraid to cough, sneeze, or even blow his nose. 
In the more severe cases lumbar spinal deformity may 
be pronounced. Considerable lateral deviation may be 
seen; occasionally a lumbar kypbosis is noted; as a 
rule spasm of the sacrospinalis muscles greatly limits 
movement at the lumbar spine. The range of straight- 
Jeg raising is greatly limited. Clearly, tension on the 
sacrospinajis muscles is not altered by straight-leg raising 
until an angle of about 70° is reached ; the pelvis then 
begins to tilt and the lumbar spine to flex. The head- 
and-knee test for the sheath of the sciatic nerve-roots 
described by Cyriax (1942) is usually positive. 

Deformity at the lumbar spine maintained by muscular 
spasm results from an articular, not primarily muscular, 
disorder. (When the knee-joint is suddenly locked in 
flexion, even though it is spasm of the hamstrings that 
maintains the deformity, the condition is never ascribed 
to primary spasm of the hamstrings but to internal 
derangement of the joint.) Moreover, coughing is 
agonisingly painful—a well-attested sign of intraspinal 
lesions. : | | 

These findings combine to show that lumbago cannot 
result from a muscular disorder; for the physical signs 
are not muscular but partly articular and partly those 
well-known to result from dural irritation. For this 
reason, epidural local anesthesia was tried in an attempt 
to discover whether it could thus be proved that the 
lesion was intraspinal and the pain due to pressure on the 
dura mater. In four-fifths of all. cases the pain dis- 
appeared there and then. None of the solution intro- 
duced could have infiltrated the lumbar muscles. In 
the remaining (unsuccessful) cases I do not consider that 
the lesion was extraspinal, but that mechanical factors 
prevented the solution from reaching the right spot. 
Colour was lent to this supposition by one patient’s 
pain; epidural local anesthesia abolished it during the 
first but not the second of two attacks of lumbago. 

Examination during the stage of recovery shows a 
patient with a symmetrical posture, able to bend 
guardedly. He moves his trunk all in one piece, often 
putting his hands on his knees as he rises out of a chair. 
Asked to bend forwards, he does so maintaining his 
Jumbar lordosis. Full flexion may gradually be achieved, 
often after several false starts. Side-flexion is usually 
full and painless. Extension is markedly limited by 
pain and apprehension; this is the last movement to 
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become full. Between attacks, examination of patients 
liable to lumbago reveals nothing abnormal, except when 
a click, often painless, can be felt as the lumbar spine 


‘moves. 


_ Recovery is usually full efter each attack ; it may take 
from two to six weeks. Patients are apt to get an attack 
a year, often at the same season each year. This fact 
has lent colour to the rheumatic hypothesis, the weather 
being blamed. A more probable attribution is to the 
activities dictated by the different seasons. The two 
periods of greatest incidence of lumbago were found to 
be summer, when holiday exertions are at their height, 
and late autumn, when a great deal of digging in the 
garden is begun. Between the ages of 50 and 60 these 
attacks often cease. At this time the spine stiffens 
somewhat and the activities leading to lumbago are apt © 
to be dropped. 

Sciatica is seldom the initial symptom. As a rule the 
patient states that, as one of the now-familiar attacks 
of pain in the lower back was passing off, pain in the 
lower limb appeared as the lumbago abated. This 
alternation of pain, the proximal symptoms disappearing 
when the distal symptoms come on, is characteristic of 
disorders of the sheath of spinal nerve-roots and is also 
described by patients with cervical periradiculitis 
(“ brachial neuritis ’’’) and third-lumbar periradiculitis 
(‘anterior crural neuritis °). The mechanism appears 
to be that when the fragment of fibrocartilage passes 
laterally far snough to impinge on the sheath of the 
nerve-root it ceases to press, on the dura mater. It 
is open to argument whether in Inmbago the annulus 
fibrosus is already fragmented, or whether the posterior 
limbs, by reason of lack of fusion centrally, are merely 
hypermobile. Findings at operation on cases of sciatica, 
however, prove that at this stage one or several pieces 
have become detached from the main body of the 
defective fibrocartilaginous ring. ` 
- Once sciatica appears, the characteristic signs of disk- 
protrusion soon become obvious; the commonest are 
lumbar scoliosis without rotation, limitation of straight- 
leg raising, and fifth-root paresis. 

Radiography.—As might be expected in a lesion 
affecting fibrocartilage, no relevant abnormality is 
found. Spina bifida is so common in norma! people— 
Brailsford (1934) says 6%—that it is difficult to assess 
its importance, but the presence of one congenital abnor- 
mality makes the existence of another the more probable. 
Sacralisation of the’ fifth lumbar vertebra suggests 


that excessive stabilisation of the lumbosacral joint has 


increased the stresses on the fourth lumbar joint, where 
three-fifths of defective disks are found. Obviously, bony. 
abnormalities of this type do not of themselves cause 
symptoms. 


TREATMENT OF LUMBAGO 


Prophylaxis.—Patients liable to lumbago must avoid 
heavy work involving trunk-flexion. They must learn 
to kneel and squat instead of bending forwards. It is 
a curious fact that the most uncomfortable stance for 
a patient with a fragmented disk causing backache is 
the half-flexed position, whereas it is full flexion that 
encourages the onset of lumbago. Obviously, in full 
flexion the back of the intervertebral joint gapes the 
most widely, and posterior displacement of the loose 
fragment is encouraged. Should a patient liable to 
attacks of lumbago feel discomfort in his back lasting 
more than an hour, he should go and lie down at once ; 
for it is better to spend some hours recumbent several 
times a year than a month off work with lumbago. 
Attempts to ‘‘ work it off” actively are usually disastrous, 
since they naturally bring about further displacement. 
Recurrence of attacks at short intervals, especially in 
youngish patients, points to the danger of the develop- 
ment of sciatica from disk-protrusion. Hence patients 
in this state should adopt lighter work, and wear a belt: 
stiff and tight enough to limit movement at the lower 
lumbar spine. | 

If the views set out in this paper gain acceptance, it 
will become reasonable for medical officers attached. to 
factories to warn employers of the danger of allowing 
anyone with a defective low lumbar intervertebral disk 
to do heavy work, especially if it involves stooping ; 
for it would be open to the workman to maintain that 
the final movement of the fragment that caused lumbago 


a 
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or sciatica was an: industrial accident. Acceptance of a 
rheumatic causation has protected employers in the past. 

‘The usual position for nursing patients im bed is 
responsible for a great deal of subsequent backache. 
Many patients found later to be suffering from defect 
of the annulus fibrosus report that- their first bout of 
backache followed a period of rest in bed after an opera- 
tion or’a confinement. The half-lying position is the 
greatest culprit in this respect ; for it involves the main- 
tenance of a marked degree of lumbar kyphosis. Hence 
patients should be encouraged to keep some degree of 


, lumbar lordosis by lying with only one pillow or sitting 


right up. Lying face-downwards and prone-lying 
extension exercises are of the greatest value in pro- 
phylaxis. ` 

Treatment of acute lumbago.—The remarkable feature 
about lumbago is the fact that the precipitating cause and 
the subsequent lasting pain have separate mechanisms. 
Part of the defective annulus fibrosus moves backwards 
suddenly ; this causes an internal] derangement of the 
joint and a localised jarring of the dura mater. 


supposed to originate from consequent traumatic 
arthritis at the affected joint, but the result of epidural 
local anesthesia proves that this is not so. The intra- 
articular displacement appears momentary, and the 
prolonged symptoms that follow are due wholly to the 
very slow post-traumatic recovery of so sensitive a 
membrane as the dura mater. Obviously, epidural 
local anzsthesia would have no effect on pain due to 


persistent subluxation within the joint, nor to traumatic 


arthritis as such. t 


Rest in bed.—This is the traditional treatment and is 
nearly always called for in the first place, since immobilisation 
prevents any further jarring of the dura mater. At this 
stage any movement at the lower spinal joints alters tension 
on the bruised area of membrane; hence all movements 
of the trunk, even flexion of the neck, are extremely painful. 


Coughing jolts the dura mater by setting up a wave of pressure 


in the cerebrospinal fluid and should be controlled by an 
effective linctus. The patient should remain in bed for some 
days, getting up and about cautiously when he finds he can. 
He must avoid such movements as cause pain, especially those 
involving trunk-flexion. If he is still bedridden after some 
days, local anæsthesia is indicated. 

Epidural local anesthesia.—The injection may be given at 
any time if the pain is severe, but it is seldom lastingly 
effective during the first two days; it affords up to two 
hours’ relief, during which time the patient can move about 
as he likes, get comfortable, and fall asleep. As a rule it 
possesses greater therapeutic value in cases of some days’ 
standing. The immediate local anesthesia of the bruised 
srea of dura mater enables the patient to move his lumbar 
joints, and it seems that the hydraulic effect of raising the 
dura mater from the posterior capsular ligaments reduces 
‘contact between the two structures and explains the lasting 
relief. ) 

The technique is a8 follows. The patient lies prone, and 
the cornua of the sacrum are identified. The skin between 
them is anssthetised with not more than 1 c.cm. of a 0:2% 
solution of procaine. Too much solution -introduced here 
obecyres the landmarks. A lumbar-puncture needle is 
inserted into the sacral hiatus and passed to a depth of 3 in. 
The stylet is withdrawn and care taken to see that neither 
blood mor cerebrospinal fluid escapes. A 50-c.cm. syringe 


- full of 0:5 procaine in normal saline solution is attached 
e. 


to the nee Aspiration is attempted, to make sure again 
that the tip of the needle has not pierced a blood-vessel or 
the theca. If all is well, the contents are slowly injected over 
a period of 5-10 min. Most patients feel dizzy for a few 
minutes, then rise, and with few exceptions find that they 
can move freely in every direction. Two hours later the 
pain returns, but by the next day considerable improvement 
is noted. A well-timed epidural injection usually halves the 
period taken to get well from lumbago. o 
Manipulation of lumbar spine.—General anæsthesia is to 
be avoided ; for too much is done, and the dura is apt to be 


bruised again. Under epidural local anæsthesia the patient. 


can actively achieve a full range of movement in every 
direction. Gentle passive movements without anæsthesia 
are often beneficial after the first fow days, since they start 
the joint moving again; they provide the best treatment if 
local anzsthesia is unavailable. This fact explains many of 
bone-setters’ successes ; effective treatment is given, though 
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it is based on a false concept of the nature of the disorder 
present. 

Local anesthesia of the sacrospinalits muscles.—This was 
the method I used when still under the impression that 
lumbago was primarily a muscular affection. The entire 
extent of the sacrospinalis muscles was infiltrated on each 
side ; this required 60-80 c.cm. of solution injected into each. 
muscle, whereupon the patient stood up and moved about. 
Some. good results were obtained, but it is clear now that the 
injections merely so relaxed these muscles that an amount 
of movement at the affected joint was permitted which spasm 
would otherwise have prevented. 

Deep massage.— Deep friction given to the lumbar muscles 
may also have the effect of diminishing spasm and thus 


-increasing the range of active movement subsequently. 


SUMMARY 


Lumbago is initiated by an attack of internal derange- 
ment at a low lumbar intervertebral joint, as the result 


‘of a momentary posterior displacement of a movable 


piece .of intra-articular fibrocartilage. The prolonged 
subsequent pain appears to be caused entirely by bruising 
of the dura mater. Lumbago provides the stage of 
symptoms due to a hypermobile or fragmented annulus 
fibrosus that is intermediate in degree between backache 
and sciatica. Defect of the fibrocartilaginous ring 
leading to pressure exerted via the posterior capsular 
ligaments on the dura mater is a common, but hitherto 
unrecognised, cause of backache. 

The best treatment for lumbago appears to be a few 
days’ rest in bed followed, if symptoms persist, by 
epidural local anesthesia. Prophylaxis consists in the 
maintenance of the lumbar lordosis. Radical cure— 
i.c., removal of the hypermobile or loose part of the 
annulus—presents such technical difficulties that it has 
not yet been attempted until the stage of sciatica from 
root-pressure has been reached. 
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ACUTE PHLEGMONOUS GASTRITIS 
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Tms very rare condition was first described by 
Varandzus (1620), who recorded a case of the localised 


variety, and the first case of the diffuse inflammation was 


recorded by Andral in 1839. The literature on the sub- 
ject has been ably. reviewed by Sundberg (1919), 215 
cases; Gerster (1927), 263 cases; Watson (1932), 277 
cases ; and Eliason and Murray Wright (1938). 

Two types are recognised, the diffuse and the localised. 
In diffuse phlegmonous gastritis the condition extends 
from the pyloric ring for a variable distance up towards 
the cardia. It never extends beyond the pyloric ring, a 
limitation probably connected with the direction of flow 
and distribution of the lymphatic vessels in the stomach 
wall. The wall of the stomach is greatly thickened with 
inflammatory exudates, and the inflammation usually 
spreads through the overlying peritoneum to give a 
peritonitis spreading from the stomach. The mucosa of 
the stomach is intact ; or, if it is ulcerated, the ulcer is 
primary—either an acute or chronic peptic ulcer or a 
carcinomatous ulcer, through which the i tion 
reaches the stomach wall. Where the mucosa is intact, 
the inflammation is blood-borne. In the localised type 
there is a circumscribed area of inflammation of the 
stomach wall primarily located in the submucous tissue 
and often going on to abscess formation. 

The symptoms and signs are those of toxemia and 
peritonitis. The more acute cases present the picture 
of a fulminating toxemia, while the milder show the 
signs of an upper abdominal inflammation. The disease 
has not been definitely diagnosed before operation. As: 
the commonest type of organism responsible is the strepto- 
coccus, the most hopeful line of treatment appears to be 
the administration of adequate doses of sulphanilamide. 
When the condition is recognised at operation it is best 
left alone, although Weinstein and Klein (1927) advocate 
temporary exteriorisation of the stomach on a glass rod, 
advice also given by Hamilton Bailey (1944). 


” 
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CASE-RECORD 

A man, aged 60, married, Sinhalese, was admitted to the 
General Hospital, Colombo, on Feb: 11, 1943, complaining of 
severe abdominal pain.. He had been examined by Dr. Frank 
Gunesekara, who had advised his admission to hospital with 
the provisional diagnosis of acute cholecystitis. ‘The illness 
had begun 3 days previously, while the patient was at dinner, 
with an acute pain starting in the left upper abdomen, soon 
becoming a diffuse upper abdominal pain. The patient had 
no sleep that night, and had vomited fluid containing bile 
the next morning. The pain and vomiting had continued 
from the time of onset. The patient had had dysentery 3 
years ago, passing blood and mucus in the stools for 6 days. 
In the tropics this is of significance, as ameebic hepatitis is a 
common cause of acute upper abdominal] pain. 

On examination the upper abdomen manifested a board-like 
rigidity, more extensive on the right side than on the Jeft. 
The patient’s appearance 3 days after the onset of his illness 


did not support a diagnosis of a perforated gastric or duodenal . 


ulcer. The lower abdomen was soft and not tender. There 
was no tenderness over the intercostal spaces, and the liver 
dullness did not extend above the 5th right intercostal space 
in the nipple line, making a diagnosis of amoebic abscess of the 
liver unlikely. Temperature 99:8° F, pulse-rate 84, good 
volume. The diagnosis of acute cholecystitis appeared to be 
correct, and in view of the condition having been present for 
the past 3 days, subsidence of the inflammation with rest was 
expected. The pain, however, continued throughout the next 
day, and the clinical picture was unchanged. 
On the 13th the patient was groaning from severe pain, and 
a fullness of the right upper abdomen and loin was noticeable. 
The area of tenderness and rigidity had extended down to the 
umbilicus. The lower abdomen was still soft and not tender. 
There was no tenderness in the right loin or over the inter- 
costal spaces. There was a well-marked area of hyperesthesia 
in the quadrilateral defined by Boas below the inferior angle 
of the right scapula. In view of the continued pain and the 
extension of the area of tenderness and rigidity an operation 
for acute cholecystitis was advised. 
- The abdomen was opened under light ‘ Nupercaine’ spinal 
anzsthesia at noon. There were filmy adhesions between the 
stomach and the 
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omentum, the 
distal half of the 
stomach was felt to be indurated, the induration ceasing sharply 
at the pyloric ring and shading indefinitely towards the cardiac 
end of the stomach. The peritoneum overlying the affected area 
of the stomach was not much congested. The lower abdomen 
_ was clean and free from adhesions. The diagnosis of acute 
phlegmonous gastritis was clear ; and, as no surgical measure 
seemed likely to be of benefit, the abdominal wound was 
sutured without drainage. 

The patient was given an intramuscular injection of sulpha- 
pyridine soluble 2 g. followed by 1 g. of the same drug at 3 pm 
and 2 g. at 10.30 pm. He was also given 1 g. of sulpha- 
pyridine every 4 hrs. up to Feb. 17, followed by 0:5 g.-every 
4 hrs. up to Feb. 21. He made an uninterrupted recovery 
from the operation, the temperature -returning to normal 
by the 5th postoperative day. 

The gastric functions were investigated on March 6 by 
radiography after a barium swallow. The report was as 
follows : The stomach and duodenal cap are of normal shape. 
The normal mucosal ruge are shown in the distal half of the 
stomach. The stomach empties completely in 5 hrs. 

_A test-meal was given on March 9, and the results of the 
gastric analysis are shown in the accompanying figure. An 


Gastric analysis 24 days after operation. 


DR. BRITTON, DR. WARNER: LEUKZMOID BLOOD REACTION 


[ocT. 6, 1945 


examination of the blood, made on the 11th, showed hæmo- 


globin, 55%; red cells, 3,470,000 ; white cells, 7200 (poly- 
morphs 61%, lymphocytes 37%, eosinophils 2%), and slight 
anisocytosis. 

COMMENT 


Every case of phlegmonous gastritis is of interest. 
In the case described the preoperative diagnosis of acute 
cholecystitis appeared to be confirmed by the demon- 
stration of hyperesthesia in the quadrilateral defined by 
Boas. The recovery of the stomach from the inflamma- 
tion, as evidenced by the radiographic and chemical vee 
of its functions, is worthy of record. ' 
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LEUKZMOID BLOOD REACTION 


SIMULATING ACUTE ALEUKZMIC LEUKEMIA IN A 
CASE OF PHLEGMONOUS GASTRITIS 


C. J. C. BRITTON P. T. J. ©. P. WARNER 
MDNZ DPH MRCS 


Bland-Sutton Institute of Pathology, Middlesex Hospital 


THE term “leukæmoid reaction ” was introduced by 
Krumbhaar in 1926 to cover any condition where the 
blood-picture closely résembles that of one of the 
various types of leukæmia. Such a a a may 
be found rarely in many diverse diseases, but particu- 
larly in acute infections; the subject is reviewed by 
Hill and Duncan (1941) and Whitby and Britton (1944). 


Almost invariably it resembles that of subacute or 


chronic leukemia, and it very rarely creates a diagnostic 
problem. The present case simulated an acute aleu- 
keemic myeloblastic leukzmia so closely that the correct 

diagnosis was not made during life. . 


The patient, a single woman aged 47, a member ‘of the 
ATS engaged in light work, had always enjoyed good health 
and was perfectly well until on July 14, 1943, she developed 
a sore throat, cold, and temperature. After five days’ 
treatment with a sulphonamide (identity and dosage 
unknown) she vomited. This illness was followed by weakness, 
but she had an/apyrexial symptomless period of about 
10 days. She was then admitted to a military hospital with 
high temperature, headache, and a slightacough; she was 
drowsy and cerebrated slowly, her mucous ‘membranes were 
pale and her tongue was heavily coated; the liver was 
palpable 14 in. below the costal margin, and small soft glands . 
could be felt in the posterior triangle of the neck and in the 
groin. 

Major C. Rickword Lane reported on the blood (August l, 
1943) as follows: ‘“‘ hæmoglobin 47%, red cells 2,375, 000 
per c.mm., leucocytes 3700 per c.mm. (polymorphs 5-5%, 
lymphocytes 35:5%, monocytes 4:5%, metamyelocytes 50%, 
myelocytes 3:0%, myeloblasts or promonocytes 45:0%, 
smear cells 1:5%). There is a moderate anisocytosis and 
poikilocytosis. One normoblast was seen in counting 
200 leucocytes. Platelets appear numerous. The condition 
is an acute aleukemic leucosis.”’ i 

The patient improved slightly and after five days was 
transferred to the Middlesex Hospital. Her chief complaints 
were then extreme weakness, cough, and insomnia. She was 
anzmic and pyrexial ; glands, liver, and spleen were palpable. 
She became progressively worse, semi-comatose, and eventually 
irrational. During the first few days her temperature was 
remittent at about 100-102° F, after which it continued at 
103-105° F; the pulse and respiratory rates gradually ‘rose 
to 150 and 50 respectively. Her stools were black and 


terminally she became incontinent of both fæces and urine. 


The blood-counts are shown below. 

The myeloblasts were typical in appearance ana approxim- 
ately 70% showed granules when stained by Washburn’s 
peroxidase method. Platelets were 77,000 per c.mm. ` 

The patient died twelve days after admission, one month 
after the onset of the illness. Autopsy showed no evidence 
of leukemia in any otgan.- In the bone-marrow there was a 
moderate increase in the erythroblastic and myeloid tissue, 
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but no myeloblastic reaction. The most. striking finding 
was an acute phlegmonous gastritis with ulceration and 
gangrene ; low-grade peritonitis and bronchopneumonia were 
also present. The pathological: findings will be published 
later in/detail. | 


We have found only one report (Leibowitz 1938) of 


a blood-picture resembling this one. Leibowitz’s patient 
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had a leucocyte-count between 3200 and 1250 per c.mm. 
with 40-55% of myeloblasts and premyelocytes. The 
red. cells were 2,000,000 per c.mm. and the hemoglobin 
50%. Radiography of the chest showed the presence 
of tuberculosis and at the post-mortem examination 
acute tuberculous septic foci were found in most organs. 

In the present case, the severe and progressive anzemia, 
the leucopenia, the presence of numerous myeloblasts, 
the ‘‘ hiatus leukemicus ”’ and the clinical findings all 
pointed to a diagnosis of acute aleukzemic leukemia. 
As the patient was obviously dying, confirmation of the 
diagnosis by means of sternal puncture was not con- 
sidered necessary; so the autopsy findings were a 
complete surprise. . 


Summary.—A case is reported of acute phlegmonous 
gastritis which closely simulated an acute aleukeemic 


‘“myeloblastic leukæmia. 


Our thanks are due to Dr. G. E. Beaumont for permission 


to publish this case, to Prof. J. McIntosh for advice, and to 


Dr. R. W. Scarff for the autopsy findings. 
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POSTOPERATIVE CHEST COMPLICATIONS 
CONTROLLED STUDY IN HERNIA AND 
MENISCECTOMY OPERATIONS 


F. R. GUSTERSON B SC, MB LOND. DA 
| FLIGHT-LIEUTENANT RAF 


SINCE Brock’s (1936) paper on postoperative atelectasis, 
many writers, including Campbell and Gordon (1942), 
Bird, Kilner, and Martin (1943), and Lucas (1944), have 
drawn attention to the high incidence of this complica- 
tion after hernia operations, especially in Service per- 
sonnel. The idea is stil prevalent, especially among 
surgeons, that ether anæsthesia increases the incidence 
and severity of chest complications. It therefore 
seemed worth while to make a critical survey of a 
carefully controlled series of'cases at a Service hospital, 
using the Oxford vaporiser to standardise the ether 
anæsthesia; as by this method the percentage of ether 
vapour used could be accurately recorded.’ 

The following series of herniorrhaphies is admittedly 
only 100 cases, but a small series of carefully controlled 
cases sometimes has a value lacking in a larger series 


where all the variables cannot be watched: For instance 


this series was collected at one RAF hospital over two 
years, thereby covering all seasonal changes, with the 
same surgeon (Squadron-Leader D. F. E. Nash), the same 
theatre staff, and all the cases coming from the same ward. 
The operating-time was remarkably constant, 30 min., 
any operation taking a longer time or involving any other 
alteration in technique being eliminated. The operation 
performed in each case was standard McArthur repair. 
All the patients were otherwise quite fit Service per- 
sonnel, within the age limits of 20—40 years. Fifty of the 
men were anæsthetised with ether and fifty with gas and 
oXygen. . oo . 
It was necessary to decide on a control operation, 
and that of meniscectomy was chosen. Very often 


‘either operation. 


- and oxygen. 


nitrous oxide and oxygen in a 


herniorrhaphy and meniscectomy occurred on the same 


_operating-list, and it was found that the same time was 


taken and the same depth of anesthesia required for 
The surgical technique for meniscec- 
tomy was easily standardised, and this operation did. 
not involve the abdominal wall. As in the hernia cases, 
these patients were all otherwise fit Service personnel, 
and the age-groups wére the same. Here again, fifty. 
patients were anzsthetised with ether and: fifty with gas 


` ANZESTHESIA: . 


A few points in the technique of anæsthesia should be 
noted, particularly in connexion with the Oxford vapor- 
iser. At first, patients anæsthetised with the vaporiser 
were longer in recovering their cough and other vital 
reflexes than were those receiving gas-oxygen. I soon 
found it possible to use a much lower toncentration of 
ether vapour than I had thought, and that with 
the Oxford vaporiser I could maintain a constant light 
level of ether anesthesia. The commonest mistake 
made by those first using this apparatus is to run it at 


too high a concentration of ether vapour, forgebting that 


the greatest concentration possible in an: “‘ open” 
method with a mask is 14%. hn | 

The premedication in all these cases was with ‘ Hyos- 
cine, Compound A,’ given at least two hours before ` 
induction, for which ‘ Pentothal ’ 0-5 g. was given intra- 
venously, followed in the ether cases by ethyl chloride 
in the induction-bag. Usually 5-10 c.cm. of ethyl 
chloride was necessary before the patient would tolerate 
12% ether, at which concentration the apparatus was 
kept until the incision was made. 

The average time taken from the intravenous injection 
to the incision was seven minutes. The amount of 
ether was then dropped to 7-8%, at which level it was 
kept until the repair was complete or the joint-capsule 
sewn up. It was then switched off completely. With, 
this sequence of light premedication at least two hours 
before operation, a small dose of pentothal and minimal 
ether, all patients had their cough refiexes before leaving 
the theatre, without resort to such drugs as nikethamide 


. given intravenously. 


In the gas-and-oxygen cases premedication and induc- 
tion were the same, the maintenance anesthetic being 
‘circle ”? closed circuit. - 
No suboxygenation was allowed ; any case not ‘‘settling ” 
otherwise was given just enough cyclopropane to produce 
the necessary relaxation. 


PREOPERATIVE AND POSTOPERATIVE -ROUTINE 


The patients were all examined by me the day before 
operation, particular care being taken to investigate 
any chronic upper respiratory catarrh such as was. 
reported: by Morton (1944) to be associated with smoking. 
To the question “ Have you any cough?” many 
patients at first reply ‘‘ No,” but further inquiry often 
produces the remark ‘‘ Oh, yes, I have the usual smoker’s 
cough in the morning.” These patients usually showed 
no abnormal physical signs in the chest but-came to be 
recognised as particularly liable to postoperative chest 
complications. They were- classed as having minor 
preoperative respiratory complications. _ 

In the winter months many men gave a history of 
recent coryza, and these were not operated on for at 
least a week after symptoms had subsided. Those 
with a history of chronic bronchitis with sputum or with 
any chronic respiratory disease such as mil d emphysema, 
were al] classed as having major preoperative respiratory 
P OAOD even though there were no signs of active 

isease. 


' . An important factor in assessing a atient’s condition 


for operation, though one difficult to define and assess, is 
his temperament. Some patients seem hypersensitive 
to pain, and these were watched carefully during the 


first few days after operation to see that they really 


did carry out the routine, which was as follows. 

All patients were sat up in bed and made to move 
about at the earliest possible moment. Most patients 
in this series could do this within two hours of their 
return to the ward., The morning after operation, 
all were seen by a rehabilitation orderly and put through 
a course of deep-breathing and chest exercises. Leg 
movements were also carried out early. ‘This was 
repeated every morning for the whole period of stay in 
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TABLE II—CHEST COMPLICATIONS AND POSTOPERATIVE VOMITING 


- Herniorrhaphies (100 cases) 


Chest complications 


| cee | ee | aa | | TS | eR | eS | a | ED | ENN frase fer 


$ Vomiting 
Anæsthetic - 
Preoperative Postoperative More 
= mee | than 
| Minor | Major | Minor | Major once 
Ether * zs 21 4 17 8 9 6 
' Gas-oxygen * 22, 3 18 a 5 2 


Meniscectomies (100 cases) 


Chest complications Vomiting 
Total Preoperative | Postoperative More Total 
no. of ——— |- - nce than no. of 
cases Minor | Major | Minor | Major once cases 
15 8 1 8 ; 7 10 17 
7 7 1 7 2 5 ~ 7 


* 50 cases of each aneesthetic. 


bed, which was-14 days in all cases. Temperatures 
and pulses were recorded four-hourly for the first 7 days. 
The number of times a patient vomited was recorded by 
observation, not the patient’s own statement, as there 
was often a postoperative amnesia for vomiting. 


POSTOPERATIVE RESULTS 


If a temperature of 101° F was recorded, the patient’s 
chest was at once examined and usually radiographed. 
The only signs ever found were diminished chest move- 
ment on one side with an impaired air entry and perhaps 
an impaired percussion note. Radiography usually 
showed a slight blurring of the costophrenic or cardio- 
phrenic angle, with perhaps patchy areas of loss of lung 
translucency in the lower lobe. The diaphragm often 
seemed raised. 

In no case were the full classical signs of lobar atelec- 
tasis found, perhaps because treatment was instituted 
at once. This consisted of a dose of ‘‘ Mist. sod. iod. 
ammon.” in hot water, followed by deep-breathing 
exercises to encourage movement of the affected side, 
Incidentally the side of the lung lesion seemed to bear 
no- relation to the side of the operation. Usually these 
measures promptly provoked a fit of coughing, with the 
expectoration of a small plug of thick viscid sputum, and 
a rapid improvement in the patient’s condition. Ina 
few cases it was necessary to give inhalations of oxygen 
with 5% carbon dioxide before this cough was provoked. 


In the apprehensive type of patient an injection of ’ 


morphine was a great help. The above sequence of 
events was classed as a major chest complication, even 
though the temperature only lasted for 48 hours in some 
casrs. 


The postoperative results are summarised in the- 
There were no cases with a temperature over - 


tables. 
101° F in the meniscectomies, whereas in the herni- 
orrhaphies there were 15 such cases, 8 having received 
ether and 7 gas-oxygen. The findings are analysed in 
table 1, which shows that there were no major chest 
complications in the meniscectomies, whereas in the 
herniorrhaphies the incidence of chest complications was 
the same whether ether or gas-oxygen was the aneesthetic. 
There was a higher incidence of preoperative chest com- 
plications in the hernia series, and the number of cases 
developing major ‘‘chests’’ was roughly doubled after 
operation, irrespective of the anesthetic agent. In the 
meniscectomies the incidence of chest complications was 
not increased after operation. 


TABLE I— POSTOPERATIVE TEMPERATURES 


Meniscectomies (100 


Herniorrhaphies (100 
cascs) cases) 


° 


- Temperature Ether | Gas-oxygen Ether | Gas-oxygen 


ù 50 cases of each anesthetic 


Upto 99°F 14 15 ` 22 22 


„ 100°F 21 22 23 28 
» 101°F 7 6 5 
Over 101° F 8 7] 


, The presence of such a high incidence of preoperative 
chest complications in cases known to be liable to post- 
‘operative chest complications does, however, emphasise 
the need for a very careful survey of each patient by the 
anesthetist before operation, and that reliance must be 
placed on very careful postoperative routine rather than 


~~ 


on the choice of any particular technique of anesthesia 
if the incidence of postoperative chest morbidity is to 
be reduced. It is assumed throughout the whole of 
this paper that the anesthetist is fully skilled, and that 
the anssthesia is thus smooth and uncomplicated in 
every case. i 

The only postoperative difference, then, which could 
be attributed to the anæsthetic is a slightly higher 
incidence of postoperative vomiting after ether (table I1). 
I did, however, get the impression that patients who did 
not vomit were more liable to develop a ‘“‘ chest,” but 
this series was not large enough to substantiate this. 
It is a point which is being watched over a large number 
of cases. ; 

l ‘CONCLUSION 

It is thus evident from this series that the use of ether 
as an aneesthetic does not increase the incidence of partial 
collapse of the lung or any other chest complication 
following hernia operations provided that only the 
lightest ‘necessary plane of anesthesia is maintained. 
The Oxford vaporiser provides a ready method of . 
achieving this light level of ether anzesthesia. 


Morton, H. J. V. (1944) Lancet, i, 368. i 


CONGENITAL SYPHILIS IN AN INFANT 
TREATED WITH PENICILLIN 


ALEX COMFORT, MB CAMB., DCH 
` 
RESIDENT MEDICAL OFFICER, ROYAL WATERLOO HOSPITAL ' 
FOR CHILDREN AND WOMEN, LONDON 


' Few data are as yet available about the effect and 
value of penicillin in overt congenital syphilis, and the 
following case may therefore be of interest. 


CASE-RECORD 


An infant girl, aged 9 weeks, was admitted to hospital on 
May 31, 1945. On March 15, 1944, her mother had attended 
the venereal clinic of St. Thomas’s Hospital with acute 
gonorrhoea, which responded well to treatment. On Nov. 13 
the. mother attended again and reported that her husband, 
a sailor, was under treatment for syphilis, and that she was 
7 months’ pregnant. Treponema pallidum was isolated from 
a lesion on the labium, and the Wassermann reaction (WR) 
and Kahn test were strongly positive. The mother received 
8 injections each of ‘ Mapharside ’ 0-04 g. and bismuth 0-2 g. 
between that date and Feb. 12, 1945. She was delivered 
of the child in March, her last menstrual period having been 
in May, 1944. The child weighed 6 lb. 2 oz. at birth, and when 
seen at St. Thomas’s on April 12 showed no clinical abnorm- 
ality. On May 11, however, both WR and Kahn were strongly 
positive. In spite of numerous postal entreaties the mother 
did not attend again until May 31 when the child was brought 
to the Waterloo Hospital because two days previously she had 
developed a rash, nasal discharge, and dyspnæœa..  - 

Her weight was now 7 lb. 14 oz. and the stigmata of con- 
genital syphilis were present. The skull had prominent 
frontal bosses, and was covered with thick black hair, and 
the upper ends of the tibiæ were tender and enlarged. The 
thorax, buttocks, and body were covered with a scaly poly- 
morphic maculopapular rash, and there was a copious muco- 
purulent bloodstained nasal discharge. The respiratory- 
rate was 36, and moist sounds were heard in all areas of the 
chest. The liver was not felt. : 

The temperature rose rapidly to 106-5° F, and the respira- 
tory-rate to 70. An area of impaired resonance with tubular 
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breathing appeared on the day after admission at the right 
base, extending up the spine. The child was at first placed 
in an oxygen tent, but with the onset of hyperpyrexia this 
was discontinued, and oxygen could not be given through the 
obstructed nose. | me): 

Sulphapyridine 1:75 g. had been given in divided doses 
during the first 12 hours, but on the second day this was 
changed to penicillin sodium 38,000 unitg 4-hourly by intra-. 
muscular injection, with brandy 5 minims 4-hourly. Gradual 
improvement in the general condition took place, and after 
412,000 units had been given the penicillin was discontinued. 
The temperature thereupon rose to 107° F, falling soon after 
to 102° F, the general condition remaining unchanged. 

The blood-count on the second day of admission had shown 
12,900 white cells per o.mm. (finely granular polymorphs 28%, 
eosinophils 2%, coarsely granular polymorphs 2%, lympho- 
cytes 50-5%, hyalines 14:5%, transitionals 1%, myelocytes 
1-5%, and myeloblasts 0:5%). 
3,200,000 per c.mm. and were very irregular in shape, with 
many basophils and normoblasts. 

Penicillin 9500 units 4-hourly was started again on the 
6th day. In 24 hours the temperature had fallen to normal, 
the nasal discharge had ceased, and the pulmonary signs 
had begun to clear. A further 95,000 units was given 
before stopping the drug, on the 8th day. The temperature, 
however, again rose, and there was a slight return of the 
nasal discharge. The epiphyses were larger and very tender. 


` Potassium iodide gr. 3 was given t.d. and, as the temperature 


continued to swing in spite of the improvement in the general 


condition, ‘ Acetylarsan ° 0-5 c.cm. on every 3rd day with ‘ 


pulv. hydrarg. c. creta gr. } t.d., and inunction of ung. 
hydrarg. nit. fort. to the abdominal wall was begun. In 
all, four injections of acetylarsan were given. The respiratory- 
rate was still high, but pulmonary signs were almost absent. 
The temperature range was lower (100°-102° F). 

On the 21st day penicillin 9500 units 4-hourly was recom- 
menced. Once more the fall in temperature to normal was 
immediate, and after a further 95,000 units it remained down. 

The WR at the end of the first course of penicillin was 
strongly positive. After two further courses it remained 
positive, but the specimen was too small for a quantitative test. 

On June 28 a further course of 100,000 units spread over 
3 days was begun. At the end of this course all medication 
was stopped, and on July 7 the WR was completely negative, 
with a negative Kahn. The child continued to thrive and 
gain weight. Its epiphysitis subsided, and its cry became 
normal. . It took a normal interest in its surroundings, but 
there was a convergent squint, and visual response to light. 
was poor. Ocular movements, however, were full, and fundal 
changes were not seen. | / 

Between the time of admission and the change in WR 
702,000 units of penicillin had been given, together with 
acetylarsan 2 c.cm., mercury, and potassium iodide. 

Since her discharge in July the child has been readmitted 
once, with an attack of bronchitis accompanied by diarrhea. 
Recovery was rapid, and a repeat WR remained negative. 
The convergent squint persists, but vision appears to be 
present, and there is no choroiditis. Apart from the setback 
of this second short illness, progress is good. | 


DISCUSSION 
It was difficult to say how far the result in this case 


` was due to the penicillin administered, since ancillary 
It was felt that the child’s con- - 


treatment was given. 
dition did not admit of experiment. . 
The most striking effect of the penicillin was in the 
control of the initial bronchopneumonia and of the 
florid syphilitic symptoms, such as rash and nasal 
discharge, which invariably subsided during the courses, 
tending to recur afterwards in a decreasingly severe 
form. During the later courses, when pyrexia was 
subsiding, each administration of penicillin was fol- 
lowed by a striking fall in the respiratory-rate and a 
disappearance of lethargy ; but, like the remissions in 
the secondary symptoms, these continued only so long 
as the penicillin was given. E 
It is noteworthy that no less than 600,000 units was 
given without significant quantitative change in the 
Kahn test. Another case of established congenital 
hilis in a child of 9 years, treated at this hospital, 
owed no diminution in Kahn reaction four weeks after 
the administration of 500,000 units intramuscularly in 5 
daily doses. The ‘*“‘burst” method of administration was 
selected originally in view of the difficulty of obtaining 


~ 


The red cells numbered ‘due to cocci. 


‘for the data relating to maternal treatment ; 


_ only the beginning of a much longer series. 


continuous supplies, and it seems likely that a far more 


rapid cure would have resulted from‘a more continuous 
administration. ka 
No regression in the bony lesions could be noted 
radiographically with successive courses, but clinically 
there was freer movement and less tenderness after the. 


later courses, and this improvement was maintained. 


Since acetylarsan and mercury are well tolerated by 
infants, there seems to be little doubt, that in acute 


_cases the combined therapy remains at present the method 


of choice. It is interesting to-compare the. readiness of 
the response shown by the bronchopneumonia in this 
case with the relative resistance of simple infantile 
bronchopneumonias treated with penicillin. Although 
there was no conclusive evidence that the chest condi- 
tion was a syphilitic process, the clinical signs bore little. - 
resemblance to those of an infantile bronchopneumonia 
. The respiratory sounds were drier and 
more like the crepitations of an early apical tubercle, 
and all the signs more migratory from day to day. No 
residual shadows or fibrosis could be seen at the time 
of writing. ns 
SUMMARY | | 

A case of exceptionally severe infantile syphilis was 
treated with short courses of penicillin in association 
with the usual antispecific drugs, with good result. pi 


I wish to thank Dr. Bernard Myers for his permission to 
publish this case, the treatment of which. he supervised 
throughout; Dr. T. Anwyl-Davies, of St. Thomas’s Hospital, 
and Sister 
Wilmshurst for her expert nursing and accurate records. 
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Reviews of Books 


The Background of Penicillin - 
Microbial , Antagonisms and Antibiotic Substances, 
SELMAN A. WaksMAN, professor -of microbiology. 
Rutgers University, microbiologist, New Jersey Agrie 
cultural Experiment Station. (Commonwealth Fund. . 
Pp. 350. 21s. 6d.) os 


Professor Waksman’s valuable and timely book shows 
that the antibacterial action of penicillin is only a’ 
particular example of an extremely common state of 
things. Pure cultures of micro-organisms in the labora- 
tory are artefacts ; under natural conditions, all kinds of 
life—bacteria, fungi, protozoa, plants, and animals—are 
jostled together, and promote or hinder each other’s 
survival. Nowhere is the jostling of- organisms so 
vigorous as in the soil, and it is to the inhabitants of the 


_ soil and their biological interrelations that the first parts 


of the book are devoted. The many different ways in 
which organisms hving together can influence each other’s 
growth are briefly indicated, and antagonism by the 
production of the so-called ‘‘ antibiotic ’’ substances is 
considered in detail. The word “ antibiotic ” is not a 


- happy neologism, but it is already so well consecrated by 
usage that it is unlikely to be replaced. He describes the 


bacteriological methods of detecting organisms which 
produce these substanees, of isolating the organisms and 
their products, and of measuring the extent of the anti- 
biotic effect. Antibiotic substances have been prepared 
from many different orders of life—bacteria, actino- 
mycetes, fungi, and even animals and plants—but to date 
the. most important sources have been found among the 
fungi (especially penicillium and. aspergillus) and among 
the actinomycetes. So far 34 antibiotic substances have 
been identified and studied, but undoubtedly these are 
Chemically, 
those identified have been found: to be very varied. 
They include lipoid-like bodies (pyocyanase), pigments 
(pyocyanin), polypeptides (gramicidin), sulphur-bearing 
compounds, quinones, and organic bases (streptomycin). 
Their modes of action are also very varied, though know- 
ledge here is rudimentary, and there is great scope for 
fundamental investigation. Disease control by anti- 
biotics has been mainly limited, so far, to the use of 
penicillin, which has achieved such brilliant success as to 
outweigh all other disappointments. , 

The value of the book lies in its broad ‘survey of the 
whole field. Against this background the specialist on 
a particular problem can build up his own collection of 


research data. Each biological aspect is discussed as it 
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concerns individual antibiotic substances, and though 
this arrangement makes it difficult to collate all the 
information given about any particular substance it 
avoids repetition. The work of earlier years is better 
reviewed than that of the past two years, which may 
disappoint readers seeking up-to-date information. The 
conspicuous. reticence about the chemical nature of 


penicillin is presumably due to yee secrecy rules- 


under which this knowledge has been acquired. Other 
omissions may be due to inevitable delays between com- 
pilation and publication, but..the silence about strepto- 
mycin is curious.. This substance is therapeutically the 
most hopeful antibiotic after penicillin, and it has been 
isolated and studied by Professor Waksman himself; 

yet information about it is scanty throughout the book. 


Rebuilding Family Life in the Post-War World 


An enquiry with recommendations. Editor : Sir JAMES 


MARCHANT. (Odhams, 2s.) 


TuIs is a book of ten chapters by nine authors, most 
of whom sheer off from the subject into essays on popu- 
lation statistics, or economics, or genetics, or nutritional 
policy, or the education system, or the structure of the 
health services. It is left to Dr. Margaret Hadley 
Jackson, Dr. Eliot Slater,and the Right Rev. Dr. Hagan 
to get down to it, and of these the Moderator of the 
Church of Scotland rings truest.. He speaks of the revolt 
against the restraints, sacrifices, and duties of family 
life, and lays this.mainly at the door of the excessive 
individualism which has marked the thought and practice 
of the last half-century. Dr. Hagan’s diagnosis is that 
we no longer recognise that the foundations of marriage 
and the family are ultimately spiritual, laid in a right 
understanding of man, his nature, and his life. His 
recommendation is that the State should remember in 


New Inventions 
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SUSPENSION BAR FOR THOMAS SPLINT 


A SUSPENSION bar (PVMS India no. 08326), which can 
. be applied in a matter of seconds, and which firmly 
fixes the Thomas splint without tying, is illustrated in 
the accompanying figures. 

The Thomas splint is applied in the usual manner, 
and the patient placed on the stretcher. When the 
splint is on the right leg, bearers 1 and 2 kneel on their 
left knees at each end of the stretcher, and press their 
right feet against the side of the stretcher. Bearer 1 
turns the bar flat with his right hand. Bearers 1 and 2 
then lift the end of the Thomas splint, and bearer 1 
slides the suspension bar on to the splint so that the 
outer side of the splint passes to the outer side of, the 
hook, between the bracket and the frame. Bearer 1 
rotates the bar, pinching the splint between the bracket 
and the frame. It is fairly easy to clip the bar on to the 


stretcher if the bar is strongly rotated so that the flattened | 


base is brought parallel to the stretcher surface (fig. 2). 
This is done as follows: Bearer 1 rests his right hand on 
the end of the Thomas aac and grips the splint side 

CO of the bar 
with his 
left hand. 
Bearer 2 
holds the 
suspen- 
sion bar 
bracket on 


side with 
his left 
hand, and 
the flat 
base with 
his right. 
Both bear- 
ers rotate 
the bar, 
bringing 
the flat 
base bori- 
zontal, 


Fig. i—Suspension bar applied to a Thomas splint. 


his own’ 


all its legislation and administration that the unit of - 


human existence is not the isolated individual but the 
family. ~ 
Other contributions in this book present economic 


plans for family allowances and readjustment of taxa- 


tion, and ask for home helps, free school meals, better 
housing, more maternity and child-welfare work, the 
raising of the school age, and abolition of privilege in 
schools. They hope for a wider study of social medicine, 
for the training of boys and girls in parenthood—with 
emphasis on the interest of rearing a -family—for dis- 
cussion groups, for instruction in the use and abuse of 
contraceptives and on the dangers of criminal abortions, 
and for the establishment of marriage-guidance centres. 


March of Medicine 


New York Academy of M Slime Lectures to the Laity. 


No. IX. (Oxford University Press. Pp. 121. Ils. 6d.) 


THESE six lectures, rich in content of fact and figure, 
and covering a great deal of ground, are written in a style 
which makes them easy ‘and pleasant reading. Prof. 
C. M. McLeod gives a penetrating and lucid exposition 
of the development of chemotherapy from the time of 
Ehrlich to the present day. Lieut.-Colonel T. T. Mackie 
traces from classical times the influence of epidemic 
disease on military and naval expeditions and on the rise 
and fall of nations. Sir Gerald Campbell, our Minister 
in Washington, in an essay on the effects of science on 


‘man, brings a vigorous style to the expression of much 


shrewd philosophy, his theme being that while science 
has freed, enriched, prolonged, and accelerated human 
life it has also complicated it dangerously. ‘‘ We have 
still to conquer the lawless forces of human nature if we 
are to harness science constructively for the building of 
that new order of which everyone dreams.” 
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(b) (a) 
Fig. 2—(a) Stage 2 : Suspension bar ready to be slid on to splint. 
(b) Stage 6: Suspension bar has been slid on to the splint, and 
rotated to bring the flattened base parallel to the stretcher. 
‘The splint side-clip of the suspension bar has been applied. The 
opposite clip is in the process of being applied. 


and the splint side-clip is pushed on to the stretcher side. 
The other clip is then pulled out to just beyond the side of 
thestretcher,released,and if necessary tapped into position 
with the hand. The-splint is now firmly locked.. 

In order to remove the bar, the movements described 


‘are reversed, the side opposite the splint being removed 


first. Since soft iron is used for this device the bar opens 
a few degrees when it is removed, and this distortion is 
rectified by bending the bar frame back by hand to its 
correct angles. | 


The bar is sloped to allow greater freedom for the 


bearers’ hands when a tall patient is carried. 

When the Thomas splint is resting in the suspension 
bar without bearing weight, it lies just above the hori- 
zontal plane. - When it bears weight, the ring is depressed 
and the slight bending of the splint causes it to be firmly 
pinched, which PENSAS movement in the line of the splint. 


M. S. HOLMAN, MB LOND. 
Lieut.-Colonel RAMO. 
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A non-greasy ANALGESIC | ee oy 
i Relief of pain and discomfort within 


Snopucr oF re _ a few minutes and lasting two hours or more is obtained 
LABORATORIES — 


' after the simple, direct application of ‘Anethaine ‘ Ointment | 
to the skin or mucous membrane. 
oe Anemang Ointment is non-greasy and i is readily removed 


with water fomi the skin or clothing. It contains 1.0 per 


cent. of the fat-soluble base of amethocaine hydrochloride. 


For the relief of pain in haemor- 
rhoids and skin diseases generally. / \ N z T : J / \ N f- 
Many other uses will suggest 


themselves to doctors. O 2 nt ment 


Avallablai in a oz. vere 


N 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 


Epochal demands of Sanction comes from medical research and 
_ VITAMINS A and D - Official recommendation for the extra-dietetic 


prescription of vitamins A and D at important physiological epochs | 
and during phases of growth. In practice, . many doctors simply give 
ADEXOLIN, the Glaxo concentrate of vitamins ‘A and D. ‘Guiding con- 
siderations are that the vitamin A requirement rises steadily from birth 

| till the age of twenty, that for vitamin D the demand is high in infancy 
and that the need increases again for both vitamins A and D during 

pregnancy and lactation. To meet the widest range of- demands 
doctors need only to choose between arope doses of ADEXOLIN liquid 
or the 3 minim ADEXOLIN capsules. | 


Capsules : Each capsule contains vitamin A, 4,500 i.u. and yitamin D (calcifero} 900 i.u. 
Liquid : Each cc. contains vitamin A, 12 000i u. and vitamin D, 2, 000 Lu. 


; : va l i ' : , 4 ; 
PRODUCT OF THE E 

mg oua i A D E XOLIN 
BRAND OF VITAMINS A and D CAPSULES AND LIQUID 


' Capsules: 25, 100. and *1000 ere size only. 
Liquid: }'oz., 2 oz., +8 oz. ` 


GLAXO LABORATORIES LTD., GREENTOND; MIDDLESEX. BYRon 3434 
: 16 


‘Tae LANCET, ] = THE LANCET GENERAL ADVERTISER  [Oor. 6, 1945 


= 


~ 5 
. 


= EMPLET j 
Ferrous Sulphate 


E For Treatment of Iron-deficiency 
Anemias without Gastric Discomfort 


has been established that soluble, ionizing ferrous salts 

| are the most easily absorbed, and constitute the most 

effective forms of iron for the treatment of anzemias due to 

deficiency of hæmoglobin. Ferrous iron salts possess a 

coefficient of utilization approximately 10 times greater than 
that of other forms of iron. : 7 


Unfortunately, the administration of ferrous sulphate is 
followed by a strongly astringent and consequently a 
nauseating action.. As dyspepsia is often a prominent 
symptom of iron-deficiency ansemias ‘such an effect has con- 
siderably restricted the use of an otherwise valuable remedy. 


The difficulty can be overcome, however, by the adminis- 
_ tration of ‘Emplet’ Ferrous Sulphate, 5 grs. (No.37). Each 
‘Emplet ’ has a special enteric coating which ensures that the 
dose will pass intact through the stomach, and will not be 
released until the alkaline secretion of the intestine has been 
reached. All astringent and irritant action on the gastric 
mucosa is thus avoided, and a dose of one or two ‘ Emplet ’ 
Ferrous Sulphate daily is usually sufficient to bring about 
‘a daily increase of from 1 to 2 per cent. in hæmoglobin. 


- Ferrous Sulphate ‘Emplets’ 5 grs. (No. 37) 
are eared in bottles of 100 and 1000 


PARKE, DAVIS & CO. 


. 50, Beak St.. London, W.1 
i i Inc. U.S.A., Liability Ltd. 


— 7. T E 


THE LANCET] 


THE LANCET | 


LONDON: SATURDAY, OOTOBER 6, 1945 


The Royal Commission on Population 
THE debate on the birth-rate began about twelve 


years ago. It was not too soon, for the rate of human ` 


reproduction in Britain had already been declining 
for over fifty years. It had fallen by 60%. It was 
leaving us poorer by some 100,000 children every 
ear. | 

To the Governments of the 1920’s and the 1930’s 
the immediate results of this trerid were helpful. 
They assisted in keeping infant and maternal mortality 
to a respectable figure ; they made it unnecessary 
to hurry forward with plans for new maternity homes 
to match the rising demand for institutional confine- 


ments ; and they meant that the problem of classes ` 


of 40 and more children in State schools would, 
in the end, solve itself. Indeed, no Government 
embarking on a population policy can hope to benefit 
financially during its lifetime; on the contrary, any 
Government public-spirited enough to enact long- 
distance legislation ‘concerning the family is going to 
be unpopular with the general taxpayer. Fathers 
and mothers may be enthusiastic, but they will soon 
be outnumbered by people. who have long since 
passed the reproductive period. | 

When the Coalition Government appointed a Royal 
Commission in March, 1944, the terms of reference 
were drawn widely enough to cover all these subjects. 
The Commission were asked “to examine the facts 
relating to the present population trends in Great 
Britain ; to investigate the causes of these trends 
and to consider their probable consequences; to 
consider what measures, if any, should be taken 
in the national interest to influence the future trend 
of population; and to make recommendations.”’ 
Now, eighteen months after their appointment, they 
have issued a clear and forthright statement?! about 
their work, their future activities, and the conclusions 
already reached. In a brief and lucid account of 
the mechanism of population change they show no 
uncertainty. Discussing the trend up to the outbreak 
of war, they say that “ it appeared extremely probable 
that the population of Great Britain would shortly 
begin to decline.” This is very different language 
from that of a white-paper? published by the same 
Government in 1942 when the birth-rate was 20% 
lower than today. Then the tone was brightly 
optimistic ; the unofficial experts (if we may call 
them that) were frowned on; and it was suggested 
that a decline in population was not likely to begin 
for at least twenty years. Evidently the Royal 
Commission do not share this opinion of 1942. They 
hold that if the future volume of births continues to 
decline, ‘‘ the’ effect on British social and economic 
life, on migration to the Dominions, and on Britain’s 
1. Statement by the Royal Commission on Population. HM 


jonery Office, September, 1945. 
2. Cament rend of Population in Great Britain, Oma. 6358, May, 
2. ; 
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` position among the nations, ‘will be far-reaching. 


And behind all these considerations lies the ultimate 
threat of a gradual fading out of the British people. 
This threat, though remote at present, iswreal, and it 
overshadows the whole problem.” — 

After a review of long-term trends,.the report 


examines the striking rise in the birth-rate since 1941. _ 


The number of births registered in Great Britain in 
1939 was 706,000. The figure dropped to 693,000 in 
1940 and to 669,000 in 1941. Then the tide turned, and 
the number rose to 745,000 in 1942, 778,000 in 1943, 
and to,841,000 in 1944. This movement is in sharp 
contrast to the experience during 1914-18, and no 
complete explanation is offered. It is suggested, 
however, that the abnormally high level of marriages 
during the past decade has played an important 
part, and it is pointed out that the birth-rate has 
risen, not only in Britain but in many European 
countries, as well as in the Dominions and the United 
States (the figures were given in these columns last 
July).® - ee ; 

The purpose of this review of population trends is 
to introduce the chief point of the report—namely, 
that many more facts are needed. We are indeed 
appallingly ignorant about such matters as the 
incidence of childlessness, the distribution of families 
of various sizes, the spacing of births, and fertility 
differences between occupational and social groups. 
A few of the experts have been saying this kind of 
thing for years. They have told us that the first 
(and only) fertility inquiry was made as long ago as 
1911, and that a great many vital statistics that have 


been collected have not been published. It is excel- ` 


lent news that some of these deficiencies are now to be 
remedied. An investigation has, for example, been 
started by the Biological and Medical Committee of 
the Commission (assisted by the Medical Research 
Council and the Royal College of Obstetricians and 
Gynecologists) into certain aspects of sterility. What 
apparently is also wanted, to obtain additional 
fertility data, is a complete family census. But this, 
in the Commission’s opinion, is not practicable at the 
moment. We are not told why. The last census 
was held in 1931; it was impossible to hold one in 


1941, and if we have to wait another six years 


the results will not be available until about 1954. 
Yet April, 1946—midway between 1941 and 1951— 
seems -to be the appropriate time. We cannot 
wait until conditions return to normal—whatever 
that may mean. If the Government of India can 
carry out a census of 350 million people and publish 
the results in 49 volumes within 24 years, it should not 
be any harder to overcome the difficulties of census- 
taking in Britain in 1946. : : 
However, the Commission are proposing, in place 
of a family census, to obtain the information they 
need from “a representative sample of married 
women,” and they intend to ask for the codperation 


of wives and mothers in a voluntary family census. - 


Until the additional data on fertility are available 
it seems that they cannot make much headway with 
their work. It is to be hoped, therefore, that the 
help they need will be readily forthcoming, and that 
the results will be published so that the general 
public can take part in debating this momentous 
question. 7 


3. Lancet, 1945, ti, 18. 
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The Injured Back 


STRAINED backs are common, and in organised 
communities of industrial workers and Servicemen 
their ineffective treatment results in a serious loss of 
man-hours. What is the pathology of an acute low 
back strain? Is it a simple myofascial injury, or a 
deeper lumbar and lumbosacral strain; and if the 
latter, are we to regard intervertebral disk prolapse as 
an integral part ? It would be stupid to refuse to 
admit that there may be several different local lesions ; 

ut equally short-sighted to ignore the increasing 
recognition of lumbosacral strain with associated disk 
prolapse as a causative factor. — 

MARBLE and BisHoP ! observe from experience with 
a large American insurance company dealing with 
workmen’s compensation that industrial back injury 
is common and the results of treatment vital to the ` 
future of the workman. The costs of compensation 
and of medical care are a fair index of the success of 
this treatment. Of their 500 cases of suspected disk 
prolapse, 92 were verified by operation, all with a 
history of indirect trauma. A third of the patients 
operated on returned to their former work within 
6 months, and a tenth within a year. In the remain- 
der results were poor, the great majority of failures 
occurring in those submitted to spinal fusion as well as 
removal of the disk. Final assessment showed costs 
_ to be directly proportional to the type of result, the 
total medical and compensation expenses of a poor 
result being six times those of an excellent case. 
ADsox’s ? operative results are better than these, 
with 88% experiencing complete relief; as is usual, 
his compensation cases were slowest in recovery, with 
nearly three times the failure-rate. The good results 
described by Burns and Youne in this issue speak 
for themselves. An obvious comment? on these 
findings is that- there have been prolapsed disks for 
thousands of years, that we have lived with them 
unbeknownst until 5 or 10 years ago, and that we are 
still ignorant of the 10-year end-results. And the 
good results of treatment obtained in the 5-year 
period of prosperous full employment just ‘ending 
may be misleading ; there may well be more com- 
, pensation and disability in a time of scarcity. 

The relation between back strain and disk prolapse 
must be put into proper perspective. It is often 
impossible at the outset to tell whether a strained 
back will be trivial or protracted and incapacitating. 
Murray ë found in an ordinary factory’ medical 
service that despite its frequency the total time lost 
annually over back strain was only some 2 weeks per 
1000 employees, and only 8% of DoUGHERTY’s cases è 
did not return to work within 5 days—figures which 
seem surprisingly low until we recall how a trivial 
injury often crops up in the history of a patient with 
severe disk prolapse. The factory physician or the 
unit medical officer is mainly concerned with palliation 
and return to duty, and most of his cases are 
undoubtedly minor. Any subsequent disability or 
sciatica is either not related by him to the previous 
injury or is first seen by an outside specialist. The 
. Marble, H. C., Bishop, W. A. J. indust. Hyg. 1945, 27, 103. 

- Adson, A. W., in Lectures on Peace and War Orthopedic 

Surgery, Michigan, 1943. 

. Oldberg, E. J. indust. Hyg. 1945, 27, 106. 
» Magnuson, P. B. Ibid, p. 108. 


- Murray, H. G. Indust. med. 1943, 12, 730. _ 
- Dougherty, W. Ibid, 1942, 11, 473. 
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-industrio-legal aspect is not clearly defined. As 


CYRIAX points out in this issue, changing views on the 
pathology increasingly. throw the onus on disk 
prolapse as the cause of lumbago, and will tend to. 
place the responsibility on the employer. In many 
cases where low back pain and sciatica develop 
within a reasonable time after even a trivial, but 
specific, working injury, they may be clearly attribut- 
able; and this is not invalidated by the knowledge 
that trauma may’ be only the last step in a long 
degenerative process. Certainly, compensation settle- 
ment is on a sounder basis after operative proof ; for 
-though the ordinary litigant is as yet unfamiliar 
with the symptoms of disk prolapse, he is unlikely 
to remain so. l 

As far as treatment is concerned, too much time is 
still wasted in physiotherapy of a useless or even a 
provocative kind. From any angle, whether of State, 
employer, or employee, it is important to extract 
from the many cases of acute back strain those which 
may well have prolapsed. disks, and keep them from 
developing further. Plaster immobilisation, as des- 
cribed by Crisp in these pages, is probably the best 
method ; it permits intensive re-education of the long: 
spinal muscles and often an early return to work. 
Acute cases treated on these lines have a fair chance 
of cure, but need protection for at least 3 months. 
However small a proportion disk prolapse may form 
of industrial back injury, it is of value to the com- - 
munity to adopt this prophylactic vow poit; the 
4% of proved cases quoted in GoRDIN’s series 7 is not 
a small figure in terms of time and money wasted in 
delay. 

It is the unrecognised cases and the failures that 
may need subsequent operation. While it is probable. 
that too many cases of low back pain and sciatica are 
operated on in the United States when other con- 
ditions are responsible, it is also probable that the 
more conservative of British surgeons are. too con- 
servative, delaying until all palliative measures have 
failed, and in some cases disbelieving in the lesion 
itself. This ultraconservative attitude does a lot of 
harm. And it arises partly from unwillingness to 
learn the technique of a newish operation—one more- 
over which should be regarded less as a major in- 
trusion into the fundamental recesses of the body than 
as a routine procedure like the removal of a semilunar 
. cartilage. Indeed, these are closely comparable lesions, 
and success in both depends on early diagnosis and 
operation before the joint has suffered its internal 
derangement too long, and on the re-education there- 
after of the guarding spinal or quadriceps muscles, as 
LeVay® has pointed out. The operation itself has 
no mortality in the ordinary sense of the word, and 
can hardly be said to present the great technical 
difficulties ascribed to it by Cyriax. All that is 
necessary is to remove the ligamentum flavum at the 
lumbosacral interspace on the affected side, with just 
enough, if any, of the. adjacent bone for clear access ; 
and if the prolapse is not found at this level to repeat — 
the process at the space above—a procedure which | 
locates 95% of all lesions. There is no need for the ` 
formal laminectomy or hemi-laminectomy advocated © 
by some authorities °—the operation can often ‘he 
7. Gordin, A. E. Jbid, 1942, 11, 18. 
8. LeVay, A. D. Lancet, 1944, i, 116. 


9. Watson-Jones, R. Fractures and’ Joint Injuries, Edinburgh, 
1943, p. 370. 
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done without removing any bone at all—and excellent 
results are obtained by a willingness to perform what 
is virtually an exploratory operation, as is eloquently 
demonstrated by Burns and Youna. ‘On the question 
of fusion it is-impossible at present to be dogmatic ; 
certainly. it is rarely indicated for the working man or 
serving soldier under present conditions. What is 
needed is to cut out the extra physical and emotional 
stresses of long immobilisation by .a revolutionary 
method of securing rapid stable fusion, and this we 
have not yet: got, although such devices as the liberal 
use of cancellous bone,” screwing together the lumbo- 
sacral facets, n or ‘the: clothes-peg graft! may be 
useful. 

There are siecune economic indications for operation 
in the wage-earner, like those long recognised to apply 
to surgical intervention in chronic peptic ulceration. 
For the importance of the subjective factor cannot be 
overrated ; hence the evils of procrastination as a 
potent cause of neurosis. It is true that many 
neurotics complain of backache, but very often an 
unrelieved low back pain or sciatica will precipitate 
neurosis in the sufferer ; and it is within our power to 
prevent this altogether in many cases. But the 
whole interrelation of neurosis and hack trouble is 
one of those psychosomatic entities which cannot 
properly be artificially dissected. The vertebral 
neurosis has been well described by FETTERMANN,»® 
and we must understand it not merely in terms of the 
gross hysterical spine, with which CHaRcoT made our 
fathers familiar. Psychoneurotic myasthenia and 


fatigue may be superimposed on physical discomfort 


so as to secure escape from an intolerable work 
situation. These neuroses occur much oftener in 
industrial cases than in ordinary practice. <A 
labourer. whose back muscles are sore from hard work, 
with an unhappy home life, or troubled by insecurity 
and fear of poverty, may accumulate resentment 
against society, or employer, and will tend to utilise 
an injury to his back asa nucleus for the crystallisation 
of these forces and to gain attention and sympathy. 
As an escape from an unhappy work situation this is 


at least as effective as a gastric neurosis, the other 


major partner in the subjective illnesses of those 
industrial and military organisations in which some 
degree of chronic frustration must prevail. 
carry on, my load is too back- breaking ” 
equivalent. i in its symbolism to the ‘ 
this situation ” of the dyspeptic.“ . 
Orthopedic surgeons, like other clinicians, are 
learning that a purely physical aproach to these 
cases leads nowhere. They need a psychiatric social 
worker at the other side of their outpatient table who 
will take up the work where they leave off. It is not 
a question whether a patient has an “organic ” 
lesion or not, but of estimating the relative propor- 
tions of the physical and psychological factors in each 
case. Does the patient need surgery only, or personal 
adjustment, or both, and how much? We require, 
when demobilisation allows, a social service attached 
to all our hospital departments on the lines already 
developed in the States, where the whole family 


is precisely 
‘I can’t stomach 


circumstances of patients can be reviewed, and to 


10. Mowlem, R. Proc. R. Soc. Med. 1945, 38, 171. 
11. King, D. Amer. J. Surg. 1944, 66, 357. 

- 12. Bosworth, D: M. Surg. Gynec. Obstet. 1942, 75, 79. 
13. Fettermann, J. L. Psychosom. Med. 1940, 2, 265. . 
14. Alvarez, W. O. J. Amer. med. Ass. 1929, 92, 423. 
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some extent adjusted. All this is inseparable from 
the changes in social insurance and the increasing 
communal responsibility for sickness and unem- 
ployment that are only at the any mies o tea 
evolution.. 


Miners’ Pneumoconiosis 


MinEs and the miners are of special interest at 
present. The householder is anxious to know 
whether he will get enough coal to keep warm this 
winter ; the social economist is concerned with the 
methods and results of the proposed nationalisation of 
the mines ; the industrial psychologist must estimate 
the effect that nationalisation; first in prospect and 
then in action, will have on output. But underlying 
all these questions is the miner himself,.his personal . 
risks.to limb and lung, and how these can be mitigated. 
In 1936, at the request of the Home Office and ` 
Mines Department, the Medical. Research Council 
began a series of investigations (under the direction of 
their committee on industrial pulmonary disease) 
into the problem of chronic pulmonary disease among 
coalminers, with particular reference to the South 
Wales coalfield.. Two reports of these investigations 
have already appeared. The first, in 1942, described 
the clinical, radiological, and morbid-anatomical 
features of the pneumoconiosis of coalminers as seen 
in South Wales. The second,” in 1943, rightly 
accepting the findings of the first that air-borne 
dust must be primarily responsible for the lung 
condition, provided a detailed account of the chemical 
and physical characters of the dusts which the miner 
breathes and of the coal seams and adjacent rocks 
A third, just published, describes 
experimental studies, and, like all good experimental 
work, though it answers some questions it asks 
others, remarking that “ despite the great amount of 
information elicited, many doubts and discrepancies 
have still to be dispelled, and the committee feel that 
it would be imprudent at this juncture to draw any 
conclusions.” 

Three main lines of research have been followed. 
Prof. E. J. Kine and Dr. Nace.tscumipt describe the 
nature of the mineral content of thè lungs of 54 South 
Wales miners, 40 of whom had been studied histologic- 
ally in the first report. They found that the propor- 
tions of coal and siliceous material werealmostidentical 
with that of the air-borne dust at the coal face, and 
these proportions reflected the particular branch of 
the industry and dust exposure of the worker. 
Next an attempt was made to correlate the type of 
histological lesion with mineral content. BELT'and 
FERRIS grouped the pulmonary lesions. into four 
types—dust reticulation, confluent fibrosis,; mixed 
nodulation, and silicotic nodulation. Kine and 
NAGELSCHMIDT have found no relationship between 
lung histology and the, concentration of coal or kaolin. 
The concentration of mica and quartz, on the other 
hand, ran parallel with increasing fibrosis ; but there 
was not necessarily a higher content in the two inter- 
mediate groups of morphological lesions than in reticu- 
lation, which is regarded as the mildest type of lesion. 
On the whole, they are against the view that “clean ” 
Patients have Families, New York, The 


Commonwealth Foundation, 1945. 
16. iT) Rep. Ser. med. Res. Coun., Lond. No. 243. See Lancet 
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coal can produce a tissue change in the lung, but 
= clean ” coal is an artificial product of the laboratory 
and “‘ pure ” coal such as a high-quality domestic fuel, 
contains quite a proportion of siliceous matter, and 
the lungs of trimmers—the men who load coal into 
ships 'and are exposed to very little rock dust— 
contained abnormal quantities of silica though there 
KING 
and NaGELSCHMIDT do not feel that kaolin plays any 
positive part in the production of lesions, but as to 
whether bo th quartz and mica (sericite) are ‘involved it 
is more difficult to say. The concentration of both 
increases with the severity of the lesions, and there 
is good evidence, both from other forms of pneumo- 
coniosis occurring with sericite-free dusts and from 
animal experiments, that quartz is a fibrosis-pro- 


ducing agent. The rejection of mica is not based 


on the statistical correlation between analysis and 
histology but on the apparent inertness of South 
Wales. mica when injected into animals. Another 
question of great importance which is raised is why 
lungs containing large quantities of quartz show only 
reticulation without any formation of silicotic nodules. 
Of this two possible explanations are put forward : 

either the quartz is so diluted with other inert dusts 
that its characteristic effects are not produced ; or the 
other dusts are not inert, but lower the solubility of 
the quartz by coating it with a layer of alumina and 
so reduce its’noxious effect—a view supported by 


' evidence from other experiments recorded in the 


report. 

The second investigation, by the late Dr. BELT and 
Professor Krya, is a continuation of the work of the 
late Prof. E. H. KETTLE, FRS, in which various dusts 
were injected into the lungs of animals and their 
effects compared. The various lesions in the animals’ 
lungs are clearly described. The initial reaction, 
irrespective of the nature of the dust, is phagocytosis ; 
and, if the dust is inert, some dégree of foreign- body 
reaction develops, with a minimal increase of reticulin 
fibrils but no collagen. 
is an inflammatory reaction chatacterised by fibrinous 
exudate rather than an outpouring of neutrophils. 
This is followed by a process of organisation which 
is reminiscent of the carnification of an unresolved 


pneumonia, and includes a great increase in reticulin 


fibrils without actual collagen fibrosis such as is seen 
These observations on the initial’ lesions, 
when uncomplicated by infection, naturally raise the 
question of what is the proximate reason for the 
tissue change. Mechanical irritation by the dust 
particles has long been rejected : it is now generally 
felt that silicic acid is formed as the result of the 
solution of the noxious dust, and that this is “ irri- 
tative,” but in reality this only takes the mechanical 
irritation hypothesis a stage further, and it seems 
desirable to determine whether ‘the silicic acid 
increases capillary permeability and so allows the 
exudation of fibrin, or whether it acts on ground 


‘substance and so alters its physicochemical characters 


that collagen sol is converted into fibrillary reticulin. 


- Such a study could be pursued in vitro, and would 


be analogous to the observations of Herinea that 
precipitation of reticulin fibrils from a weakly acidified 
solution of collagen is conditioned by the addition of 
different salts resulting in a coarse or a fine reticulin 
network. In the experiments now reported it was 
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found that “ pure” coal produced a foreign-body 
type of reaction with a minimal fibrosis, with some 
emphysema simulating the chest reticulation of coal 
miners. Coal dusts mixed with siliceous material 
usually produced somé degree of organisation ‘and 
reticulin proliferation, the dusts containing mica and 
kaolin with even small amounts of quartz produced 
considerable change, whereas those that contained 
shales appeared to inhibit the action of the quartz, so 
that the degree of fibrosis was less with the same 
With stone dust there 
were similar findings, shale dusts giving a minimal 
reaction and quartz dusts a pronounced one. An 
isolated fraction of sericite produced a minimal 
reaction, but this dust had been treated rather 
drastically to make the particles of uniform size, and 


-sericite from a source other than South Wales pro- 


duced a sharp reaction ; so indeed did a kaolin, but 
this was found not to be pure, since it contained a 
high proportion of silica.. When artificial mixtures of 
dusts were used it was again found that shale or coal - 
reduced the reaction which would have occurred with 
the quartz alone. 

The third group of experiments carried out by 
Professor Kine deal with the solubility of dust from 
the mines. It was found that all these dusts had low 
silica solubilities, releasing much less silicic acid than 
their quartz content would lead one to expect. 
Mixtures of shale and other dusts reduced the solu- 
bility of quartz, and this was apparently the result 


of deposition of a protective coating of aluminous 


substances on the surface of the particles. ‘“‘ Clean ”’ 


coal reduced the solubility of quartz, but this was due 


to the minerals contained therein and not to the coal 
substance itself. A curious and apparently anoma- 
lous finding, in view of the fact that pneumoconiosis is 
much more severe in anthracite than other coalmines, 
was that anthracite reduced the solubility of quartz 
more than other coals did; on the other hand, where 


the mineral content of the anthracite and other coals 


was separated, they were equally active. Kine puts 
forward the ingenious hypothesis that in some way 
bituminous and steam coal inhibits thesolubility of the 
siliceous matter contained therein, whereas anthra- 
cite has not this property of combination, and so its 


‘mineral content can’ produce its effect either (under 


experimental conditions) by inhibiting the solution. of 
added quartz, or (under natural conditions) by not 
preventing the solution of siliceous material as other 
coals do. 

KETTLE always pointed out the fallibility of the 
test-tube or animal experiment when directly applied 
to man, and his successors are well aware of this. 
The complicating factor, to the experimentalist, of ` 
bacterial infection has purposely been excluded from 
these experiments; but exposure to respiratory 
infections—not only tuberculosis: but the ordinary 
coughs and colds to which the miner, like everyone 
else, is exposed—cannot be excluded where the natural 
disease is concerned. However, the presentation of 
the results of these ‘ clean ’’ experiments should not 
be ignored because they are unnatural; they form a 
solid foundation on which further work can be built, 
by observations in both man and animal; and we 


' shall look forward in a few years to the first reports 


from the new MRC research unit which has been 
established at Cardiff under the direction of Dr. 


| 
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CHARLES FLETOHER. What the present experiments do 
show is that, even excluding infection, the interaction 
between the dusts-and the lung is extremely complex, 
and that the noxiousness of a dust does not solely 
depend on its silica or quartz content, but is influenced 
for better or worse by the other components of 
the dust. > 


7 otations 


-NUFFIELD HELP FOR DENTISTRY 


THE Nuffield Foundation have lately shown a generous 
interest in the advancement of child health and industrial 
health. They are now offering the same practical help 
to teaching and research in dentistry. Grants for 


research, totalling £9000 a year for ten years, are being / 


made to the dental schools of the universities of Durham, 


Leeds, and Manchester, and of Guy’s Hospital. Nuffield . 


dental fellowships have also been created which will be 


open to qualified dentists, and to graduates in medicine ~ 


and science who wish to train as teachers or research 
workers. The annual value of a fellowship will be 
£400—800, and it may bé awarded for one or more years, 
but as a rule for not longer than three years. Travelling 
expenses will be paid to fellows who go abroad for study. 
A few scholarships will be available for dental students 
who, in the opinion of their school, would profit by 
receiving, during their training, additional instruction in 
anatomy and physiology. A scholarship will normally 
be tenable for only one year, but may be renewed for a 
second year. 
ence allowance not exceeding £200 a year. 
application may be obtained from the secretary of the 
Foundation, 12-13, Mecklenburgh Square, London, WCl. 


USE OF SULPHONAMIDES 


IN 1943 the Medical Research Council first issued its 
Medical Use of Sulphonamides ; and since then more 
than 50,000 copies have been sold. We hope that the 
second edition,! edited by Dr. F. Hawking and Dr. 
F. H. K. Green, will have an even larger sale; for 
nobody who-employs sulphonamide drugs can afford 
to be without this excellent summary of current know- 
ledge. If today these potent remedies are still abused, 
it is not for want of good guidance. 

In the new edition this guidance is of course given 
from greater knowledge of sulphonamides and their 
action. But the memorandum has also been. brought 
up to date in two other respects. It takes account, 
first, ef the increasingly widespread use of penicillin, 
and secondly of the introduction of various new sul- 
phonamides and related drugs. To avoid over-weighting, 
details of only three new preparations have been given— 
namely, phthalyl sulphathiazole, ‘ Sulphamerazine,’ and 
the German ‘ Marfanil.’ The two last, it will be seen, 
appear under the names bestowed by their makers, for 
they have not yet received official names in this country ; 
but this is without prejudice to the principle that ‘‘ where 
official or ‘ common ’ names are available, sulphonamides 
should not be ordered or prescribed by proprietary or 
brand names; the 
drugs is liable to make both for confusion and for 
difficulties of supply.” This is a rule that we have 
repeatedly commended to our readers, and indeed to 
manufacturers.? — . 

The activity of a sulphonamide is related to the amount 
of ionic dissociation it undergoes at the reaction of the 
body fluids. For example, sulphathiazole, which is 
about 50% dissociated, is thus some 3000 times more 
active than sulphanilamide. ; . 


1. Medical Reseatch Council : War Memorandum No. 10. 2nd ed. 
HM Stationery Office, 1945. Pp. 71. 1s. 3d. 
2. See, for example, Babel in the Drug Trade, Lancet, 1943, if, 195. 
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. “ Although for this and other reasons the action of some 
sulphonamides is quantitatively greater than that of others, 
there is little evidence for a qualitative difference, apart from 
the exceptional case of ‘ Marfanil,’ which has an entirely 
different mode of action. In the opinion of most workers, 
the fact that sulphanilamide is effective against strepto- 
cocci, sulphapyridine against streptococci and pneumococci, 
and sulphathiazole and sulphadiazine against streptococci, 
pneumococci and staphylococci is due not to the action of 
any particular drug being specific for certain organisms, 
but rather to the less susceptible organisms, such as pneu-- 
mococci and staphylococci, responding only to the more 
active compounds. 
“ On the other hand, the differing rates of absorption 
and excretion do render the use of certain compounds’ 
advantageous for certain types of case; thus, sulphanila- 
mide, on account of its ready solubility, is useful for local 
application to wounds, though the less soluble sulpha- 
thiazole has greater bacteriostatic power ; sulphadiazine 
produces particularly high blood concentration because of 
-its slow excretion, while- sulphaguanidine is effective 
against organisms in the lumen of the lower part of the 
alimentary canal because it reaches this region in high 
concentration, owing to its slow absorption.” 


It follows that once organisms have become resistant to 
one sulphonamide compound they are resistant to all 
the others with typical action (marfanil is an exteption). 
But the more active drugs such as sulphathiazole may 
still show some antibacterial action when the less active, 


` such as sulphanilamide and sulphapyridine, have failed. 


On absorption into the blood-stream sulphanilamide 
is distributed pretty equally through the body. Sulpha- 
pyridine, on the other hand, accumulates in the liver, 
and the distribution between plasms and corpuscles, and 
between plasma’ and cerebrospinal ‘fluid, varies with 
the different drugs. Thus if the concentration in the 
plasma is 1-0, the concentration in the CSF is :. sulphanil- 
amide 1-0, sulphapyridine 0:7, sulphathiazole 0:15- 
0-4, and sulphadiazine 0:5-0-8. (These differences may 
be due to part of the drug being bound to the plasma 
proteins.) Setting out clearly the tactical use of the 
various compounds against infections in various. parts 


_of the body, the report emphasises once more the im- 


portance of beginning the treatment of acute infections 
with a large initial or loading dose—which in severe 
cases may have to be intravenous or jntramuscular. 
In severe infections the concentration of sulphona- 
mide in the patient’s blood should be ascertained if 
possible about 12 hours after beginning treatment, and 
again at 24-36 hours.; for absorption from the alimentary 
tract is variable, and there are other uncontrollable 
factors. The total dosage of sulphonamide (midnight 
to midnight) should be recorded on the temperature 
chart each day, and doses should be ordered and recorded . 
in grammes, not tablets; for the content of tablets 
varies. (The seventh addendum to the British Pharma- 
copeia requires the dispenser to issue 0-5 g. tablets when 
sulphanilamide, sulphapyridine, sulphathiazole, :sulpha- 
diazine, or sulphaguanidine tablets are prescribed with- 
out mention of the strength.) ' f 

The section’ on toxic and other harmful effects will 
be of special value to anyone who, being confused by the 
complexities of this subject, is inclined, unjustifiably, to 
trust to luck. The first step should be to find out 
whether the patient has ever had sulphonamide before, 
and (if so) in what dosage and with what effects. 


. “ A patient who has had a toxic reaction to one of the. 
sulphonamide group of drugs may have a second and more 
severe reaction if any’ of these drugs is prescribed again ; 
on the other hand, it is possible for a patient to be sensitised 
by a first course of sulphonamide without showing any 
symptoms until one of these drugs is again administered. 
Hypersensitivity to one compound’ often—but by no 
means always—implies hypersensitivity to other sulphona- 
mides.—~-Where the clinical condition permits of delay in 
beginning therapy, it is advisable in such individuals to 
give a small test dose of the drug (0-1 to 0-3 g.) 12 hours 
: before the main course of treatment is started ; the patient 
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should be carefully observed thereafter, and the drug 

immediately stopped on the first appearance: of any toxic 

manifestation.” ly 
“ Patients taking sulphonamides in therapeutic doses 
ought, when possible, to be seen by the doctor at least 
once a day ” so that he may inquire into such ‘early 
toxic symptoms as headache, nausea, vomiting, and 
malaise, and such signs as cyanosis, rashes, jaundiced 
scleras, or pale mucous membranes. The temperature 
must be recorded, and the report gives valuable advice 
on drug fever, as well as granulopenia and urinary 
complications—their recognition and avoidance. These 
and other ill effects, including rashes, may be attributable 
to hypersensitivity,* and methods of desensitisation are 
briefly considered. As arule sensitisation is not apparent 
until the drug has been taken for about 8 days, and 


sulphonamide therapy should rarely be continued for, 


more than 7 days. Use of these drugs over a long period, 
in small doses, may be permissible to prevent relapses 
in so serious a disease aS rheumatic fever, but their 
continuous administration over many months to the 
members of a community—such as a factory—to protect 
them from respiratory infections ‘‘is not at present to 
be generally recommended.” Where, on the other hand, 
an outbreak (e.g., cerebrospinal fever or bacillary dysen- 
tery) can be controlled by small doses given for only 
a few days, chemoprophylaxis may be clearly justified. | 
American experience in the prevention of gonorrhea 
and chancroid is quoted without comment. 

As for the future, “the spheres of sulphonamide and 
penicillin treatment, overlap to a large extent, but 
penicillin is usually the more efficiert remedy in condi- 
tions susceptible to both ” and “when supplies permit 
it will replace sulphonamides more frequently. In a 
. few infections penicillin has a° therapeutic action and 
sulphonamides have none; in others (e.g., bacillary 


dysentery) the sulphonamides are more efficient than 


penicillin.” The relative advantages and indications 
are briefly explained in the report, which points out that 
for local application penicillin is superior because of 

“its efficacy against even large numbers of bacteria,” 
because nothing in inflammatory exudates antagonises 
it, and because ‘it is almost non-toxic to tissues. 


POLIOMYELITIS IN EUROPE 


A SERIOUS outbreak of poliomyelitis which began in 
. Belgium at the end of May t appears to have reached its 
peak during August. The total 'number of cases up to 
Aug. 19 was estimated at 800-900 ; actually 750 cases 
were notified, but this figure is unreliable because at first 
many of the cases were not reported, while later many 
were notified on a misdiagnosis. “According to a revised 
record by the Ministry of Health, a total of 554 known 
cases was reported up to Sept. 1. Of these, 165 occurred 
in West Flanders, 106 in the Liége Province, and 101.in 
the Brabant. In Western Flanders, where sporadic cases 
were reported in May and June, the incidence increased 
appreciably during the first fortnight of July, when the 
disease appeared also in epidemic form in the province of 
Liége at Verviers and in the Brussels area ; Antwerp 
was affected in August. 

The disease seems to be of a analki severe and 
rapid type, bulbar paralysis being common and early ; 
the fatality-rate at first was given as 25%, and at the 
middle of August it was 15%. All age-groups have been 
attacked, and many people died within 48 hours of the 
onset, a few within 24 hours. Means of spread have 
been hard to trace, but the summer has been dry 
and fiies abundant. During the last week of August 
the disease was reported throughout the country, with 
numbers of cases still high in the Brabant (Brussels) and 
West Flanders. The infection was further spreading 


3. See Lancet, Sept. 22, p. 374. 
4. UNRRA: Bull. Communicable Diseases and- Medical 
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' it would be in keeping with his findings. 
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towards Holland into the Dutch Limbourg and mto 
Germany via Eupen and Malmedy. The Grand Duchy 
of Luxembourg, according to reports available up to the 
end of August, had apparently escaped infection. 

We have no further news of the outbreak in Prague, 
where about 100 cases had been reported by Sept. 8, and 
thereafter about 6 cases daily. Epidemics were also 
reported in Sweden, Finland, and Denmark eariy in 
September. 


CHARLES SPEARMAN 


Prof. C. E. Spearman, who died on Sept. 17, was of the 
spiritual progeny of Galton. He applied mathematical 
procedures to psychological phenomena, and moulded 
the outcome of his analysis into a theory which has 
greatly influenced modern psychology. .Nurtured in 
Wundt’s laboratory, he valued accuracy of observation 
and tidiness of experiment far higher than speculative 
ingenuity, but he was bold in developing theory so that 
His two notable 
works on The Abilities of Man and The Nature of Intelli- 
gence gave him a permanent place in the history of psycho- 
logy—the subject which he himself brilliantly and 
critically expounded in his last work Psychology down the 
Ages. His studies of individual differences did not stop 
short at’ measurement and discrimination, but led him 
to! formulate a theory of mental stru¢ture which still 
exercises great influence. The statistical method of 
which he was a pioneer has now entered into its kingdom — 
here and in America. 

Spearman was always anxious that the methods he had 


.developed should be applied in psychiatry. He urged 


this cogently in his Maudsley lecture to the Royal 
Medico-Psychological Association ; but in spite of some 
contributions made on these lines by pupils and collab- 
orators of his, the development. of factorial analysis as 
an instrument of psychiatric research has followed 
lines somewhat different from those which he conceived. 
Nevertheless his indirect influence upon psychiatry has 
been considerable. 


A CHAIR OF ANATOMY 


ON another page we announce the appomtment of 
Mr. J. Z. Young, FRS, a zoologist, to the chair of anatomy 
at University College, London. ‘‘ Tradition in this 
department,” writes a correspondent, ‘‘ favours a broad 
conception of the field of anatomy, which is thus likely 
to be continued. Professor Young’s work before the 
war on the nervous system of many species, and his 
fruitful collaboration with clinical colleagues on the 
Nerve‘ Injuries Committee of the Medical Research 
Council during the war, suggests, further, that the 
especial emphasis on neurological anatomy associated 
with the work of Elliott Smith and Woollard at University 
College is to be maintained. Experience gleaned in 
unusual fields should enable him to bring fresh ideas to 
the current reconsideration of preclinical training, and 
to the teaching of anatomy itself.” | 


A NEW DIPLOMA 


THE Society of Apothecaries of London has decided to 
institute a diploma in industrial health. Particulars 
will be found in our news columns. 


On Thursday, Oct, 11, at 5 PM, Sir HOWARD FLOREY, 
FRS, will deliver the ‘Lister lecture at the Royal College 
of Surgeons of England, Lincoln’s Inn Fields, London, 
He will speak on the use of micro-organisms for 
therapeutic purposes. 


Sir WILLIAM DOUGLAS, KCB, permanent secretary of. 
the Ministry of Supply since 1942, has now taken up his 
duties as permanent secretary of the Ministry of Health 
on the retirement of Sir John Maude, KCB. 
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BETTER HOSPITAL SERVICES 
. SOME LESSONS FROM THE SURVEYS .: 
(FROM A' CORRESPONDENT) . 
THE reports of the surveyors whose duty it was to 


examine the existing hospital provision throughout the . 


country are now being published. Most of the short- 
comings had been proclaimed by the profession itself 
before ever the surveys were announced. But now we 
have a fair sample of the facts. 

Unfortunately a blue-book is a formidable document. 


Presented with a dozen in succession the most voracious | 


reader may well fear for his digestion and abstain. 
Administrative action can alter the existing organisa- 
tion, but its contribution to improvement will be largely 
material and long-term. To the immediate task of 
integrating our existing resources the members of the 
profession itself must, it seems to me, bend their energies. 
The difficulties before us have their roots far back in 
time, and it can do no harm to reconsider the background 
against which we have to work. It may make the sur- 
render of some of our prejudices—for we all have them— 
a little easier. The background is clear enough for most 
of the country save the Metropolis. The multiplicity 


of activities in the EERS tends to confuse the 


Londoner’s view. | 


` HE ‘ VOLUNTARY SYSTEM ”’ 

The voluntary hospitals were founded, often sidor, 
and for more than a hundred years have been supported, 
upon compassionate grounds. Local pride is as old as 
local settlement, ‘and localities are proud of their terri- 
torial hospitals. In very many instances the pride is 
justified, but the self-sufficiency to which it leads is an 
anachronism. It was from the leading voluntary hos- 
pitals that the whole structure of modern British medi- 
cine was built up. It was on the basis of their progress 


that the municipal and county hospital system became | 
‘They have produced the staffs to do the work | 
- of the publicly-provided hospitals. 


possible. 


The basis of financial support for the voluntary 
hospitals had slowly and steadily widened, until after 
the last war the beneficiaries themselves began to take 
a hand, and did so with such determination that the 
system, which seemed threatened with failure, obtained 
The 
success of contributory schemes arises, however, only 
in small: part from the benevolent urge which had 
for long years lain behind hospital contributions. The 
contributors had become used to ‘insurance ”’ of many 
kinds, and the “ penny a week ” appealed to them in that 
guise. It fortified their pride in their local hospital by 
adding a conviction that here, at need, they would get 
the return for their money. The managements of hos- 
pitals have not always realised that what they asked for 
as freewill offerings was nevertheless given with a quick 
sense of quid-pro-quo. Nor have they advertised the 


terms, somewhat belatedly acclaimed, upon which they ' 


meet their contributors. It was naturally taken for 
granted by them, since it had become established practice, 
that the quid-pro-quo would be the treatment of acute 
illness only, with a limit ‘of thirteen weeks. Moreover, 


the voluntary managements did not foresee that the- 


number of contributors would become so great as to 
exceed their resources in beds and services. It is by 
no means impossible that ‘‘contributory schemes ” 
would in the end have rung the death-knell of the 
voluntary principle. 


` 


RIVALRIES 
The appropriated hospitals, taken over by local 
authorities under the Act of 1929, had a bad start. They 
had to live down the unhappy reputation of poor-law 
institutions—the slur of the workhouse—and generally 


'had to do it in, or associated with, the very unsatis- 


factory buildings surrounding the ‘‘ casual wards.” _ The 
great efforts made by many local authorities to surmount 
their difficulties and defeat their handicap are still 
imperfectly known to, or appreciated by, the voluntary 
hospitals. 

Rightly or wrongly, the local authorities set to work 
first on material improvements, equipment, and buildings; 
though the standard of staffing was considerably raised, — 
full development was temporarily postponed. At the 
moment when the staffing problem was exercising the 
minds of local authorities anew, the war came. Yet 
in many places great progress had been made and has 
continued throughout the last five years, receiving 
considerable impetus from the Emergency Medical 
Service dispersal of patients and staff. 

Some members of health committees of local authori- 
ties seem frankly to detest the voluntary hospitals and 
all their ways. They resent the persistence of the notion 
of “charity.” The replacement of benevolence by 


- insurance, which underlies the contributory schemes, 
annoys them because it disarms one of their attacks upon 


voluntary bodies. With the capacity to outbuild and 
out-equip their rivals, they have so far won less popular 
confidence than they feel they had a'right to expect. 
Here and there they have succeeded admirably, and there 
it little doubt that, continuing on their present lines, 
they could in time win an equal, a numerically superior, 
and ultimately a leading place in the hospital situation. 
They are, however, not unnaturally, impatient of slow 
progress. Some of them want to destroy or absorb the 
rival system and, as elected representatives of rate- 
payers, reign supreme in control of all hospitals. It 
does not temper their claims to exclusive dominance that 
“ election ” takes place on political grounds, or that 
health committees generally speaking have but limited. 
qualifications in expert knowledge, of medical science, 
and, in contrast to comparable voluntary hospital 
committees, have no body of expert advice at their 
disposal. 

There is a good deal to be said on the side of the health 
committees. The word “‘ voluntary >° is ceasing to 
have its old meaning. : It still denotes the status of the 
management committees, but the paid administrative 


_ officers are now much more numerous than formerly, 


and (without much public announcement) payment of 
the doctors, in some form and in some degree, has ` 
gradually modified the purely voluntary status of the 
“ honorary ” medical staff. The tendency is most 
obvious where contributory schemes are most active 
and successful, but in one respect it touches almost all 
voluntary hospitals—namely, in the increasing number 
and age of the resident and junior staff who are paid. 

_ It has always been recognised that the voluntary 
service of the honorary staff of voluntary hospitals is 
rendered in the hope, generally but not always successful, 
that the reputation gained will bring material reward 
from a'private clientele ; but there is a suspicion in the 
minds of some members of health committees and local 
authorities that in the smaller general hospitals the staff 
regard the hospital as a remunerative element in the 
services they can offer their private patients, in whose 
interests they are thought to exploit its resources. Here 
and there there is some reason to think the suspicion 
justified, but it is not entirely a witness to sordid motives. 
It is an undeniable fact that the best family doctors 
(that is, the doctors who give the best service) feel acutely 
the need of hospital service at their own disposal if they - 
are to do well by “ their ” patients. 

It has been argued that there should be no “ their ” in 
the doctor-patient relationship; but that cuts at the 
root of the principle of personal responsibility, which is 
the basis of good treatment. That good doctors use 
their hospital privileges for the patients towards whom 
they feel responsibility because of the fees received, even 


- disease hospitals. 
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to the exclusion of others whom they do not know, is- 


really an argument for provision of the same hospital 
resources for all doctors, and for the evocation of the 
same sense of personal responsibility in all doctors. It is 
not wholly a reproach even to those doctors who, feeling 
and implementing their responsibility, also correlate 


it with the financial reward that good service deserves. — 


Nevertheless, concentration upon monetary interest 
if it be blatant, elicits contemptuous condemnation from 
those entitled to throw stones. 


ACHIEVEMENTS OF THE TWO SYSTEMS 


In the few instances where the local authorities have 
erected well-planned modern institutions, both well- 
equipped’ and adequately staffed, they have produced 
hospitals, or clinical units, which are as goog as their 
best voluntary counterparts. Very few completely 
modern voluntary hospitals or units have been built, 
and in many equipment is less good than it should be, 
because of its great expense. Moreover, the staffs of 
some voluntary hospitals are not fully trained for the 
special work they undertake; nor is it adequately 
supervised by the consultants and experts in the various 
branches of medicine. In some places there is local 
knowledge of this defect and it minimises the repute of 
the voluntary hospitals. . 

In two respects, however, the voluntary hospitals 
have hitherto been able to claim an advantage. The 
first is that they know no boundaries ; ‘their patients 
can and do come from as far afield as transport makes 
convenient. No person is excluded because he lives on 
the wrong side of a line marking parish or district bounds. 
Latterly, though the principle remains, this extremely 
important freedom has been rather spoilt by obligations 
to contributors. Territorial restrictions upon the right 
‘of admission to local-authority hospitals are an impedi- 
ment to equality of service for the rural and urban 
populations. . 

The second.advantage is the provision of outpatient 
departments, which until recently very few if any rate- 
‘supported hospitals furnished. To this distinction is 
largely due the tendency of the “ best ”’ cases to get into 
voluntary hospitals, but in many places it is now coun- 
tered by the comparative ease with which practitioners 
can secure beds for their acute and emergency cases in 
rate-supported hospitals. 

The local authorities have a monopoly of infectious- 
Some are very good; some pass 
muster ; but not a few do little credit to those responsible 
for them. They are staffed with difficulty and many 
are out of date in construction. Provision for smallpox 
is often pitiably wretched. Many of the small sanatoria 
are but poor advertisements for small local authorities as 
health authorities. The conditions in which all types 
of chronic sick are housed (‘‘ herded ’’ would be a more 
accurate term) are in many instances a blot upon the 
social conscience, and a reproach alike to the voluntary 
authorities who have disclaimed any responsibilities 
in the matter, and upon the local authorities who have 
been unable to escape an obligation. 


BUILDINGS AND SITES 


Hospital buildings, with relatively few exceptions, 
are not satisfactory. ` Many, particularly of the volun- 
tary hospitals, were well adapted, when built, to the 
‘recognised requirements of hospital treatment at that 
date; but not a great many have been erected in this 
century. Modern designs differ materially from those 
proper to the purposes of fifty years since. 
praiseworthy attempts have been made to keep pace 
with changing demand—and that is almost everywhere— 
the result has been threefold : aggregations of buildings 
upon an uncoordinated plan ; unsatisfactory and make- 
shift adaptation ; disappearance of the open space 
around the original building. 
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In the case of municipal and county hospitals, ‘‘ appro- 
priation,’”’ generally speaking, has meant the conversion . 
to hospital uses of buildings erected under the poor-law, 
some of them on the common plan of 1836. Most 
buildings now used are of much later date and of very 
much better design; a few are modern, at any rate 
as to some pavilions or units, and in that case the plan 


‘is good, although the “slump ”’ of the early ’thirties led 


too often to spoiling the ship for a ha’porth of tar. 

In most of the county boroughs the only entirely 
satisfactory recommendation involves the construction 
of a new general hospital, and the scrapping or diversion 
to another purpose of existing hospitals. In almost any 


‘given county borough an outsider entirely free from local 


pride and prejudice would come to the conclusion that 
the best hospital service could be provided for the people 
by a combination of existing resources, and nearly always 
by scrapping all existing buildings and erecting one, or 
at most two, new buildings on a better site. Where 
town-planning would permit of the erection of the new 


' hospital on a site with really wide open spaces around 


it, in the town, there are advantages in a central site. 
As a rule a suitable situation is to be found on the peri- 
phery, and something like 50-100 acres is not excessive. 

There is nothing against, and much in favour of, 
diversity of method in carrying out the fundamental 
plan. In one town, where circumstances are favourable, 
everything might be concentrated upon one peripheral 
site and the public transport be adapted to the distance 
—ambulances, buses, service lorries, and in a little time 
hence, a local airport. In another ‘place the geographical 
conditions may ‘dictate the provision of two hospitals 
at the extremes of its boundaries. In either case it 
may be wise, or even imperative, to maintain an out- 
patient and casualty department, and even an emer- 
gency operation unit, in the industrial centre. | 

The new hospital buildings, however grouped- or 
dispersed, should be strategically placed with the full 
codperation and advice of the town-planning authority. 


` Since it is to be feared that for some time to come 


hospital building may have to give way to other priorities, 
it is of the utmost importance that town-planning should 
look far ahead, not only for the siting of the hospital, 
but also for sewers, water and other services, roads, 
transport, and vehicle garages and depots. In the 
meantime a rigid control should be exercised over 
expenditure on expansion and reconstruction programmes 
of all existing hospitals. If priority for such work can 
be obtained, it can be obtained for the erection of 
corresponding items, in the future hospital plan, which 
should be implemented as often as occasion offers. 


FUSION AND DIFFUSION OF STAFF 

Material fusion is, unhappily, doomed to postpone- 
ment because of the priority justly claimed by “‘housing.”’ 
It remains to examine the possibilities of fusion and 
diffusion of staff. 

The motor-car has made it possible for the many able 
and experienced specialists—physicians, surgeons, gynz- 
cologists, pathologists, and others—to visit places many 
miles from their residences. A great deal of diffusion 
of specialist service is already afforded by periodic 
visits of consultants from central to outlying hospitals ; 
from the teaching hospitals to the voluntary hospitals in, 
distant towns; from those hospitals to smaller and 
“ cottage ” hospitals ; ; and from voluntary hospitals 
to municipal and county hospitals. 

There are, however, serious defects in the existing 
system. It is alleged that visits are often too widely 
spaced, are too often perfunctory, and in some places 
may occur only when a fee-paying patient warrants a 
journey. It is stated that the numerous names of 
visiting consultants listed in the annual reports of peri- 
pheral voluntary hospitals are sometimes mere camou- 
flage—as for example, when the consultant in question 
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` arises. 


involved may be suggested. 
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lives in London and purports to serve a hospital 200 
miles away. It'is asserted, and indeed freely acknow- 
ledged in some cases, that the consultants and specialists 
attend only “on request” to see a particular case, 


and that although there may be a case in each adjoining 


bed equally in need of advice or treatment, the visitor 
has no right to tender his help to them. ` : 

There is a further criticism of serious importance. 
Major surgery is often done by visiting surgical specialists 
in hospitals distant from their place of residence, where 
they lack the special resources of their own theatres, 
laboratories,’and technical departments.: Their patients 
are: deprived of their personal daily observation and treat- 
ment, a serious disadvantage even where no complication 
In the case of “ cottage’ hospitals, moreover, 
there are no resident doctors. Similarly, though perhaps 
less dramatically, the absence of the consultant physician 
during the stages of acute or serious illness deprives 
patients of the very best chances. It seems essential 
then that to bring the fullest value of expert skill to 
patients in the outlying towns and districts, the con- 
sultants, or many of them, must be domiciled at or near 
the site of their chief responsibilities. 

Some of the implications of the dispersal of domicile 
If a man has teaching 
duties in a medical school and is expected to live else- 


-where than in the university city, those duties should be 


80 arranged as to permit their performance by visits. 
They might be limited as to duration within so many 
weeks or months per annum; they might indeed be 


. totally diminished, as would be possible if teaching 


were in the hands of whole-time educational experts— 
the university professors, their readers, and assistants— 
while the rest of the ‘‘ honorary ” staff took a minor 


' share, or a more particularly ‘““apprentice’’ -type of 


clinical instruction. On the other hand, if from the 
TaN units and departments of the -“‘ teaching ” 
and associated hospitals, the chief assistants were regu- 
larly seconded to outlying hospitals, it might well prove 


possible for members of the professorial staff who had 


trained. those men, to give, in a much shortened time, 
the amount of advice and help which now demands 
more prolonged absence than is permissible if their 
central responsibilities are to. be satisfied. 


MALDISTRIBUTION OF SKILL 


There are several established area services which are 
spread over the countryside and yet manned by those 
living in the cities. Nevertheless, outside the metro- 
politan areas it is a constant complaint that by no means 
all who need the highest skill can or do obtain it. It is 
alleged, with some justification, that the highest skill 
of a physician is lacking in many towns as well as in the 
rural parts ; that surgery is done by those who, neither 
by the equipment at their disposal nor by training, nor 
by availing themselves of opportunities for keeping up 
to modern standards, are fitted to perform all the work 
they do. There are districts in which high gynzco- 
logical and obstetric skill is at the disposal of all; there 
are many where it is not. There are, here and there, 
good laryngological and ophthalmological services; but 
by no “means every hospital, nor every patient, receives 
fully all that is needed. Excellent as are the centres 
for the rarer specialties, it is by no means the case that 
all who might profit find their path to them as easily as 
might be, nor are they encouraged to overcome their 
natural reluctance to travel far from home and brave 


‘the unknown, by a full relation of the advantages—often 


life-saving, or at least preservative of wage-earning 
capacity—that a journey to the centres would afford. 
There is a widespread feeling that whatever may be 
lacking and need to be supplemented, the best is not 
being made of the assets at hand. ; 
Staffing defects can be traced very largely to an 
economic factor. The great majority of doctors entered 
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a profession established time-out-of-mind on a fee- 
earning basis. A great deal of medical work has been, 
and is still being done (though perhaps in less degree), 
without expectation of any monetary reward ; yet the 
law of supply and demand governs the earnings of — 
doctors, and, as in other professions and occupations, 
exceptional skill, an exceptional personality, and busi- 
ness ability secure lucrative reward. Whilst some 


specialists make fortunes, many do little more than pay _ . 


their way, and not a few leave their widows little better 
than destitute. Money is most easily made in cities 
and large towns. Most specialists cannot make a living 
in small towns or in rural areas. 
Another consideration plays an important part; the 
education of the doctors’ children. All doctors want 
good schools for their children and when the children 
are young they want the schools within easy reach. So 
even if a good living could be made in a small 
town or in a wholly industrial area, young specialists 
and almost all ambitious family doctors prefer to 
practise where good educational facilities exist. If they 
cannot start in such @ place, they seek an early oppor- 
tunity to move thither. l , 
Still another weighty influence on the residential 
distribution of specialists is the simple fact that the 
hospitals and laboratories which alone enable them to 
do their work properly are, generally speaking, better 
and more fully provided in the larger and richer towns. 
The acme, of course, is reached where there is a university. 


EXAMPLES OF BETTER DISTRIBUTION ` = 


Before the war the foundations of some area services 
were firmly laid. The powers of the Emergency Medical 
Service have been instrumental in establishing other 
examples of distributed skill. The blood-transfusion 
organisation has been responsible not only for greatly 
improved treatment, but for the dissemination of informa- 
tion, for widespread instruction, and for the furtherance 
of coöperation with the universities. The Emergency 
Pathological Laboratories have brought essential resources 
to some places where none formerly existed; have 
improved those of others beyond recognition, and have 
strengthened all. Not the least of many gains has been 
the recognition by a university of the heads of area 
laboratories in its sphere as associated members of the 
university department of pathology. 

In the last few years the major specialties—neuro- 
surgery, thoracic surgery, plastic (maxillofacial) surgery, | 
orthopedics, and radiotherapy—have been established 
in a few centres throughout the country, in the uni- 
versity cities generally, in or associated with the teaching . 
hospitals and under the control of the leading consultants 
of the day. The Emergency Medical Service has thrown 
them into prominence partly by increasing their accom- 
modation, by providing special units in hospitals away 
from the target cities, by providing transport for segrega- 
tion of cases, and by supplementing the staffs. The 
Emergency Medical Service has also added others for 
neurosis, effort syndrome, and rehabilitation. It is true 
that war casualties have provided a large proportion 
of the patients of the surgical units, but the existence of 
the facilities has quickly demonstrated both the need 
for such units for the civilian population and the con- ~ 
ditions requisite for their satisfactory establishment. , 


The staff required must be extremely highly trained. 


This applies to the nursing, technician, and secretarial 


personnel as well as the medical. The number of junior 
staff needed is high. The equipment must be compre- 
hensive and of exceptional quality. The provision of 
“ convalescent ” or ‘‘ long-stay ” beds in liaison must be 
generous. On the other hand, in peace the number of 
cases calling for treatment is of such an order that not 
many of these units are necessary. In the future every 
major ‘‘ region °’—that is the sphere of influence of every' 
university city, and perhaps two or three others—should 
have such units. It is important that the staffs should 


. . directed. to their clinics. 


= 
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have full experience, and for that purpose, as well as 
for the obvious benefit of the patient, all cases from a 
. region should be segregated, though in special circum- 
stances it may be convenient for a unit in another region 
to be chosen for some particular person. 

Where physicians or surgeons of exceptional skill 
and experience are found in hospitals other than those 
housing a special unit, it should rather be for them to be 
attached to the unit than for cases to be retained in or 
Eventually it may be found 
convenient, for them, as members of the staff of the 
special unit, to do some of the work, in consultation 
with the chief of the unit team, in their own clinics ; 


but a multiplicity of units is at present undesirable. | 
The Emergency Medical Service hospitals established 


in mental and other county and municipal hospitals and 
in public-assistance institutions, many of them remote 


from towns, have been staffed by young and highly | 


trained men, who have found full scope for their abilities, 
‘have set up really good units, and done admirable 
work; but they are in these outlying places, it must be 
remembered, because their movements are controlled and 
because the State pays their salaries. To these last 
hospitals many consultants have been attached and have 
received remuneration for their services. Some have 
` paid regular and frequent visits; others have visited 
irregularly or on call. 
urgent or. numerically arduous work called, the service 
was forthcoming. 

The distributed services should leave no enclave 
within the territorial limits of any scheme, and the 
future health authority . will. ‘presumably eliminate such 
a possibility. - 

The. Emergency Pathological Service has overcome a 
great many local objections because financial assistance 
and help with the provision of trained staff have been 
forthcoming ; in the provision of other area services 
the same lever will be needed to ensure coöperation. 


| UNIVERSITY INFLUENCE 

The “sphere of influence ”? of a university is often 
defined by the extent of its educational, forestry, veterin- 
ary, or specifically industrial faculties. Such spheres 
are found to have, within their geographical borders, 
areas centred upon towns towards which roads, railways, 
and therefore marketing interests, naturally flow. They 
are generally the catchment areas for patients in volun- 
tary hospitals. Presumably a university_city will always 
_ attract the exceptionally able man, and the exceptional 
services will be centred there; but broadly speaking 
it should be for the university of an area, not only to put 


. the stamp of its approval on a specialist’s examinational 


standard at the outset of his career, but to lay upon 
him, wherever in its sphere the man may be working, 
the obligation which educational responsibilities entail, 
of keeping the standard of his performance up to current 
university level. 

There are various ways in which the distribution of 
skill to extra-university hospitals might be secured : 


(1) The usual house-appointments of qualified and 
“ registered ’? men who would lose no priority or 
‘rights | as regards higher appointments by their 
‘seconding ’’? to non-teaching hospitals. It is 
probably inevitable that the best men would try for 
appointments in teaching hospitals, but it is not im- 
possible to offer other men compensating advantages. 
2) The appointment is ‘‘ district ’’ hospitals of resident 
surgical officers, resident medical (physician) officers, 
registrars, and chief assistants, who would have 
somewhat greater responsibilities than in the 
parent hospitals, and would thus have the oppor- 
tunity of proving their work and fitness for higher 
office as full members of the staff of another area 
or even of a teaching hospital. .The dean or pro- 
fessor of the university, in liaison with the local 
service staff, should keep them under his eye. They 
should be encouraged to keep in one with the 
teaching centre. , 
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(3) The use of members of the staffs of teaching and other 
great hospitals, who already tend to live 15-30 
miles out from the city’s centre, as additional con- 
sulting members of some district hospitals. They 
can be induced so to do with certainty, at present, 
if the hospital has good private wards; and when 

i services are paid for, or when the principle of an 
“area service ” is introduced, they can be allotted 
such duties. 

. (4) There is the possibility, of which some examples 
can be furnished today, that senior men on retire- 
ment from their teaching hospitals can still give five 


years of very valuable service to the hospital in 7 | 


the neighbourhood of their retirement domicile. 
Their experience and prestige secure the men them- 
selves against jealousy, and are a great advantage 
to the hospital. 

6) If it became a part of the General Medical Council 
regulations that students, after qualification, serve 
as residents for a year before “‘ registration,” the 
licensing bodies, particularly the universities, 
would of necessity use a great many -hospitals, 
which they would have to ‘inspect ’”’ before 
entrusting them with a most important year of 
the students’ education. 


It will be important, when men are stationed at a 


distance from a university, to make clear that they are | 


only ‘‘seconded,” and that, far from imperilling. their 


chances of promotion in the teaching unit, the additional 


responsibility entailed by conducting work beyond the 
range of constant supervision by their superiors affords - 


opportunity for proving their general capabilities as 
well as pi professional competence: 
THE PRIVILEGE OF TEACHING 


‘Partnership ” between the local authority and the 
voluntary hospital systems will not be effective or 


vital without a generous pooling of assets. 


The most valuable asset on the voluntary hospital 
side is their virtual monopoly of the production’ of 
doctors. Admitting that in the last ten years the schools 


have called upon the “ patient ” resources of rate-aided | 


hospitals to supplement their teaching material, and 
that recently one or two chairs have had their locus 
in local-authority hospitals ; admitting too the success 
of the British Post-Graduate Medical School of the 
London County Council and the University of London ; 
yet by and large it is true that undergraduate medical 
education is in the hands of the voluntary hospitals. 

The most striking difference between the two systems 
is that the one is staffed by men whose major contacts with 
patients are outside the hospital—if not actually in their 
homes, at least.in the course of their daily lives, and in. 
association with those whose practice is in and among 
the family. The local-authority hospitals are staffed 
by whole-time officers, the whole of whose duties are 


within the walls of the hospital. 


So far as the work within a hospital is concerned, there 
is little doubt that it is better performed by whole-time 
officers; but, important as the hospital work may be, 
it is only a part of the service of curative medicine 
needed by the public, and it is imperative that all those 
who practise outside hospitals should, for the mainten- 
ance of the standard of their work, have opportunity, 
within the hospital, of extent corresponding to the 
character of their special functions. 

In the opinion of many of those who have experience 
of both services, it is essential, if the best use is to be 
made of the opportunities open to local authorities, that 


' the system of staffing at present in vogue in local- 


authority hospitals should be modified, and modified 
much in the direction of the long and well-tried system 
usual in the voluntary hospitals. 
in local-authority hospitals and for the acceptance of 
change by local-authority committees will be made and 
no doubt resisted. The point seems to me fundamental, 
and the quid-pro-quo that seems to me most appropriate 


Demands for change : 


` 
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is the surrender by the voluntary hospitals of a-claim to 
monopolise ‘undergraduate teachs. 

There is another point peveholonpal perhaps and 
of diminishing importance—that the staffs of local- 
authority hospitals say they are conscious of ranking 
lower in public esteem than their colleagues on voluntary 
hospitals.. If the municipal hospitals had a share in 
the production of doctors there would be an equality at 
the top, where the highest posts in academic standing 
would be open to their staff, and the equality of oppor- 


tunity through the lower ranks ‘would eliminate the 


very undesirable sense of inferiority of status. 
Wherever the teaching hospital has a long tradition 
behind it, it would be foolish to sacrifice that, even 


nominally ; but in the one or two places where new: 


teaching schools are needed it would be sensible, whilst 
incorporating from existing voluntary hospitals every- 
thing locally available, to establish one or more of them 
in local-authority hospitals. Still more important would 
bea gesture by the university, at any place in the country 


where the situation offers a likely chance of success, 
_ suggesting joint effort in the establishment of a new 


combined municipal and voluntary teaching hospital. 
The university is the most likely body to succeed in 
bringing the parties together and establishing itself as an 
impartial authority. Whilst accepting a very important 
obligation, it would not be inviting a burden ; for neither 
finance nor administration need be imposed on the 
university authorities. 


A great deal of attention is being directed to “ post- | 


graduate ° university teaching. It is not always 


‘appreciated that postgraduate education includes, first 
and foremost, the training of all the whole-time young | 
residents, registrars, and chief assistants, and that it — 


is the duty of their ‘‘ chiefs ” to give time and energy to 
that end. In other words, a most important share in 
the education of practitioners and specialists is taken by 
the staffs of the largest non-teaching hospitals. Their 
educational work has hitherto received little or no 
recognition; but if the universities, through their medical 
faculties, extend their interest to seconded men, the 
value of the posts in non-teaching hospitals will rapidly 
rise, better men will be attracted, and the degree of skill 
permanently at the service of outlying populations will 
be raised. 


_ Special Articles- 


THE PILGRIMAGE TO MECCA 
MEDICAL CARE OF PILGRIMS FROM THE SUDAN. 


' E. N. CORBYN 


= FORMERLY GOVERNOR OF KHARTOUM 


It is the religious duty of a devout Mohammedan to 
make, once in his life-time, if he has the means, the 
pilgrimage to Mecca, either personally or by substitute. 
Therefore, as there are many devout Mohammedans in 
Africa, there has always been a stream of pilgrims, from 


West Africa, Nigeria, the Lake Chad regions and the. 


Anglo-Egyptian Sudan, converging at the,time of pil- 
grimage each year upon the Red Sea coast for trans- 
shipment to Arabia. Many from the distant countries, 
making the journey on foot, and stopping for periods at 
places where work can be found to give them the where- 
withal to start upon the next stage, may take two years 
to go, and two. years more to return home with the proud 
title of El Haj—one who has made the pilgrimage. 
Each year therefore brings a mass of varied humanity to 
the starting-point for the Arabian pilgrim port of Jedda. 
This traffic has been canalised by the Sudan through its 
own port of Suakin. 

The pilgrimage from Suakin through Jedda to Mecca 
vitally concerns the health authorities of the Sudan in 
two ways—the protection of the health of pilgrims from 
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-danger of epidemic disease. 
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the Sudan while on the pilgrimage, and the protection 
of the Sudan-from the introduction. of diseases by return- 
ing pilgrims. 

All who go upon this pilgrimage must of course be 
Moslems, members of Islam, the Mohammedan religion. 
Unless therefore there are trained doctors who are 
Moslems to go with them, medical protection cannot be 
given to the pilgrims. It is here that the Sudan pilgrims 
have now begun to reap the benefits of the foundation | 
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‘in 1924 of the Kitchener School of Medicine in Khartoum. 


Trained Sudanese doctors of Moslem religion have been 
produced by this school since 1928, and are now spreag 
into all public health services of the Sudan. 


In 1942 for the first time a Sudanese doctor accom- ` 


panied the pilgrims to Mecca and Medina. By 1944 the- 


experience gained had enabled a much larger and more 


satisfactory medical mission to be planned. 
The medical mission which Went with the Sudan 
pilgrims in 1944 consisted of two qualified Sudanese 
doctors, a medical assistant, a sanitary overseer, and a 
hospital staff of six male. and one female attendants, a 
cook, a storekeeper, and two motor vehicles equipped to . 


carry stretchers, with their drivers. A- tented hospital of - 


30 beds was erected two miles outside the port of Jedda 
on the Mecca road, where one doctor and the majority of 
the staff were stationed. At Mecca was a dispensary 
At Medina 
was the other doctor, with a dispensary with five beds. 
At the peak of the religious celebrations, which cul- 
minate at Mecca and at Arafat, a day’s march away, the 
whole staff was concentrated there to afford the maximum 
of medical and sanitary facilities for the Sudan pilgrims. 
Hospital cases were. passed.down to Jedda, and, if neces- 
sary, straight across the Red Sea to Suakin on returning 
ships. Although inpatient Pia in hospital was 
restricted to Sudanese pilgrims, oútpatient treatment was 
given to all who asked for it, in accordance with the 
tradition of medicine and in the spirit of the pilgrimage. 
More than half the outpatient: ‘attendances were of other 
than Sudan pilgrims. The hospital at Jedda has been 
dealing with about 3000 outpatients a month in addition 
to inpatients, and the dispensary at Medina with about 


8000 attendances a month ; and during the two weeks 


when the whole medical’ mission was concentrated at 
Mecca and Arafat there were, about 4000 outpatient 
attendances. The hospital at Jedda is very popular, 
and its outpatient facilities are used by the people in all 
walks of life, official and non-official, and by patients of 
many races. 

The Sudanese pilgrims, who in 1944 numbered 6999 
out of a total of 96,000 pilgrims, were most appreciative 
and enthusiastic about the work of the medical mission 
in providing adequate medical facilities for them at all 
stages of their journey, and in protecting their health 
by sanitary precautions, particularly at Mina, between 
Mecca and Arafat, and other places where there is most 
There was no quarantine 
disease among the Sudanese pilgrims. The only deaths 
which have occurred in hospital were two from pneu- 
monia, which cannot be completely avoided during the 
rainy season in the Hejaz, and the deaths were reduced 
to this number by the availability of: treatment with 
sulphonamide drugs. The state of health of the pilgrims 
as a whole was most satisfactory throughout the pil- 
grimage. 

The careful supervision of the pilgrims almost elimin- 
ated the risk from smallpox, and as a result the period of 
quarantine at Suakin on return was reduced to three days 
only, compared with eight to fourteen days in previous 
years. This was greatly appreciated by the pilgrims. 

A special transit camp has been built at Suakin for the 
accommodation of pilgrims on the outward journey, and 
it has made their stay at Suakin much more comfortable 
and has facilitated the medical arrangements at that 
stage of their journey. 


e 
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The cost of the medical mission to Sudan taxpayers is 
over £5000 a season and it was important to ascertain 
whether the expenditure was justified. Accordingly the 
British director of the Sudan Medical Service visited 
Jedda, and on. careful inspection his findings‘were most 
satisfactory. The Sudan pilgrims have now a complete 
medical and health organisation at their disposal through- 
out their journey, and the arrangements are as effective 
as can be devised to ensure that they are detained for the 
minimum period in quarantine on their return. The 
benefits to the health and comfort of the pilgrims, and to 
the public health, amply justify the cost to the taxpayers. 
The results :reflect most favourably on the Sudanese 
doctors and personnel, who are administering an efficient 
medical and health organisation which is bringing great 
credit to the Sudan in Arabia. The Sudan medical 


mission has been much indebted also to the British 


Legation at Jedda for assistance and guidance at all 
times, and to the officials of the Sa’udian Government 
for their sympathetic coöperation and help. 


RHEUMATISM 7 
A SCHEME FOR SCOTLAND 


In Scotland in 1937-38 (the last year for which we 
have detailed figures) rheumatic disorders were respons- 
ible for 45,000 fresh incapacities, and for the loss of 
3 million working days. The rheumatism subcommittee, 
of the Medical Advisory Committee (Scotland) have there- 


‘fore good reason for saying + that the cost to the nation 


is large enough to make rheumatism a major problem. 
They have confined their study to chronic rheumatism, 
in which they recognise an articular group (rheumatoid 
‘and osteoarthritic types) and a non-articular (muscular 
and neuritic types). A survey in Aberdcenshire showed 
that almost 10% of all the work done by general practi- 
tioners was concerned with the diagnosis and treatment 
of rheumatic conditions, the great bulk’of the eases being 
muscular and neuritic. ee nue 

Existing facilities for treatment are agreed to be incom- 
plete. Most patients could benefit from some form of 
physiotherapy, and the private doctor can give this only 
if he has the necessary equipment.’ People referred to 
hospital are usually treated as outpatients, and given 
a course of physiotherapy, often without preliminary 
X-ray investigation. Treatment depends on staff and 
equipment, the pressure on the physiotherapy depart- 
ment, and the patient’s ability to attend. There are 
three large clinics, at Edinburgh, Glasgow, and Dundee; 
and one or two small ones have lately been opened in 
Glasgow and elsewhere. The chief Glasgow clinic gives 
some domiciliary treatment to bedridden patients, and a 
mobile physiotherapy unit is under consideration. All 
three main clinics are unsuitably housed : the Edinburgh 
clinic is in a terrace house which is not large enough ; the 


_ Glasgow clinic is in an adapted church, again too small ; 


and the Dundee clinic is in a converted factory, which is 
satisfactory in some ways, but (like the other two) has 
too many stairs. yO a 

Many of those giving evidence to the subcommittee 
held that clinical investigation’ at the outset is often 
inadequate, and that physiotherapy is often given as a 
routine, and for too long a time without critical clinical 
assessment. Accommodation’ for both inpatient and 
outpatient treatment is insufficient ; and it is believed 
that the period of disability could be shortened for many 
patients if they could be treated as inpatients. Doctors 
who have made a close study of the treatment of rheu- 
matism are scarce. Though little may be known of the 
causes of rheumatism, a reasonably accurate diagnosis is 
possible, and the various types can be distinguished at a 
fully equipped hospital or clinic. The subcommittee 
emphasise that X-ray examinations should be made 
early, and in far more cases than is now usual. Experi- 


` ence has shown that treatment can alleviate pain, lessen 


the chance of deformity, and cut short the time of disable- 


1. Chronic Rheumatic Diseases. Edinburgh: HM Stationery 

Office. Pp. 25. 6d. The members of the subcommittee 
are: Sir John Fraser, FrcsE (chairman), Sir Alexander 
Macgregor, FRFPS, Prof.-Adam Patrick, FRcr, Dr. D. Dale 
Logan, and Dr. A. F. Wilkie Millar, with Dr. J. M. Johnston 
and Mr. H. V. de Lorey as secretaries. 
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ment. The general practitioner, though often able to. 
treat the acute stage successfully, usually has not the 
means at hand to treat the chronic case. In rheumatoid 
arthritis ‘‘ no known remedy can be relied on to arrest the 
joint lesions’’: as the report says, the outlook for these 
patients, when treated at home, is gloomy. | 

The subcommittee recommend the provision of hospital 
facilities for the investigation of every case of articular 
rheumatism, to establish the diagnosis and determine 
the appropriate ‘treatment. If inpatient. treatment is 
needed the patient should be admitted, and throughout 
treatment, whether as inpatient or outpatient, he should 
be under direct and continuous medical supervision. 
They point out that research is urgently required to assess 
the value of every current form of treatment—including 
diet, drugs, and bacterial and immunological products— 
and to seek new and more effective remedies. Instruc- 
tions to physiotherapists should be exact, and care should 
be taken to treat the patient, not the disease. Physio- 
therapists must be encouraged to lay more emphasis on 
active exercises, and passive therapy should early give 
place to active movement and a progressive course of 
exercises. The physiotherapy department of a hospital 
should be supervised by an experienced physician or ' 
orthopedic surgeon who’will review each case frequently. 
Medical. students, the subcommittee suggest, should be 
taught the principles of physical medicine, and post- 
graduate courses should be arranged for general practi- . 
tioners. Occupational therapy can be beneficial in 
suitable cases. They take a practical view of hydro- 
therapy as a useful adjunct to other forms of treatment, 


-but are little impressed by the special advantages of 


the waters at. various spas. Patients needing lengthy 
inpatient treatment might, they think, be admitted to - 
long-term units to be set up in selected large hospitals ; _ 
and they propose that in at least one hospital affiliated 
to each of the four universities 20-40 beds should be 
reserved as a central unit for the intensive study of 
chronic rheumatism, beginning with the articular types. 
The long-term units should not, ‘however, deal with 
incurable cases, which should be referred to centres for 
the care of the infirm. 

Peripheral clinies, it is thought, should be established 
on modest lines for the present, and should be linked with 
the existing orthopedic clinics, and with the long-term 
hospital units. Follow-up of patients discharged from 
hospital should be carried out through the clinics, which 
could be placed under the charge of a local general practi- 
tioner in each area provided the specialists at the central 
units paid regular visits to them. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED SEPT. 22 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 03 scarlet 
fever, 1361 ; whooping-cough, 1093; diphtheria, 496 ; 
paratyphoid, 8; typhoid, 11; measles (excluding 
rubella), 397 ; pneumonia (primary or influenzal), 347; 
puerperal pyrexia, 157 ; cerebrospinal fever, 39; polio- 
myelitis, 45; polio-encephalitis, 5; encephalitis leth- 
argica, 2; dysentery, 270 ; ophthalmia neonatorum, 81. 
No case of cholera or typhus was notified during the week. 

The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on Sept. 19 was 1036. During ‘the 
previous week the following cases were admitted: scarlet fever, 69 ; 
diphtheria, 29 ; measles, 18 : whooping-couch, 24. l 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, 2 (0) from measles, 1 (0) from scarlet 
fever, 6 (5) from whooping-cough, 5 (1) from diphtheria, 
71 (9) from diarrhoea and enteritis under two years, and 
4 (1) from influenza. The figures in parentheses are 
those for London itself. 

Liverpool and Manchester cach reported 9 deaths from diarrhcea 
and enteritis. s 
The number of stillbirths notified during the week was 
189 (corresponding to a rate of 28 per thousand total 
births), including 23 in London. 


THE Minister of Supply has revoked the Control of Pyre- 
thrum (Nos. 1 and 2) Orders, which prohibited the acquisition, 
disposal, and consumption of pyrethrum except under licence, 
The Ministry hold stocks of pyrethrum flowers, which were. 
acquired for war purposesand are now available for civilian use. 
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trying to cure a surgeon of these things. 


‘nightingale. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


I po not think harsh measures will have the desired 
effect on the Germans. They themselves are harsh 
enough already, owing, as one German doctor said to me 
of his heel-click and bow, to their having been too long 
inthe army. These bowings and scrapings have become 
a conditioned reflex, as have also the shout and raucous 
voice with which: they give instructions to a nurse ;. 
or snap out an order to a patient or his visitor. I am 
I moderate 
my own voice till it can hardly be heard. I assume a 
hyperacusis till he roars him gently as any sucking 
dove. I have introduced the psychological principles 
of the Oxford School of Local Anesthesia to keep him 


quiet and I hope that soon he will roar him an ’twere any 


_ Then there is the civilisation of the kitchen. They 
have no kettles, only ‘ kessels,” which we should call 
cauldrons or pots. How then can they make tea when 
they cannot take the pot to the kettle ? In this they may 
have developed in the wrong direction, for I have seen 
kettles, good brass ones, in the Volksmuseum of the 
little near-by town. They have, however, no idea of 
warming the pot, nor indeed of serving food on hot 
plates. All these things we need to teach them. Not 
that we should try to make them take to all our English 
ways. If, for instance, they prefer to sleep under these 
huge bundles, so inimitably described by Mark Twain 
in his Tramp Abroad, we should not try to compel them 
to take to sheets and blankets in an era of world shortage 
of both these articles. 
in the morning with the thing still over them, though 
none of us can ever do so, and we have to admit there have 
been times when our sheets and blankets were on the 
floor and we left cold without them. Yes! Iam all for 
mild measures such as these, rather than fierce ones 
emulating their recent ways. 
xk * xk i 


Whatever else Mussolini did, he built the Italian nation 


. fine hospitals. The one we. were stationed near, though 


bomb-chipped, was modern and well equipped. At our 
first visit our greatest difficulty was in distinguishing the 
medical staff from the male attendants. Custom and 
the razor-blade shortage had combined to cover all in a 
three-day stubble, and all wore white coats. After dis- 
cussing gastrectomies for half an hour with a perplexed 
and inarticulate floor-sweeper, or asking the doctor 
sharply for our hats, we finally discovered the technique 
of opening a conversation with a raised eyebrow and a 
questioning ‘‘ Professore?’’ They either shook your 
hand enthusiastically or found you one. 

Our guide, a young intelligent doctor, invited us to see 
the professor at work. The theatre was equipped with 
ev type of auxiliary apparatus and tiled in pastel 

es. Students peering down through the plexiglass 
roof could see the professor commencing the fifth gastrec- 
tomy of the morning. In accordance with the Con- 
tinental anæsthetic routine, the patient, after ‘Omnopon’ 
and scopolamine, received a somewhat perfunctory 
abdominal] infiltration of local anesthetic. 
plained stridently, releasing a quick burst of ‘‘ mamma 
mnia’s.’” At a nod from the surgeon a mask was clapped 
over her face and ether lavishly poured on. The 
anesthetist was a little raw and nervous but succeeded 
finally in stilling the yells. Being in doubt as to the 
depth of the patient he called over a colleague, ‘ un 
assistente,’’ who, without more ado,retracted the woman’s 
lids, took out his cigarette lighter, and struck it— 
presumably to test the pupillary reaction. The quick 
explosive flash and the stimulation of the burning 
mask proved the patient to be adequately deep. 

The spirit of incendiarism was even more rife at our 
next visit. Open ether was again given and the patient 
was soon smoothly relaxed, but the professor, feeling a 
little chilly that morning, instructed a nun to switch on 
the electric fire in the far corner of the theatre. A few 
minutes elapsed before the slow sweeping waves of ether 
reached the hot wire. ‘This time the explosion was tre- 
mendous and altogether too much for the staff, who took 
to their heels and fled, leaving the patient quietly burning 
on the table. It says much for the battle training of our 
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Presumably some do wake up. 


She com-' 
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ansesthetist that, crawling from his hiding, he controlled 
the spreading flames. Nobody was hurt and the patient 
didn’t turn a hair. 

This martial experience cemented our friendship with 
the younger assistentes and we had the opportunity of 
studying the inner mechanisms of a modern Italian teach- 
ing hospital. On the positive side we found the staff 
much more widely read and erudite than their English 
counterparts. They knew intimately a great deal of — 
German, French, and American medical literature. , 
British medicine doesn’t rank very highly with them : 
one in fact said, ‘‘ Penicillin is the only discovery that you 
have made since Harvey’s time.” Technically they were 
slick but too inclined to perform an operation for its 
mechanical beauty rather than the patient’s good. The ° 
number of gastrectomies, all superbly done, following a ~ 


- history of a few months’ dyspepsia and a doubtful X-ray 


finding, was incredible. 
up system. 

The nursing, in the hands of the nuns, was deplorable ; 
the ward dressings, done by a surgeon smoking a 
cigarette, were pre-Listerian. Local anzsthesia was 
roughly and hurriedly achieved, and open ether was the 
only substitute except a German machine that nobody 
could work. Since they have no degree comparable to 
FRCS, Italians depend for their surgical maturation on 
the production of innumerable papers. Our guide of\ 
the first day, though only 27, had 25 papers to his credit. 
These are too often merely chunks of bibliography with 
trivial original material. Perhaps it is all a matter of 
national temperament. „As our cheerful and prolific 
guide said, ‘‘ We are so much more romantical.’’ 

ee... x. * ad 

Just before the end of the Italian campaign one of our 
surgical colleagues came back in great excitement after 
foraging among some captured German material. Hehad 
found a box of yellow powder, perhaps 6 Ib. in all, which 
was described by the German label as a powerful anti- 
bacterial substance for local wound application. Being 
of a volatile nature he cried, ‘‘ At last, German penicillin! 
I knew they had some. And what efficiency—they are 
even issuing it to the individual soldiers ! ” It was with 
some difficulty that he was persuaded to have a bacterio- 
logical and chemical check, so inspired was his certainty. 
It came back sulphonamide powder and proflavine. 

i * * * 

This is a land where the tempo of life is and always has 
been leisurely, for it is deep in the South, where folk have 
always enjoyed their living and taken their time over it, 
noticing and appreciating the simple things, to the envy | 
of their harassed brothers and sisters of Chicago, New 
York, and the industrial North East. The very names 
of the region—Louisiana, Mississippi, and Arkansas— 
conjure up the humour of Mark Twain, while the nearby 
city of New Orleans spreads its ancient French and 
Spanish influenceallaround. Thisis the city famed for its 
Creole food and for its Mardi-Gras festival, as old as that 
still held in the little Belgian village of Binche, near Mons. 

Typical of these people was an old friend of mine, of 79, 
who still has a huge dental practice. After fifty years 
of dentistry his skill and industry are such that he rises at 
5 am and often works until 9 in the evening, making all his 
dentures with his own hands. He has long since ceased 
to concern himself with book-keeping—receipts are 
scrawled on any available slip of paper in pencil, with a © 
hand that shakes, though it is sure and painless when 
using the drill. He has a sense of humour very lke 
that of the late Will Rogers, whom he also resembles in 
appearance, and in his simplicity and directness. | 

- The eve of my return North, a large family picnic was 
arranged, and, boy-like, he insisted on choosing and 
buying a water-melon. I accompanied him on this 
important mission and was delighted with. his little 
homily on this particular fruit. ‘‘ Young man,”’ he said, 
“ when you choose a water-melon, be sure and pick the 
biggest one you can find. Unlike most things, the bigger 
they are, the better they are.” And to be sure, after 
searching for several minutes in the ice-water tank, and 
spurning the assistance of the small boy in charge, he 
lifted out what was undoubtedly the father of all water- 
melons. It weighed exactly 50 Ib. He was perfectly 
right. Even the rest of the family, always reluctant to 
give credit among their own members, agreed that it was 

elicious. 


There was, of course, no follow- | 


+ 
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FACULTY OF OPHTHALMOLOGISTS 
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Letters to the Editor 


TOO MANY MEDICAL JOURNALS 


SIR, —On Sept. 22 you remarked (p. 388) that the 
new Proceedings of the Association of Clinical Pathologists 


“ will be welcome to many. besides the group who have - 
It will also be unwelcome to many others, . 


founded it.” 
or at least received with mixed feelings ! - 

On p. 383 of the same number two correspondents 
complain that the authors of a recent publication were 
unfamiliar with papers and advertisements which 
appeared in the Journal of the Medical Association of 
Eire. While it is today very difficult for authors not to 


* overlook something already published, the modern ten- 


- dency to facilitate publication by increasing the number 
of specialist journals complicates matters still further. 
Reorganisation of all medical and scientific journals 
on a national, or preferably an international, basis is 
long overdue. Early dissemination of the fruits of 
research is laudable, but the multiplicity of journals of 
different page size and layout—and possibly publishing 
highly specialised material which should appear elsewhere 
—is altogether bad. Of the-130 different publications 
in English which we take at the Wellcome Physio- 
logical Research ‘Laboratories I have to make myself 
familiar with the contents of at least one-third. This 
results in my having to ‘‘read ”’ 650 separate numbers 
during the course of a year. Perusal of the literature 
of any subject should neither take as long as it does, nor 
involve a risk of missing important articles. Moreover, 
methods of filing should be capable of simplification by 
more tollaboration and planning, and less rivalry, on 
the part of editors and publishers. Prompt action is 


necessary, for the situation is likely to worsen as supplies _ 


of paper become more plentiful. There is a widespread 


and growing.feeling that a conference should be called: 


at which representatives of learned societies would 
discuss the whole problem of scientific publication, 
including the preparation and circulation of abstracts. 


Beckenham. H. J. PARISH. 
CURARE IN ANASTHESIA 


Sir,—Professor Macintosh in his letter of July ‘28° 


utters a word of warning re the dosage of tubocurarine 
chloride (BW Co.). While I would support his state- 
ment that the dosage required is considerably less than 
that of ‘ Intocostrin,’ it is necessary to give a further 
caution. The dose which he says he has never had to 
exceed for upper abdominal operations—70 mg.—seems 
excessive. Ina series of over 100 cases it has never been 


necessary to use more than 30-35 mg. for upper laparo-_ 


tomies, and the average dose for lower abdominal cases 
has been 20 mg. Even in cases requiring complete 
paralysis of the diaphragm—e.g., lobectomies, diaphragm- 
atic herniw, &c.—a dose of 40 mg. has been adequate: 
I must add that in all these cases the supplementary 
anesthesia has .been in the lightest plane. Further 
confirmation of this range of dosage has been received 
from Dr. Halton in a personal communication covering 
a series of such cases. T. CECIL GRAY. 


. Department of Anæsthesia, University of Liverpool. 


SINGAPORE 


Sir,—Singapore has fallen and the aftermath of war 
must now be fought. The Japanese (or Nipponese as 
we call them in the Far East) did literally nothing for 
Allied prisoners-of-war, internees, and the local popula- 
tion. I spent a week in Singapore while serving in 
HMS Sussex, so my information is first-hand. By the 
time this letter is published, the majority of Allied 
prisoners and internees will have left, but the local 
civilians remain and are being looked after by former 
internees who have volunteered to remain. The chief 
of these is the Anglican Bishop of Singapore, and he 
has arranged for the distribution of any medical supplies 
that may be sent. Malaria, dysenteries,. beriberi, 
pellagra, and other deficiency diseases are but a few 
of the many diseases present. As an illustration of 
how rampant some of them are, there is among the local 
population 80% chronic malaria and 1000 fresh cases 
per month. Many need urgent attention which onl 
the necessary medical supplies can ensure. 


Many are the humane calls made upon the good in 
heart ; but may I appeal to institutions and individuals 
for any drugs they can spare—especially those used in 
the treatment of the diseases mentioned above ? Please 
send them direct to the Bishop: of Singapore, the 
Cathedral House, Singapore. IAr M. MACLEAN. 


FACULTY OF OPHTHALMOLOGISTS 


Sır, —Meetings between representatives of the council 
of the Faculty, the council of the Association of British 
Ophthalmologists, and the council of the Ophthalmic 
Group Committee (British Medical Association) have 
been held. Agreement has been reached regarding the 
‘constitution of the Faculty, including new criteria for 
membership and associateship, and revised arrangements 
for the election of council. For the original statement on 
the formation. of the Faculty, reference may be made to 
your issue of Feb. 3, 1945 (p. 156). 

As a result of this agreement the council of the Associa- 
tion of British Ophthalmoldgists were enabled to urge 
all their members to join the Faculty and to approve the 
dissolution of the Association in order that it may be 
merged into the Faculty. A postal ballot of members of 
the Association has revealed the necessary majority in 
favour of dissolution. A new council of the Faculty is 
to be elected after due time has been allowed for all, 
including serving ophthalmologists, to join the Faculty ; 
in the meantime any applications for membership or 
associateship which present any doubt are to be scrutin- 
ised by a joint committee representing the council of the 
Association of British Ophthalmologists and the present 
council of the faculty. 

The following are the new criteria : 


MEMBERSHIP 

1. Any ophthalmologist of the status of ophthalmic surgeon or 
assistant ophthalmic surgeon, who holds an appointment 
on the staff of a voluntary or municipal hospital with a 
recognised eye department. | 

2. Any ophthalmologist, no longer on the active staff of a 
hospital, who has held such an appointment. 

3. Other ophthalmologists of consultant rank approved by 
the council, including those in the Services or holding: 
Government appointments, and those of the British 
Commonwealth and Empire overseas. 


ASSOCIATESHIP | 

. Full-time ophthalmologists of two years’ standing. 

. Part-time ophthalmologists of two years’ standing, 
holding a hospital appointment or possessing a special 
diploma. | 

3. Practitioners who on June 1, 1945, were on the list of the 

National Ophthalmic Treatment Board. ` 


COUNCIL 

The council shall be increased in number to 25; the number 
of regions to be increased to 6, to correspond with the 

regions defined by the British Medical Association. 
The council shall be constituted as follows: (a) One member 
_ shall be elected from each region by a local regional vote 
of members. (b) Twelve members shall be elected by 
a national vote of members. . (c) One associate shall be 
elected from each region by a local regional vote of full-. 
time associates, representing the full-time associates. 
(d) One part-time associate shall be elected by a national | 
vote of part-time associates, representing part-time 
associates. (e) Any member of council shall be free to 
stand for election indefinitely, if properly proposed and 
seconded. — } 


The outline of the constitution, functions, and man - 
agement of the Faculty included in the’statement which 
you summarised in February, amended as above, will 
in.general terms remain valid. As soon as the new 
council is elected, the constitution and by-laws will be 
legally drawn up. Forms of application for membership 
or associateship of the Faculty may be obtained from the 
hon. secretary, 45, Lincoln’s Inn Fields, London, WC2. 


STEWART DUKE-ELDER, President : 
FRANK W. LAW, Sceretary : 
Faculty of Ophthalmologists. — 


J. N. TENNENT, President : 
H. R. BICKERTON, Secretary : 
Association of British Ophthalmologists. ` 
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THE “ PERFECT AP ”’ 


Sm,—When, in 1935 at Oxford, Jacobeus reported to 


the Tuberculosis Association that his experiments in 


differential bronchospirometry showed the lower lung 
(in lateral decubitus) to be performing more work than. 


the upper lung, it came as a great shock to us all. It 
Jacobeus agreed that it was 
unexpected, unreasonable, and disturbing, and was 
almost apologetic about it. It occurred neither to him 
nor to anyone else that his observations were invalidated 
because his subjects had lain in an “ unnatural position ” 
as suggested by Dr. Fraenkel in your issue of Sept. 15. 
Some other explanation seemed necessary. 

Some time later I tried some crude experiments in 
differential cystometry (using an ordinary tape-measure) : 
I measured the expansion of each hemithorax with the 
subject standing, lying on the left side, and lying on the 
right side; and ther® appeared to be nothing in it. 
Obviously therefore (although I didn’t see it for another 
couple of years), if indeed more air passed in and out of 
the “ under” lung, it could only be due to an increased 
excursion of the ‘‘ under ” hemidiaphragm. Dr. Wynne- 


Edwards and I next rigged up a couch behind the 


y 


X-ray screen, so that subjects could be viewed lying on 
either side. We discovered that 


(1) The “‘under ” hemidiaphragm had a greater excursion. 
In full inspiration it was about level with the upper one but 
in full expiration it bulged much further into the thoracic 
cage. 
It seems reasonable to suppose that this was due to. the 
greater weight of loose abdominal viscera pressing on it ; 
but we also found that ` 


_ (2) The heart and mediastinum sagged into the lower 

lung in full expiration, whereas in full inspiration they lay 

pretty well in the midline behind the sternum. 
In fact, the zone of the “under ” Jung thus boxed in 
by sagging mediastinum and apex-ward-thrust hemi- 
diaphragm became radiologically quite dense, which we 
took to mean that we were viewing concentrated lung 
tissue with very little residual air in it. In full inspira- 
tion the translucency was normal. 

Maybe we were wrong inour observations and inferences. 
Maybe we also chanced to get our subjects into 
“unnatural positions.” If so, it would be a good thing 
to discover how to achieve these unnatural positions, and 
to get those patients who prefer to sleep on the unamecteg 
lung to adopt them. 


Birmingham. GEORGE DAY: 


DEAD HAND 


Sr, —It is possible that Telford, McCann, and Mac- 
Cormack, in their article of Sept. 22, had in mind the use 
of the flexible shaft equipment now so common in in- 
dustry. If this was the tool concerned, then I also have 
seen Raynaud’s syndrome in users of this tool, and this 
fact was noted in the British Journal of Industrial 
Medicine last year (1944, 1, 179). The flexible shaft 
equipment is a very large dentist’s drill driven by an 
electric motor developing quite large horsepower for so 
smalla, concern. Using this tool one of the workers was 
noted to have developed symptoms of dead fingers in 
under a year. 
work used the motor at top speed (7000 r.p.m.). 
applied to two other sufferers 1 saw at that time. 

The mechanical details of this tool have a bearing on 
the medical problem. As in a dentist’s drill various 
end-attachments—mops, soft polishing wheels, emery or 
composition wheels, and burrs—can be fitted, and all of 
these are in various sizes. 
influences the amount of vibration. The electric motor 
in the type I saw can be run at three speeds, and the 
highest speed much increased the vibration. It seemed 
also that the larger the diameter of the end-attachment 
the more severe was the vibration. Other important 
factors were the length of spindle connecting end- 
attachment to tool, efficient greasing of the internal 
parts of the flexible shaft, adjustment of the bearings in 
the hand pieces, and avoidance of kinking in the shaft 
during use. The more the shaft was curved, the more 
vibration resulted. Unskilled workers got more ‘‘ bump ”’ 
than necessary and increased the jarring effect. Also 
the foreman was certain that too much pressure was 
often used by the unskilled employee. A long spindle 


This 
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` never sees the result of treatment. 


He was unskilled, and being on piece . 


The attachment in use 


and Stone 1937, 
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was often quite unnecessary and greatly increased 


| vibration, although for a few jobs this length is necessary.. 


It is possible that attention to these points might 
lessen the harmful effect. It is also possible that there is 
a harmful vibratory range, as Hunter, McLaughlin, and 
Perry recently pointed out (Brit. J. indust. Med. 19465, 
2, 10), when discussing pneumatic tools. There may be 
harmless vibratory levels above or below (or both) the 
harmful vibratory range. 


Oxford. G. WHITWELL. 


MEDICAL FILMS 


S1r,—On rounds and in outpatients, cases are presented 
and seen—by those who have a front seat—and discussed; 
and treatment is detailed. But generally the student 
A short teaching 
film, preferably with a succinct precise commentary, 


- could present the diagnosis, treatment, and results. 


How much more vividly would the memory retain such 
& satisfying sequence. 
Middlesex Hospital. R. N. S. ATHERSTONE. 


VITAMIN-B DEFICIENCY AND NERVOUS DISEASE 


Sm,—Dr. Walshe, in his interesting letter of Sept. 22, 
discusses the general inference that can be drawn from 
your leader of Sept. In his experience the clinical 
course of polyneuritis has not been materially altered 
by the introduction of vitamin-B therapy. - 

I have no experience of the treatment of this affection 
in the pre-vitamin era, but during the past few years 
I have treated or supervised the treatment of some two 
hundred cases of polyneuritis, excluding those of obvi- 
ously infective origin. The majority of cases were seen 


in malnourished people in the Middle Hast—Polish 


refugees, Arab, African, and Indian natives, and German 
and Italian prisoners-of-war. In this country: I have 
recently followed the course of the affection in many 
malnourished German troops from the Channel Isles 


and in chronic beriberi patients from POW camps in 
Apart from relief of pain and tenderness — 


the Far East. 
in some acute cases I cannot say that thiamine or the 


whole B complex, in large doses and by all routes, 


exerted any apparently beneficial effect. Rest in bed 
and good food were equally effective. In the vitamin- 
treated cases the restoration of power, sensibility, and 
reflex activity was not hastened. The patients were just 
as long in bed and just as long in hospital. 
that if vitamin B, is the ‘‘ antineuritic ?’ vitamin the 
results of therapy in chronic polyneuritis cannot be 
quoted in support of that contention, despite any pro- 
perties B, may possess in combating the acute beriberi 
of the Far East. 

My experience thus confirms that of Brown (1941), 


-although her data were not based on personal experience. 


Ability to walk was the main criterion for discharge 
from hospital, but during the period covered by her paper 
(1920-38) there may not have been complete uniformity 
of view on this question among the many interns con- 
cerned. All the cases were of the alcoholic form of 
polyneuritis, and it is interesting to recall that from the 
same hospital in Boston emanated one of the earliest 
reports suggesting the vitamin-B deficiency origin - -of 
alcoholic polyneuritis (Minot et al. 1933). 

What of the experimental evidence ? 

It was a strange fate that provided Eijkman with 
pigeons for his experiments in the Java jail, for subse- 
quent studies have shown that the pigeon is an animal 
in which deficiency paralysis can easily be induced. 
‘In other animals, dogs for example, the susceptibility is 
much less. Some workers have quite failed to induce 
significant polyneuritis by feeding animals on diets 
deficient only in thiamine (Kon and: Drummond 1927, 
Moore et al. 1932, Grinker and Kandel 1933, and Prickett 
1934) while others have found that starvation is no less 
effective (Chamberlain et al. 1911, Woollard 1927, Davison 
Vedder and Chinn 1938). In man 
experimental deficiency of thiamine is reputed to produce 
signs of. ‘‘ neurasthenia ’—such as headache, loss of 
appetite, lack of energy, irritability, and inefficiency— 
and is sometimes accompanied by symptoms and signs 
of mild neuritis of the feet and legs (Williams et al. 
1939, 1940, 1941, 1942,- Jolliffe et al. 1939, Elsom et al. 
1935, 1940, O’Shea et al. 1942). But in one of these 


I concluded - 


r 
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series (Wiliams et al. 1940) five of the experimental 
subjects were formerly psychotic ! This body of evidence 
is therefore not conclusive although recently Swank 
and his colleagues (Swank et al. 1941, 1942, Prados et all 
1942) have satisfied themselves that deficiency of thia- 
mine alone may produce polyneuritis in experimental 
animals. ' l 

' When Walshe (1918) described beriberi in British 
soldiers in Alexandria.he stressed the significance of 
the high content (500 g.) of carbohydrate in their 
Mesopotamian rations, and his suggestion of aberrant 
carbohydrate metabolism was confirmed experimentally 
by Peters and his associates (1936). They showed that 
in the presence of carbohydrates thiamine deficiency led 
to the accumulation of an intermediate metabolite— 


pyruvic acid—and Platt and Lu (1936) repeated this- 


observation in human beriberi. From the ætiological 


point of view we are thus back where we were when — 


Eijkman postulated that foods such as polished rice, 
being over-rich in carbohydrates, Produced a substance 
in the intestine which was poisonous to nerve-cells and 
for which the outer layers of the rice grain acted as an 
antidote. This theory is of interest in the light of tħe 
recent demonstrations that vitamins are synthesised 
and. destroyed in the bowel of man by microflora—and 
possibly by other agencies. 

With regard to the syndrome Scott and I described, 
your leader stated that ‘‘ the evidence suggests that this 
neuropathy was a manifestation of riboflavine deficiency.” 
As we explained, only a few of our patients had had 
symptoms of ariboflavinosis, and treatment with the 
entire B complex and with riboflavine, even early in the 
disease, gave quite inconclusive results. It is true that 
riboflavine deficiency in the dog can produce certain 
neurological disturbances—collapse and coma in com- 
plete deficiency, and ataxia and paralysis in chronic 
partial deficiency. But loss of sight and deafness, which 
were prominent in our series, have not been recorded in 
riboflavine deficiency. On the other hand they have 
been described in experimental B, deficiency (Peters 
1934, Selfridge 1939). In man the mucocutaneous 
lesions of riboflavine deficiency, though they sometimes 


coexist with beriberi or pellagra, may persist or recur . 


for several years without the appearance of neurological 
signs. No neurological symptoms developed in the 
women rendered deficient of riboflavine by Sebrell and 
Butler (1938). We are thus in no position to relate the 
neurological syndrome described to deficiency of ribo- 
flavine and it would be unwise to speculate at this 
juncture. A repetition of the premature incrimination 
of vitamins E and B, (pyridoxine) in the etiology of 
motor neurone disease, the muscular dystrophies, and 
paralysis agitans, would be unfortunate. 

_ The current misuse of vitamin B in clinical medicine 
is such that an authoritative statement concerning its 
value and limitations is most desirable. 


York. J. W. SPILLANE. 
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Obituary 


WILLIAM THOMAS 
M B., BSC LOND. : 


THe death of Dr. William Thomas will be widely 
felt jn the Clapham district, where he had laboured for . 
most of his professional life. One of three brothers who 
received their medical education at St. Thomas’s Hospital, 
he early gave evidence of ability by taking his B Sc with 
first-class honours in chemistry within a few days of his 
19th birthday, and publishing a paper (jointly) in the 
Transactions of the Chemical Society onthe colour and 
constitution of the azo-compounds. At St. Thomas’s 
he was awarded the senior entrance scholarship in 
natural science in 1911, and the William Tite scholarship 
in the succeeding year. He became in turn demonstrator 
of biology, chemistry, and toxicobgy, and while study- 
ing medicine he found time to write articles on such 
subjects as diseases of trout, and the pollution of streams, 
which had excited his curiosity. | ~ , 

. Qualifying as MRCS in 1915, he held the posts of 
casualty officer and resident anesthetist at St. Thomas’s, 
and ‘then joined the RAMC, in which he served as a 
battalion medical officer in France and Salonika, being 
mentioned in despatches. He married during the war, 
and on returning took his London MB. Many of his 
friends thought that this quiet, reserved, and studious 


man was destined for a life of research in a laboratory, | 


but his choice of a career was to settle down to general 
practice within a stone’s throw of his old home. 

In Clapham he held several appointments and for 
25 years was a popular divisional surgeon to the Metro- 
politan Police. Although he had no mean artistic and 
musical ability, he preferred to devote all his time, as 
he put it, ‘‘ to overwork and oversmoking.”’ He proved 
himself a skilful physician, with a fine disregard of the 
monetary rewards of his profession. He was only 57 years 
of age when he died; but ‘“ he husbands best his life 
that freely gives it for the public good.”’ 


Appointments =—_- 


*WOLMAN, BASIL, MB MANC., MRCP : temp. deputy medical superin- 
tendent, Withington Hospital, Manchester. 


*“KIRKMAN, N, F., MD MANC., FRCS: temp. RSO, Withington 
Hospital, Manchester. 
PILLAI, SUNDRAM, MB, DOMS, DLO: RSO, Hull Royal Infirmary. ` 


BARRON, SAMUEL, MRCPI, DPH : medical superintendent otficer of 
health and port MO for Belfast. 
SPIRO, ISIDORE, FRCS: temp. ophthalmic surgeon, Queen Mary’s 
Hospital for the East 'End, London. 
* Subject to confirmation. 


Births, Marriages, and Deaths 


BIRTHS 


Bairpd.—On Sept. 21, at Southborough, the wife of Captain J. T. 
Baird, RAMC—a son. . 

BENNETr-JONES.—On Sept. 25, the wife of Mr. M. J. Bennett-Jones, 
FRCS, of Gateacre, Liverpool—a son. 

DUFFIELD.—On Sept. 19, the wife of Dr. John Duffield, of Little- 
more, Oxford—a daughter. 

HORSFALL.—On Sept. 21, in London, the wife of Surgeon Lieutenant 
W. R. Horsfall, RNVR—a daughter. 

MAcIVER.—On Sept. 27, at Newcastle-on-Tyne, the wife of Captain 
Ian Maciver, RAMC—a daughter. 

McOwan.—On Sept.. 23, the wife of Surgeon Licut.-Commander 
B. M. McOwan, RNVR—a daughter. 

MAGEE.—On Sept. 23, in London, the wife of Dr. C. Gaulter Magee— 
a daughter. 

O’NEILL.—On Sept. 19, at Barnet, the wife of Surgeon Lieutenant 
Barry O’Neill, RNVR—a daughter. (oe. 
PERCIVAL.—On Sept. 25, in London, the wife of Surgeon Lieut.- 

Commander R. C. Percival, RNvR—a daughter. 
WatTr.—On Sept. 24, at Aberdeen, the wife of Dr. Leslic Watt— 


a son. 
MARRIAGES 


BARBOUR—BOUQUET.—On Sept. 22, in New Delhi, G. B. Barbour, 
MB, squadron-leader, of Dulwich, to J. A. Bouquet, section- 
ofticcr, of Sydney, Australia. ’ 


; DEATHS 

BOWDLER.—On Sept. 26, at Bournemouth, Archibald Penrhyn 
Bowdler, OBE, MA, MB CAMB., formerly of Chiswick. 

DE MowBRAY.—On Sept. 24, Ralph Marsh de Mowbray, FRCS, of 
Lymington, Hants. 

IIAMILTON.—On Sept. 24, Alexander Keith Hamilton, MB LOND., 
formerly of Tiverton, Devon. 

McDouGaLt.—On Sept. 29, at Wallington, William Stewart 
McDougall, MB EDIN. ; ; 

TRAVERS SMITH.—On Sept. 28, in London, Richard Travers Smith, 
MD DUBL., FRCPI, aged 73. 

Warpb.—On Sept. 21, Ernest Ward, MA, MD CAMB., FRCS, of Paign- 
ton, aged 68. 
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; Notes and News 
BRAZILIAN PLASTIC SURGERY 
A TALK on plastic surgery in Rio de Janeiro was given in 
London, under the auspices of the British Council, on Sept. 
25, by Dr. Davis Adler, of the University of Rio de Janeiro. 
He showed a number of simple films, some in colour, demon- 
strating his technique. These included plastic reconstitution 
of the depressed nasal bridge by the orthodox technique, for 
all cases of which he now uses cartilage obtained from 
cadavers, and stored in the refrigeratór, thus avoiding two 
operations on one patient. For most other cartilage- 
insertion work, including depressed frontal bone, he prefers 


to use cartilage-chips rather than pre-fashioned insertions,- 


for he finds this technique gives a more satisfactory end- 
result. Sir Harold Gillies, on behalf of the large audience, 
thanked him for an instructive talk. 


MIDDLESEX HOSPITAL DINNER 


Lieut.-Colonel J. J. Astor, chairman of the hospital, pre- 
sided at the annual dinner held at the Savoy on Sept. 28. He 
expressed thankfulness that the hospital had survived the war 
with so few casualties and so little material damage. True, 
the annexe had been destroyed, but it was never convenient. 
The arrangements -so carefully. worked ‘out before the war 
started had needed alteration only in detail. - In the 200 years 
since its foundation the hospital had developed very high 
traditions and standards of service, and no effort would be 
spared to maintain them. Dr. H. E. A. BoLpERo, dean of the 
medical school, recalled that the previous annual dinner was 
held on the day Mr. Chamberlain returned from Munich. 
After the war began the preclinical students went to Bristol 
for three months ; in 1940 they- went to Leeds where they had 
two happy years under the care of Prof. J. Kirk, the sub-dean ; 
and in 1942 they came back to London, which he hoped they 
need never again leave. Clinical students had been distri- 
buted between the Middlesex Hospital itself, the Central 
Middlesex Hospital, Mount. Vernon Hospital, and Tindal 
House, Aylesbury, and some had not yet returned. The past 
few years had brought many honours to Middlesex men— 
among them Prof. E. C. Dodds, Frs, Sir Alfred Webb-Johnson, 
PROS, and Sir Lionel Whitby, regius professor of physic. In 
the Services they mostly seemed to attain consulting rank, 
and. among. those present he was glad to see Brigadiers 
McAlpine, Bedford, and Marriott. At home Prof. B. W. 
Windeyer had made a real success of his war-time office of 
hospital commandant : ‘‘ quiet or noisy, day or night, he was 
always the same to everybody ; and what better could you say 
of an administrator ? ” 
and Belsen, students had qualified in good time; and Dr. 
A. S. Burgen, this year’s Broderip scholar, had won the 
university gold medal with distinction in five subjects. The 


task now before the hospital was to put the jigsaw pieces back 
into a pattern even better than before. Eleven places on the 


medical and surgical staff had to be filled, and they should be 
filled without haste. Dr. BurGEN, who said he had enjoyed 
his travels, departed from tradition by reporting no complaints. 
Sir ALFRED WEBB-JOHNSON, proposing the health of the Chair- 
man, spoke of his recognition that the staff should be partners 
with the board in running the hospital. He hoped the future 
would include plans by which the staff could carry on private 
consultations with the background of the hospital behind them, 


Diploma in Industrial Health 


The Society of Apothecaries of London has instituted ‘a 
diploma in industrial health, which will be open to registered 
medical practitioners who have been engaged in whole-time 
practice of industrial medicine for not less than two years, or 
in part-time practice for not less than four years. The society 
understands that courses in the subject are to be held in the 
future, and these, subject to their fulfilling the requirements 
lad down in the society’s regulations, will be recognised as 
qualifying for admission to the examination for the diploma. 
The syllabus-and regulations covering the examination will 
shortly be obtainable from the registrar of the society, Black 
Friars Lane, Queen Victoria Street, London, EC4. 


University of Sheffield 

At recent examinations the following were successful : 

FINAL EXAMINATION FOR MB, CHB 

Parts II and IiII.—Jack Edwards (second-class honours) ; 
Aleen K. Adams, Harry Debovitch, Colin Gething, A. P. Hayhurst, 
Ronald Horn, J. F. Hudson, G. M. King, John Mackinnon, J.B, 
Maxfield, Cora H. M. Middleton, Monica H. Roper, Margaret M. P. 
Ryan, Joan Simon. 


‘NOTES AND'NEWS p à æL Ob 


Despite diversions such as D-day. 


and the Highfiel 
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University of London’ | 


Mr. J. Z. Young, FRS; has been appointed to the university 
chair of anatomy at University College. He is a fellow of 
Magdalen College, Oxford, and university demonstrator in 
zoology. Since 1940 he has been a member of the Nerve 
Injuries Committee of the Medical Research Council. 

Prof. F. G. Young, D sc, has been appointed to the University 
chair of biochemistry at University College. Since 1942 he 


has held the chair of biochemistry at St. Thomas’s Hospital 


University of Leeds 


Mr. Raymond Priestley, D sc, principal and vice-chancellor 
of the University of Birmingham, will deliver the inau 
lecture of the faculty of medicine on Monday, Oct. 15, at 3 Pm. 
His subject is to be Scott’s Northern Party—a study of 
survival in the Antarctic. . 

On conferring medical degrees recently the Vice-Chancellor 
(Mr. B. Mouat Jones) said that 999 applications had been re- 
ceived for admission to the medical school for the new session 
to fill 75 vacancies. Already the number of applications for 
the following session was well above the places available. 
Even when building permits were eventually received to 
extend their present accommodation so as to. deal with an 
annual intake of 100—the maximum considered desirable— 
it would still be impossible, said the Vice-Chancellor, to satisfy 
the demands for admission if they maintained their present 
rate. It was well that this should be known so that parents 
could contemplate alternative careers for their sons and 
daughters. 


University of Aberdeen 


On Sept. 26 the following degrees were conferred : 
MD.—A. D. Forgie. ` 
ChM.—**G. G. Lennon, *J. L. Stephen. 

** With honours. * With commendation. 


a 


D. S. Cramond, R. S. Crow, R. P. 
L. ds, E. F. Ducat, J. G. 


Catherine H. Mitchell, G. W. 
Morrison, Kathleen M. Morrison, S. 5. F. Munro, Kathleen M. F. 
Murray, J. M. Park, Doris Ramsay, J. C. Reid, J. S. Ritchie, 
William Ritchie, Griselda M. Seggic, J. G. Shirreffs, Agnes M. Sleigh, 
Evelyn A. Souter, G. P. Sutherland, C. M. Taylor, Jean C. Taylor, 
W. C. Taylor, Mary A. Templeton, James Watt, Vjolet I. Wilson. 


_ University of Liverpool 


Mr. C. A. Wells has been appointed to the chair of surgery 
in succession to Prof. O. H. Williams, and Dr. T. N. A. Jeff- 
coate to the chair of obstetrics and gynæcology in succession 
to Prof. A. Leyland Robinson. Hitherto professors of 
clinical subjects have continued in private practice, but to 
meet the growing responsibilities falling upon the medical 
school it has been decided to make these new appointments 
whole-time. Beds will be at the disposal of the new pro- 
fessor of obstetrics and gynecology at the Liverpool Maternity 
and Women’s Hospitals, and it is expécted that the professor 
of surgery will have beds at the Royal Liverpool United 
Hospital. 

Mr. Wells, who is 47, graduated MB with honours at the University 
of Liverpool in 1921 and, after holding a resident appointment at 
Ancoats Hospital, Manchester, he became lecturer in anatomy at 
McGill University. He returned to England as surgical registrar 
and senior surgical tutor at the Royal Infirmary, Liverpool, where 
he settled in practice as a surgeon. He is at present surgeon to the 
Liverpool Royal United Hospital, consultant to the Women’s 
Hospital, the Maternity Hospital, the Cheshire county council, and, 
in urology, to the Lancashire county council. He also lectures on . 
the practice of surgery at the university. His Manual of Surgery 
for Nurses appeared in 1938, and he has described an operation for 
high gastric ulcer and also written on tuberculous epididymitis. 

Dr. Jeffcoate, who is 39, is at present gynæcological tutor in the 
university. He took his MB Lpool with first-class honours in 1929 
and obtained his MD three years later. & fellow of the Royal 
college of Surgeons of Edinburgh and of the Royal College of 
Obstetricians and Gynecologists, he is on the staff of the Liverpool 
Maternity Hospital, the Women’s Hospital, and the David Lewis 
Northern Hospital. He was responsible for setting’ up new depart- 
ments of midwifery and gynecology in the Royal Infirmary, Wigan, 
Maternity Hospital, Wallasey. He has pub- 
lished papers on ovarian dysfunction and for his Blair-Bell lecture 
in 1938 chose the subject of uterine inertia. 


Institute of Laryngology and Otology 


A five-weeks’ course of lectures and demonstrations in 
laryngology, rhinology, and otology for postgraduate students 
—especially those taking part II of the DLO examination— 
‘will be held at the institute, 330, Gray’s Inn Road, Landon, 
WCl, from Oct. 29 to Nov. 30. 
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Royal College of Physicians of London pè 
On Thursday, Nov. 8, at 5 Pm, Dr. W. Russell Brain will 


deliver the Bradshaw lecture at the college, Pall Mall East, 


SW1. He is to speak on Speech and Handedness. 


Radcliffe Infirmary, Oxford 
Dr. Janet Vaughan, principal of Somerville College, has 
been appointed consulting hematologist to the infirmary. 


British Dental Association _ 
Mrs. Lilian Lindsay, Lps, has been appointed president- 
elect of the association. 


Ex-Services Welfare Society 

This society is holding a medical conference at the Royal 
College of Physicians of Edinburgh on Friday, Oct. 5. 
Prof. D. K. Henderson will take the chair at 10.30 am. 


Advisory Committee on Welfare of the Blind 
The Minister of Health has appointed Lord Rushcliffe to be 
chairman of this committee in succession to Lord Blanesburgh 
- who has resigned. 


Eugenics Society 

On Tuesday, Oct. 16, at 5.30 PM, at the rooms of the Royal 
Society, Burlington House, Pic cadilly, London, W1, Dr. 
W. Mayer-Gross will speak on mental health problems in a 
rural area. | _ \ 


Medical Women’s Federation ‘ 

The annual general meeting of the federation will be held 
today, Friday, Oct. 5, at the Imperial Hotel, Temple Street, 
Birmingham, at 7.30 pm. Afterwards Dr. Helen Mackay will 
speak on the Health Centre and a Child Health Service. 


Nursing Education 

The Liverpool Staffs Association, consisting of the honorary 
medical staffs of the nine Liverpool teaching hospitals, has 
recently passed the following resolution : 

This association express their deep concern with the increasing 
trend towards demanding of nurses too detailed a theoretical and 
scientific knowledge, to the discouragement of practical craftsman- 
ship. The members of this association believe that the qualifying 
standard for registration should be based very largely on practical 
experience and vocational training. For all higher and specialised 
forms of nursing, a further and. more scientific type of training 
should be demanded. 

Royal Society of Medicine i 

On Tuesday, Oct. 9, at 5 pm, Sir Percival Hartley, D SO, FRS, 
will deliver the Dixon lecture to the section of experimental 
medicine and therapeutics. He is to speak on international 
biological standards. On the same day, at 5.30 pm, Dr. G. W. 
B. James will give his presidential address to the section of 
psychiatry on psychiatric lessons from active service. On 
Oct. 10, at the section of comparative medicine at 2.15 PM, 
Mr. W. A. Pool, mrcvs, as his presidential address, will make 
a plea for the eradication of tuberculosis.in cattle in Great 
Britain, and afterwards Prof. Thomas Dalling, mrevs, and 
Mr. J. N. Ritchie, mrcvs, will demonstrate tuberculin and 
other materials used in this country and the USA in connexion 
with the eradication of bovine tuberculosis. At 4.30 PM, at 
the section of physical medicine, Dr. J. W. T. Patterson will 
give his presidential address on physical medicine in the Army 
and civilian practice. At the section of ophthalmology, on 
Oct. 11, at 5 pm, Prof. Arnold Sorsby will speak on penicillin. 
The clinical section will meet on Oct. 12, at 5 PM, to hear 
Mr. Dickson Wright’s presidential address on hysteria. 


Wellcome Directors 
Wing-Commander C. J. Hackett has been appointed 


director of the Wellcome Museum of Medical Science in’ 


succession to Dr. S. H. Daukes who is retiring after 26 years’ 
service. Dr. E. Ashworth Underwood has been appointed 
director of the Wellcome Historical Medical Museum and 
Library. 


Dr. Hackett took his MB at the University of Adelaide in 1927 
and his MD in 1935, and after holding a Jectureship in physiology 
there he came to this country to take the DTMW&H in 1930 and 
the MRCP the following year. As senior research fellow in tropical 
medicine to the Medical Research Council he published papers 
on yaws and syphilis in Australian aborigines. During the war he 
has held a commission in the RAFVR and he will take up his new 
appointment as soon as he is released:from the Service. 

Dr. Ashworth Underwood is a graduate in arts, medicine, and 
science of the University of Glasgow. Qualifying in 1924 he was 
awarded his MD with high commendation in 1936. He has held 
appointments in the public-health services of Shoreditch and Leeds, 
where he was also lecturer in public health at the university, and 
for the past cight years he has been MOH for West Ham. Dr. 
Underwood is secretary to the history of medicine section of the 
Royal' Society of Medicine and besides his published works. 
on epidemiology he has written on the French chemists and the 


earlier anatomist. He is at present collaborating with Prof. Charles- 


Singer in a work on Vesalius., 


NOTES AND NEWS 


[oct. 6, 1945 


_ Medical Society of London 


On Monday, Oct. 8, at 8:30 pm, at 11, Chandos Street, 
London, W1, Sir James Walton will deliver his presidential 
address on the ætiology of gall-stones. 


‘Society for the Study of Inebriety 


At a meeting of the society to be held on Tuesday, Oct. 16, 
at 4 pM, at 11, Chandos Street, London, W1, Sir Adolphe 
Abrahams will read a paper entitled A Laymen looks at 
Alcobol. : 

British Council Lectures in Scandinavia 

- Prof. E. C. Dodds, FROP, FRS, is visiting Norway, Sweden, 
Denmark, and Finland, under the auspices of the British 
Council, to lecture on cancer research and biological and 


medical subjects. 


Research Defence Society 

The annual general meeting will be held at 26, Portland 
Place, London, W1, on Friday, Oct. 12, at 3.15 pm. After- ` 
wards Sir William Savage will deliver the fourteenth Stephen 


- Paget lecture, on public health: and its debt to pexpermmontel 


medical research. 


Socialist Medical Aeeeeiation 
On Friday, Oct. 12, at 7.30 pm, at Friends House, Euston 


Road, London, NW1, Mr. F. Le Gros Clark, secretary of the 


Children’s Nutrition ‘Council, is to give an address entitled 
World Famine this Winter ? 


Royal Medical Society of Edinburgh 

Dr. Charles Hill will give the inaugural address of the 
209th session of the society at 8 pm on Friday, Oct. 12, on 
the future of medical practice. The meeting will be held 
at 7, Melbourne Place, Edinburgh, 1. During the session 
addresses will also be given by Mr. F. G. Gibbs, parodontal 
disease (Nov. 9); Colonel Walter Elliot, medicine and the 
State (Nov. 23); Dr. Halliday Sutherland, the life and work 
of Sir Robert Philip (Jan. 11); Prof. Dugald Baird, population 
problem (Jan. 25); Prof. H. Dryerre, physiology of sex 
hormones (Feb. 8); and Mr. K. Paterson Brown, the 
unexpected in surgery (Feb. 22). ' 


Return to Practice 
The Central Medical War Committee announces that the 
following have resumed civilian practice : 


Mr. W. BARCLAY, MC, FRCSE, 5, Murray Road, Huddersfield. © 

Dr. REX BINNING, 18, Brunswick Square, Hove, Sussex. ` 

Dr. LEONARD F. BROWNE, 9, Harley Street, London, Wl. 

Mr. C. W. GORDON BRYAN, 118, Harley Street, London, W1. 

Dr. I. G. W. HILL, FRCPE, 14, St. John’s Road, Edinburgh, 12. 

Mr. A. E. T ORRTIT,: OBE, FRCS, 3, Regent’s Court, Park Road, 
London, SW1. 


General Board of Control for Scotland 

Brigadier T. F. Rodger has been appointed a medical 
commissioner of the board in succession to Dr. A. G. W. 
Thomson who has retired. 


Dr. Rodger graduated BSc at Glasgow University in 1927 and - 
MB with commendation two years later. In 1931 he took the DPM 
and he was elected MRCPE in 1939. He was an assistant physician 
at the Edinburgh Royal Mental Hospital and assistant in psychiatry 
at the Johns Hopkins Hospital, Baltimore, before he was appointed 
senior assistant superintendent to the Glasgow Royal Asylum. 
In Glasgow he also acted as assistant consultant in psychiatry to 
the Western Infirmary, as physician to the Lansdowne clinic for 
functiona] nervous diseases, and as assistant to the lecturer in 


- psychiatry at the university. His publications include papers on 


effort syndrome, night blindness, and fibrositis. During the war 
Dr. Rodger has served with the RAMC and he is at present consulting 
psychiatrist to the India command, with headquarters at Delhi. 
Medical Films 

At a joint meeting of the Association for Scientific Photo- 
graphy and the Royal Photographic Society, held in the 
Hastings hall of BMA House on Sept. 24, Sergeant Clissna of 
the US Army Pictorial Service gave a talk on Medical 
Cinematography in ‘Kodachrome.’ After explaining the 
technical details of his mode of working, in which he stressed 
the need for sympathetic codperation between surgeon and 
photographer, both before and during the operation, he 
presented a film on Foreign Bodies in the Pericardium and 
Heart, which showed four operations for this condition. 


METHYL THIOURACIL IN THYROTOXICOSIS.—Pharmaceutical 
Specialities (May and Baker) Ltd. can now supply 4: methyl-2: 
thiouracil in tablets of 50 mg., 100 mg., or 1000 mg. packed in 
containers of 100 or 500 tablets. . 

PROFESSOR BONHOEFFER: A Correction.—On April 29, 1944, 
we published a notice of the death’of Prof. Karl Bonhoeffer, a 
leading figure in German psychiatry before the war. We are 
now happy to announce that the report was false: Professor 
Bonhoetfer is alive, in Berlin, and his family in England have 
had letters from him. 
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ON NOTHING IN PARTICULAR 
EXTRACTS FROM THE INAUGURAL ADDRESS TO STUDENTS 
OF THE LONDON SCHOOL OF MEDICINE FOR WOMEN 


Lord MORAN, MO, MD 
PRESIDENT OF THE ROYAL COLLEGE OF PHYSICIANS 


I sEE that those who have spoken to you before me 


have begun with Florence Nightingale or someone 


who has been a champion of your Rights. Surely that 
is not necessary at this time of day. We have gone 
far since the time when old Pritchard was professor of 
astronomy at Oxford and was known as the Heavenly 
Body, being the same shape as the sun and about the 
same size. He was prevailed upon to allow ladies to 
attend his lectures and he began by complaining that 
he had been traduced.. ‘‘ God forbid,” he said, “ that I 
should deny the light of His truth even to the meanest 
of His creatures.” 

I shall begin by warning you .against being too 
gregarious ; in this dreadfully overcrowded island, we 
live on the top of one another, until soon we shall all be 
made to one pattern. Once, when we were flying across 
the Atlantic, one of my companions said to me, “‘ Do you 
realise we are fifteen hundred miles from anywhere ? ”’ 
But we are not always so lucky. Even when we are not 
talking to each other, we sit there in tube or train behind 
our morning or evening papers, avoiding at any cost 


what Arnold Bennett called ‘‘ the intolerable effort of 
We are content to live on borrowed 


conscious thought.” 
thoughts. 

I cannot pretend that we teachers give you much en- 
couragement to think for yourselves. We have designed 
your curriculum so that you rush all day from pen to pen 
like sheep, and we bark at your heels like sheep-dogs 
marshalling their flock. You have never a moment to 


turn over in your mind what you have heard. And we 


have contrived an examination system which threatens 
to question you on any bit of this curriculum, however 
unimportant. I hear much about the shortcomings of 
the examinee, and little about the frailty of the exam- 
iner ; and yet how many examiners there are who set 
out to find what the student does not know, and, not what 
he does know. An examination is but a form of critic- 
ism, and no true critic, whether of book or play or piece 
of music, gets marks for being a destructive critic. He 
gains repute according to his skill in putting his finger on 
what is good and memorable. Ifthe examiner is out to 
find out what the student does not know, the student will 
take refuge in a smattering of everything, but if he felt 
that the examiner would search for something he knew, 
then he might be content to master something. 

Let us, however, assume that when you are qualified, 
you have learnt to think for yourself. Well then, your 
wits need not be long idle. At this moment the Govern- 
ment of the day is putting a fundamental question to the 
nation. Is the stimulus of the competitive life, with its 


_ prizes to the successful, the only, or even the right, spur 


pressing men and women on to give of their best, or will 
they do equally good work in a national service ? Ifyou 
have taught yourself to worry things out, you will answer 
without prejudice. The question put to you is nothing 
less than this : What is it which brings the best out of 
men and women ? 

It would be foolish to under-rate the part that the 
money motive plays in most people’s lives, and there is 


indeed nothing discreditable in making proper provision: 


for one’s family and for old age. Nevertheless, I think 
this part is sometimes exaggerated. In science you find 
men and women, some of the most critical of our race, 
working for salaries, often very modest salaries ; and they 
are perfectly happy because they are doing the work they 
want to do under the best conditions. What has 
appealed to men of science will, I believe, increasingly 
appeal to the younger men and women in our profession. 
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We must remember too that it is only yesterday that such 
a life has been open to members of our calling. .The 
Royal Commission of 1913 were critical of what they 
called ‘‘ Harley Street.” They complained that we were 
not making substantial additions to knowledge, and they 
advocated by way of remedy that there should be oppor- . 
tunities for an academic career in Medicine. So there 
came into being the unit system, with professors of 
medicine and surgery and obstetrics. The Commission 
thought that men would welcome a career which gave 
them more time for reading and for research and for 
keeping in touch with workers in other lands, and I 
believe that we shall find the younger generation more 
sympathetic to such conditions of life thaw we seniors 
have been. They will, of course, miss something which 
we got out of practice, but they may have to make these 
sacrifices in order to obtain the best conditions for a 
fruitful life. | 

Before I leave this question of how far men and women 
are prepared to work in a service, I will draw your atten- 
tion to what we have learnt in war, because it may havea 
bearing on what we plan in peace. I had written a 
little book and had given it to Mr. Desmond MacCarthy 
for his opinion. He was very helpful in criticism ; but in 
giving it back to me he did say, ‘‘ I do just wonder what 
people will think of a book written in the midst of a 
great war which is so largely illustrated from another 
war that happened over a quarter of a century ago.” 
Immediately, I was convinced that he was right and that 
nobody would read my book at all. But it did not- 
turn out that way; because that book was read by the 
men, or at least by some of the men, who fought in the 
last war and who found in its pages, brought back to life, 
an experience which they had not forgotten, which 
indeed they remembered with a certain nostalgia. 
That brings me to this question: Why do men so often 
look back on their war experience, with its-‘monotony, its 
discomforts, and its dangers, as one of the happiest times 
of their life? I think the answer is that it was a man’s 
life, a life from which men who were not men had been 
weeded out, and that they were doing something for a 
cause which could not possibly benefit themselves, except 
very indirectly. In short, it was an experiment in altru- 
ism, though they would never use that word : an experi- 
ment which has been astonishingly successful. And if 
this happens in war, why should it not happen in peace ? 
Anyone who can find an answer to that question will 
have made a signal contribution to the contentment of 
our people. 

I need scarcely counsel you not:to make a god of 
security, not to put safety first. When the spirit of 
adventure goes out of life, it is time to draw down the 
blinds. And don’t work too hard: don’t become a 
drudge. In general, men given great responsibility work 
too hard. ‘‘ Gandhi’s weekly day of silence for thought 
and prayer is an example to all Englishmen who hold 
power. Gandhi found he was ‘ losing mental freshness, 
spiritual power, and was in danger of becoming formal, 
mechanical, and devitalised.’’’ What I wrote with men. 
in my mind applies particularly to women. I am giving 
you this advice because I do not want your work to 
deteriorate, as it will if you dull your wits with long hours 
of toil. But remember you have only one life and ask 
yourself what it is that makes men and women happy. 
I suppose it is largely a matter of temperament. Apart, 
however, from the way you are made, it helps to do a 
job you like and to do it well, to be at peace with those 
with whom you spend the day. And leisure is a precious 
thing. I would have you build some sanctuary into 
which you can creep when the world seems a grim place. 

x * * 

It may be that you young people sometimes feel that 
the graces of life have gone and that beauty has been 
banished from the earth : you may even feel a sense of 
grievance that you were matched with these drab days. 
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There is something in this. But let me reassure you a 
little. A few days ago I was in the Italian Lakes in one 
of the most beautiful places in the world, and then only 
six hours later I was in my cottage at Harefield. I left 
my luggage and wandered into the meadows where the 
Jersey cows were flicking away flies with a whisk of the 
tail, while a soft wind blew gently through the tree tops, 
and when I looked up the rooks got up with a great caw- 
ing,a black cloud against the blue sky, and in the distance 
I could hear the sound of a mowing machine. And it 
came to me then at the end of my wandering that there 
is no place in the world which is a patch on England, and 
that with their tolerance, their good humour, and their 
fair minds, the graces of an old culture, there is no people 
half so civilised as our own countrymen. And after that 
great burst of brazen insularity perhaps I had better sit 
down. 


MILITARY PSYGHIATRIC CASUALTIES 
EXPERIENCE WITH 12,000 CASES 


HAROLD PALMER, MD MANC., MRCP, DPM 
LIEUT-COLONEL RAMC 


“In warfare the moral is to the physical as three is to one.” Napoleon. 


TWO-THIRDS of psychiatric battle casualties are due to 
impaired or broken morale. The successful rehabilita- 
tion of morale follows the principles of good ‘‘ man 
management.” Nevertheless it calls for specific qualities 
of skill, training, and experience which are only to be 
found in a psychiatrist. 

In these cases the will to fight, besides the capacity to 
fight, is impaired. However, the term ‘“ psychiatric 
casualty ’’ covers a class of military ineffective who is 
neither a deserter nor a coward, but should be regarded 
as a sick man with an illness of a different order from that 
usually met in our medical and surgical wards, where 
morale is not critically involved. . 


Ætiology 
The psychiatric casualty is met both in static and in 


active warfare, whether pursuit, sustained attack, or - 


retreat, and the clinical state varies somewhat with those 
conditions. Enemy action provokes breakdown much 
more often than does the most intense physical discom- 
fort. The incidence of psychiatric casualties roughly 
corresponds to the extent to which a unit is engaged, but 
is usually some 10% of all medical and surgical casualties. 
The psychiatric casualty is rarely wounded, though it 
must not be assumed that the wounded do not sometimes 
show nervous symptoms. On the whole, the type of 
man who deserts is not the type who appears in this 
group. Officers are much less affected than other 
ranks. | 

Most of these men have a hereditary constitutional 
predisposition to breakdown, with a history of previous 
minor neurotic traits and of emotional trauma in early 
life ; hence they may be classified as insecure persons 
who have always been dependent on their families. 
The precipitating cause often seems to have reactivated 
the pre-existing pattern associated in their subconscious 
minds with the previous nervous breakdown. The most 
common precipitating cause is the rea] or imagined ‘‘ near 
miss ”?; the most common contributory factor is the 
death of a close comrade or platoon officer. 

These men are connoisseurs in sincerity when being 
handled ; so more often than not we are studying a reaction 
to handling as much as a primary reaction to danger and 
stress. In a third of my cases the reaction to stress far 
outweighed in clinical and practical importance all other 
considerations ; in the other two-thirds, besides some 
degree of incapacity, an unwillingness to fight was 
predominant. In the first group the immediate cause 
of the man accepting the rôle of invalid is mental pain ; 
in the second it is breakdown in morale, which is not 
necessarily a matter of the individual but may concern 
the group. 


| Classification of Syndromes 
The following classification of battle reactions is based 


primarily on morale and includes four low-morale sub- 
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groups, classified as panic reactions, and four good-morale 
subgroups, classified as anguish reactions. It is based 
secondarily on the quality of the response to stress. 
This response assumes either an anxiety pattern or a 
dissociative pattern, or a mixture of the two responses. 
Anxiety responses are never 
biologically protective, 
whereas dissociative responses 
often are. Dissociative re- 
sponses tend to assume one Anxiety 
of two characteristic patterns: 
the central are the amnesic 
syndromes, while the peri- 
pheral are the motor and 
sensory hysterias. Further, 
the whole group is influenced 
by fatigue and privation, by 
the mode of handling before 
being first seen, and by the stage at which we first see them. 
The descriptive groups shown above are compounded 
from a study of 12,000 cases, most of whom were battle 
casualties seen within 72 hrs. of the casualty and at an 
advanced general hospital. . | : 
In all cases we are studying an equation relating com- 
batant capacity—i.e., the function which relates morale 
to constitutional endowment—to external stress. 
Suppose that a soldier is facing successive situations of 
increasing stress, and is equipped with a combatant capa- 
city which is similarly increasing. In the first syndrome 
we shall see him report sick fairly readily, and in the final 
syndrome we shall see him as a ‘ burnt out ”’ soldier 
succumb to his anxieties. Somewhere along the series 
we shall begin to’say that he is a sick man. The criterion 
of his sickness is the degree of anguish or psychological 
pain he has suffered. The objective sign of this pain is 
torpor. I therefore distinguish panic reactions from 
anguish reactions. The criterion of his morale is the 
readiness with which he accepts the rôle of invalid. 


‘Stress | 
Dissociation 


Central 


Peripheral 
(Amnesia) 


(Hysteria) 


Motor Sensory 


Battle Reactions _ 
PANIC REACTIONS 


Panic reactions constitute 65% of my material and 
are induced by the sight of fear, pain, or death in others, 
or by thinking of them. The soldier so affected has 
lost his power to control his emotional response. The 
reactions are reversible and subside without medical aid. 
I therefore do. not consider them as a true illness ; they 
do not show any degree of torpor. (These remarks do 
not imply any lack of sympathy, nor that I question 
the wisdom of evacuation or the scope for interference.) 
These panic reactions exhibit four subgroups, the first 
two being anxiety responses and the latter two dis- 
sociative responses. . 

1. Simple ‘‘ Wind up” or Loss of Grip.—The soldier 
who is exposed to action must sooner or later experience 
fear or grief of a degree which he finds difficult to bear. 
These emotions may reactivate patterns of earlier mental 
experience and response. At this point his behaviour is 
determined by his morale. If itis poor, he may cease to 
behave as an efficient soldier and may be a menace to the 
morale of his platoon, in whose interest he may be 
evacuated. This group constitutes 30% of my material, 
and is characterised by the disappearance of subjective 
or objective symptoms as soon as the men are out of sound 
of the guns. Treatment should be immediate and well 
forward and consists of commonsense restorative mea- 
sures, such as good sleep, hot meals, hot showers, and a 
change of kit. Final disposal is based on an assessment 
of their combatant capacity. A surprisingly high pro- 
portion of such men can thus be returned to duty. It. 
must be admitted that some will relapse, but this in no 
wise undercuts the justification or the proved success of 
sucha policy. The critical factors in handling this group 
are speed of attack, non-admission to hospital, and treat- 
ment well forward but just outside gun-range. 

2. “ Wind up” with Signs of Mild Anxiety : Scare.— 
This group is somewhat artificially, but none the less 
usefully, separable from the first group by the fact that 
it consists of a somewhat better type of man who has 
stuck it out longer and in consequence is beginning to 
show signs of true anxiety, in so far as his reactions per- 
sist for a little time after his removal from danger. He 
has been scared and shaken and requires more intense 
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and prolonged handling, even to the extent of a 3-day 
course of continuous narcosis. Such a man may con- 
veniently be handled at the CCS, and final disposal, 
although depending on an assessment of combatant 
capacity, may in some cases await his passage through 
a forward rehabilitation unit.. This group forms 15% 
of my cases. 

The two groups which follow are both examples of 
dissociation. These reactions constitute the alternative 
reaction to anxiety, but this does not imply that the 
series of reactions are mutually exclusive or independent. 
Dissociative reactions are biologically purposeful and 
self-protective, whereas anxiety reactions of the quality 

er discussion are neither purposive nor protective. 
These dissociative phenomena are otherwise referred to 
as the hysterias and contain two main subgroups, the 


- amnesic and the motor-sensory syndromes. . It must be 


assumed that in patients with these dissociative syn- 
dromes the threshold for dissociation is lower than the 
average for the community. The term conversion hys- 
teria implies an acceptance of the Freudian psycho- 
pathology. Consistent both with such views and with 
other views is the simple assumption that dissociative 
features anticipate the graver types of anxiety response. 
The nervous system solves the patient’s moral problem 
when exposed to danger by rendering him incapable of 
further action. In the low-morale group under discus- 
sion the amnesic syndrome is very questionable, and I 
usually refer to the phenomena as ‘false blackout.” 
Groups 3 and 4 constitute 20% of my cases. 


3. “ Wind up” associated with Vague Features of 
Dissociation : False Blackout.—At this stage the man is 
badly frightened and. may show signs of terror. These 
signs appear either as aimless wandering or active 
screaming or crying or as complete incapacity. Unless 
given immediate treatment such men may develop all 
kinds of histrionic and regressive forms of behaviour. 
Abreactive and resynthesising techniques in combination 
with sleep treatment may be indicated, but above all the 
men must be treated with firm and vigorous persuasion 
in their own interests. Failure to handle them efficiently 
at an early stage may lead to various gross hysterical 
manifestations which may prove chronic therapeutic 
problems. The claim of blackout or amnesia requires 
careful scrutiny, and is characteristically claimed in 
excess of the truth. ; 

4. Simple Motor and Sensory Hysteria.—This group is 
divided from the previous subgroup to draw attention to 
their prominent symptoms, which are some loss of motor 
or sensory function. In the low-morale series the dis- 
sociative mechanisms are only part of the total factors 
involved, and the loss of function is characteristically 
susceptible to rapid forms of reintegration by firm sug- 
gestion and persuasion. However, if they are allowed to 
stay untreated, all kinds of histrionic additions may 
develop. They must be carefully distinguished from the 
high-morale hysterias. These conditions are to some 
extent ‘‘ infectious,” and this fact probably explains why 
they were extremely uncommon in the 8th Army, with its 
facilities for rapid treatment. In fact, I had never seen 
some of the syndromes described by certain authorities 
until I was called to deal with a batch of men in Italy 
who had been evacuated from Anzio before the inception 
of a forward psychiatric unit there, and had been left in 
an obscure corner of a general hospital. | 

None of the above groups is associated with torpor, 
which is the safest objective evidence of the degree of 
mental pain existing. Where torpor is observed, we 
may assume the patient to be experiencing true anguish 
and to have been doing his best to control his anguish, 
and he can be classed in one of the following four 
subgroups. 

ANGUISH REACTIONS 


Anguish reactions constitute 35% of my material. They 
are beyond conscious control, are irreversible without 
skilled psychiatric interference, and have ceased to be 
topically determined. They are true illnesses. Morale 
is not critically involved, the cause of the patient’s having 
reported sick being intolerable mental pain ; in this sense 
the reactions are comparable with ordinary physical 
complaints. It is implied here that, where torpor exists, 


morale must have been average or high. Nevertheless, | 


this relationship is not invariable, because though the 
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torpor varies with the degree of anxiety, which in turn 
is usually connected with the state of morale, sometimes 
certain incidents may have a highly traumatic value for a 
given man at a stage of his military career at which his 
morale is still intact. l 

5. True Battle Dissociative States: True Blackout.— 
The soldier who is experiencing fear is in a highly recep- 
tive emotional state ; and, if at such times he experiences 
a ‘* near miss ” sufficiently intensive to make him believe 
he is about to be killed, a massive protective response in 
the form of a complete '“‘ blackout ’’ or dissociation of 
consciousness may be evoked. This interference with 
the stream of consciousness may be complete, so that he 
lies mute and still, or he may begin to sob. The more 
rapidly such a man is thoroughly reintegrated and 
abreacted the better. For these purposes ether may be 
indicated, and an opportunity should be given for 
emotional catharsis. This technique should immediately 
be followed by 24 hrs.’ narcosis. This group originally 
led to the term ‘“‘ shell shock,” and represents 10% of all 
my cases. Some of these patients had blast injuries to 
the tympanum ; therefore we cannot eliminate altogether 
the possibility of the existence of a true traumatic factor 
in this class of case. f 


6. True Battle Anxiety Reactions.—-This group of men 
either lacks the inborn capacity to dissociate, or the 
capacity to do so has a high threshold, which for conveni- 


ence we will assume has not been challenged by the - 


experience of a ‘‘ near miss.’ Moreover, the physio- 
logical accompaniments of anxiety, which are never 
primarily protective but are a form of preparedness for 


action, have ceased to have the exhilarating quality 


which they possess for the athlete or well-trained soldier 
of good morale, and further have ceased to be topically 
determined, so that the reactions do not subside with the 
removal of the stimulus. Such a soldier sooner or later 
begins to find it difficult to master his anxiety signs and 


‘symptoms ; hence during the whole 24 hrs. he is tense and 


in a condition of anxiety-preparedness. He has a well- 
marked startle reflex and a fine tremor, sweats exces- 
sively, and goes off his food and sleep. A vicious circle 
is rapidly set up, chiefly as a result of the loss of appetite 
and sleep, and his efficiency rapidly falls below the thres- 
hold of military requirements. e reports sick or is 
sent back and evacuated. Such cases are genuine and 
constitute true battle anxiety states. This is the man 
whom the Tommy calls “ bomb happy.” He should be 
regarded as a subchronic case, and if improperly handled 
is very liable to develop features of ‘secon hysteria, 
which are usually visceral in expression, but a particularly 
troublesome symptom is frontal headache. So wide- 


spread was this headache in the ME that it became known 


as ‘‘ Middle East headache” and appeared to have 
displaced effort syndrome from its former position of 
prominence. This secondary neurosis tends to chronic- 
ity unless vigorously treated. | l 

The correct treatment for this group is continuous 
narcosis. Correctly judged abreactive techniques may 


be legitimately applied, but these are very dangerous in — 


inexpert hands and may precipitate a true depressive 
illness. The course of sleep treatment should last 3—10 
days according to severity; convalescence is fairly 
gradual and rehabilitation prolonged. Such men rarely 
acquire their former standards of toleration for noise and 
danger. Nevertheless, such a man, efficiently treated, 
who is possessed of high morale, may return to full battle 
duties. Such men must be regarded as very brave and 
must suffer from much anguish in so returning to duty. 
This group constitutes 15% of my cases. 


7. Pseudo-confusional Syndromes : Acute Battle Torpor. 
—The man who is experiencing severe anxiety or grief 
may also be undergoing severe privation and fatigue. 
Many men in such circumstances experience a sense of 
“ survival guilt.” Approaching the end of his tether, 


such a man may experience a ‘‘ near miss ” or a situation _ 


which he cannot face. A massive diffuse dissociation 
takes place. These men are often found wandering, 
glazed, mute, and torpid, and are brought into the clinic 
in a bad physical state, severely dehydrated, and often 
with a mild pyrexia. Where dissociation is not complete, 
the picture is very like that of a tearful depression ; such 
a man should be put to bed immediately and given plenty of 
fluids, an enema, and a sedative. The next day he must 


~- 


_ 


phenomenon. 


Mariner. 
be sought, and occasionally some absorbing hobby. 
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be reintegrated with ether. Often it is necessary to use 
intense persuasion to shake such a man out of his torpor. 
This must be prosecuted with vigour, from which there 
is no danger, as this very genuine type of man is always 
an intensely grateful patient. Once he has regained full 
contact with reality and been given ample opportunity 
for a release of his pent-up emotions, he should be given 
narcosis treatment for 5 days. Convalescence should be 
prolonged to 3 weeks followed by rehabilitation. I never 
advise this type of man to return to full battle duty. 
This group constitutes the core of the problem under 
discussion, for whom the term “shell shock,’’ though 
from an administrative point of view undesirable, 
nevertheless conveys to the minds of many an adequate 
sense of the mechanisms involved. 


This syndrome simulates closely an acute schizophrenic | 


reaction and is often so diagnosed. It is very difficult to 
-diagnose other than from response to treatment in many 
-of the cases. - There is a very real danger of a depressive 
‘reaction supervening in such cases if they are not given 
an adequate course of sleep therapy. They constitute 
3% of my cases. 

8. Severe Battle Motor Hysterias.—We must now con- 
sider motor hysterias in men of high morale. This 
group is somewhat arbitrarily distinguished from the 
previous group, seeing that both groups may show severe 


degrees of torpor and anxiety, but the distinguishing 


feature is the existence of some prominent conversion 
On the whole the torpor of such cases is 
not so pronounced as in the preceding group. If aman 
is well trained and has high morale, he will continue to 


. tolerate cumulative strain not only well past the breaking- 


point of the average man but also well past his own 
innate stability. In the end dissociative features may 
come to his rescue in the form of gross tremors, stammer, 
tics, or paralysis. It will be seen therefore that this 
group requires careful diagnosis from the low-morale 
conversion hysterias. The two groups only. differ 
mechanically in respect of the level of consciousness at 
which dissociation has taken place. Consequently this 
group is harder to treat but, once treated successfully, 
tends not to relapse, so long as the men are not returned 
to forward line duty—i.e., so far as their behaviour in the 
ward is concerned, they are better clinical propositions. 
Moreover they do not exhibit regressive features and are 
likeable and grateful men. Treatment for all these 
cases is with ether followed by narcosis therapy. In 
giving abreactive treatment considerable care is necessary 
to establish therapeutic rapport. This group produces 
the most massive emotional catharsis during treatment 
and is characterised by having passed through the. most 
harrowing experiences. They constitute 2% of my cases. 


Campaign Reactions 


9. Campaign Neuroses.—The average man, if exposed 
to prolonged stress, will sooner or later begin to show 
evidence of strain. There are examples of this reaction 
in the finest of soldiers ; witness the effect of the retreat 
from Moscow on Marshal Ney, whom Napoleon described 
as the ‘‘ bravest of the brave.” These reactions, however, 
may declare themselves after a single exposure to pro- 
longed severe stress, and in such cases there is a curiously 


regular latent interval of about 6 weeks before the onset 


of symptoms after the end of the prolonged stress. These 
symptoms are in general those of the anxiety states, to 


‘which may be superadded phobic obsessional features or 


features of personality deterioration. l 
These men gradually withdraw from effective contact 


‘with all but their closest chosen intimates, with whom 


nevertheless they derive much solace, churning up their 
sense of guilt of survival in the manner of the Ancient 
Alcohol and feminine companionship will ae 

e 
reaction is perhaps best understood in terms of rumina- 
tive grief, and its main physiological expression is over- 
work. To their friends they are seen to have “ altered.” 
They are ill at ease in company, especially with strangers, 
strive to avoid any stimulus to their emotions, and may 


-show traits such as explosive anger or abnormal sexuality. 


Such men require prolonged psychotherapy, for which an 


initial course of continuous narcosis and very carefully 


judged abreaction may serve as a useful preliminary 


remedy, and they should not be discharged from the — 


service until they have had a chance to rehabilitate 
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‘rapidly declare themselves. 


reacts like the traumatic. 


‘has been made of specific symptoms. 
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themselves. Discharge from the service only adds to 

their sense of guilt. | 

` Only a narrow dividing line separates such men from 

true depressive reactions. They do not develop major 

hysterical complications but do tend to hypochon- 

driasis. These are undoubtedly conversion phenomena. 

The average well-trained soldier is likely to show signs of 
stress after 5 days of intense day-and-night fighting, and 

after 2 years of active service overseas. In practice the 

soldier will often date his demoralisation. from a particular | 


incident, such as the evacuation from Dunkirk, the 
sinking of the Lancastria, the evacuation from Crete, 
‘or the desert battles of November, 1941, to February, 1942. 
.This tendency, however, may simply be a form of pro- 


jection, the mechanism of which is most commonly seen 


‘in the neurotic who attributes all his troubles to a head 


injury. The campaign neuroses here described link up 


-with the true battle anxiety reactions, and the cases of 


“ wind up ” with signs of mild anxiety as a continuous 


‘series with evidence of greater or lesser degree of habit- 
‘formation. They constitute 5% of my cases. ; 


Miscellaneous Syndromes 


The nine syndromes described above include all the 
amnesic syndromes ; it has now been generally recognised 


that the claim of loss of memory is one which at all times 


should be accepted with the greatest reserve. Neverthe- 
less any man may establish unfair prejudice against 
himself by his exaggerated claims, and in most instances, 
especially where disciplinary action is involved, we must 
consider the initial period of 15 min. to 2 hrs., which is 
often genuine. A subsequent period of a few hours ensues, 
in which reintegration is taking place, during which 
it is extremely difficult to assess moral responsibility, 
and a final period may develop during which there is 
frank malingering. Under ether these 3 phases will 
Ether is also an indispens- 
able diagnostic technique in distinguishing the functional, 
the traumatic, and the schizophrenic case. The epileptic 
It is necessary to distinguish 
between the three broad divisions of men : those whose 
reactions are under conscious control, those whose 
reactions are on the borderland of conscious control, 
and those whose reactions are not consciously con- 
trolled. 

No detailed remarks on psychotic syndromes are 
offered. The importance of not mistaking certain- 
severely dissociated patients, who can be reintegrated in 
a few hours, from true schizophrenics has been men- 


tioned. True psychotic syndromes formed not more than 
‘2% of my material. 
‘exposure to military stress is not a cause of psychosis. I 
‘do not agree with this statement. 


It has often been alleged that 


There exists an acute 
paranoid state, with a good prognosis, characterised by 
visual and auditory hallucinations. This condition has 
to be distinguished from acute hysterical reactions in 
high-grade defectives and does not include fugue-like 
states met with in schizophrenics, which can be cleared 


up with ether. 


_ Symptomatology 


In describing my nine syndromes very little mention 
These can be 
classified as follows : i 


- Primary Symptoms of dissociation, or anxiety, or both ¢ 


Lack of concentration. Tics. ' 


Amnesia, Disturbance of special senses. 
Torpor. — Motor disturbances. | 
Pseudo-torpor. Sensory disturbances. 
| Stammer. t 
Diffuse anxicty and/or ` Lassitude. 
Depression. 
Insomnia Emotional instability. 
Battle dreams. | Feelings of unreality. 
Headache. Irritability. 
Dizziness. Hypersensitivity. 


Visceral disturbances. Fatigability. 


Secondary Hysterical Elaboration of Primary Features — 
These lead the patient to believe that he is a sick man. They 


constitute prolongation syndromes, which may in turn develop 
into fixation and hypochondriacal syndromes. 


Such a 
condition once installed is often labelled ‘‘ anxiety state.” 


ee 
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Tertiary Hysterical Formulation of Subjectively Felt Incapacity 
to Fight.—These features, more or less consciously formulated 
by the patient, constitute the main task of the military 
psychiatrist, which can be achieved only within the frame- 
work of a military rehabilitation centre. Prolonged stay in 
hospital over 21 days is nearly always harmful. 

Quaternary Conscious Formulation.—‘‘ I won't fight, because 
the Army has_.no right to expect me to.” . This may be ration- 
alised further as “‘ I’ve done my bit, now let others do their 
bit,” or ‘‘I would be of no use to my unit and would only 
break down again,” or “I never was an Al man,” and so forth. 
Treatment is entirely by rehabilitation. ` 

Personality Reactions.—These include compulsive features, 
alcoholism, abnormal sexuality, paranoid formulations, and 
chronic anxiety reactions. Treatment of these reactions 
requires prolonged and skilled psychotherapy in a base unit. 
They do not respond well to rehabilitation, but on the con- 
trary require prolonged convalescence.. Above all- other 
conditions met with in this field, they are a specific field for the 
occupational therapist. 


Symptomatology is only referred to briefly... We are 
not primarily concerned with treating symptoms, but 
with treating’ the patient and his disease. This disease 
is the soldier’s belief of incapacity to fight, which may 
become a quaternary formulation—‘ I ‘won’t fight ’”’— 
in faultily handled cases. In all our cases we must try 
to find why the man has accepted the rôle of invalid. 
This amounts to assessing his morale before his break- 
down, together with the degree of anguish involved. 
Much of our treatment is concerned with handling the 


‘patient’s concept of himself as a sick man in relation 


to our concept of him as a soldier with a further duty to 
his comrades. The psychiatrist must therefore resist the 
soldier’s attempt to convert the real problem into a 
discussion between him and the psychiatrist about his 
symptoms. Such an attitude is harmful to the patient 
and produces a hot-house atmosphere in any clinic in 
which it is encouraged, which militates against the 
principles laid down here. - 


- Psychopathology 


If x my thesis is correct, the underlying snthersey i is the 
psychopathology of demoralisation. The psychiatrist 
may, however, study the problem at any level of 
functional integration of personality which his interests 
dispose him to select. Demoralisation provides a field 
for very extensive study, which I do not feel competent 
to discuss. I nevertheless draw attention to the following 
contributory factors : 


. 1. Fatigue or privation may have undermined the 


soldier’s real or imagined capacity to carry on. This is 
what the soldier means when he says he is “ played out,” 


“ fed up,” or “ brassed off.” 

2. The physiological accompaniments of stress have 
caused the soldier to. feel that he cannot carry on, The 
signs of anxiety may or may not have passed the normal 
threshold which any soldier experiences ; but, when they 
have done so, they tend to assume an automaticity and 
persistence of response sufficient to justify the ‘term 

‘anxiety state.” When this happens, the soldier’s com- 
rades refer to him as “ ,pomb happy. > It is a condition of 
permanent “ wind up.’ 

3. A dissociation may have been induced which varies 
from. a massive incapacitating loss of function, for which the 
soldier is in no way morally responsible, to a minor degree of 
dissociation,, which the soldier elaborates more or less 
consciously as a means of justifying his “‘ throwing in the 
sponge.” The modern soldier refers to these phenomena as 
“ blackouts,” and where the original “‘ blackout ’ ’ has arisen 
in relationship to a near or fancied “‘ near miss °’ we have the 
origin of the term “‘ shell shock.” A distinguished clinician 
called these three groups “fed up,” “wind up,” and 
“ blown up.” 


Other factors are mentioned in the decision of 
prophylaxis (see below). Dominating all these factors are 
the importance of good leadership, the shock attending 
the loss of the boon companion, the importance of a sense 
of good support from all ground and air arms, and the 
sense of su a ET in weapons. 

It is perhaps not out of place to mention that in my 
experience the British Tommy has never neuareet the 


enemy as his equal as a fighting man, though admiring 
his courage. and discipline on many occasions, and he has 
confidence in his leaders, as shown by his respect for his 
officers and NCOs. Although inclined to criticise welfare 
arrangements, he has characteristically vented his grouse 
on the climate or commercial morality of the inhabitants 
of the country in which he has been campaigning. 

: In discussing the psychopathology of such a hetero- 
_ geneous group of syndromes it is very difficult to present 
a psychopathology which can be applied to the whole 
series ; hence a complete grade of. cases will be met, 
from the man in whom the loss of morale is the sole cause 
of a breakdown to the man whose bravery is not to be 
questioned. In this latter group attention has already 
been drawn to the ruminative grief associated with a 
sense of guilt of survival. 

Finally the symptom of torpor demands further study. 
This torpor has been noticed by several writers, and 
Gillespie + has drawn attention to the condition of accidie, 
as recognised by the early Christian Fathers, quoting St. 
John Damascene. The condition is not to be confused 
with apathy but more probably represents the inhibited 
emotion associated sometimes with anxiety, which so 
easily tends to pass over into a state of depression. 


Prophylaxis 


I questioned 150 men about which factors promoted 
and which impaired their morale. The factors promoting 
morale were said to be first and foremost the qualities of 
leadership in the officer, followed by such obvious 
factors as adequate rest periods, good support, rations, 
sleep, physical well-being, knowledge of the tactical plan, 
and reassurance that the task in hand was well within 
their capacity. ‘The Tommy appears to respect high 
standards of discipline on parade but dislikes spit-and- 
polish on other occasions. Bad leadership, no news from 
home, a sense of inferiority in weapons, bad support, and, 
curiously enough, a sense of inadequate medical arrange- 
ments were all mentioned as adverse factors. It appears 
that the death of his MO is more immediately symbolical 
of insecurity than any other single factor. 

It has often been said that there are no bad soldiers but 
only bad officers. I venture the suggestion that the 
weakest link in the British Army’s machinery is the 
relative neglect of the junior NCO. It seems to me that a 
man does not begin to feel himself responsible for morale 
until he has received his third stripe. 

Prophylaxis therefore consists in : 


l l. Selection of recruits.in conjunction. with personnel 
selection officers (PSO). 
2. Selective posting. 
. 3. The education of combatant officers in the principles 
_ of good man management. 
4. The training of all RAMC personnel in the correct 
methods of handling psychiatric cases. 


Lying behind all these considerations is good manage- 
ment. This term is not synonymous with, but neverthe- 
less includes, what is usually called welfare. , 


- (To be concluded) 


1. Gillespie, R. D. (1942) Psychological Effects of War on Citizen 
and Soldier, New York, p - 80. 


THe Third Handlist of Recent Medical Filme just 
published by the Scientific Film Association, lists another 
twelve good films, divided as before into two groups—Direct 
Teaching, and Background. Four films completed only 
within the last month or two are detailed, as well as an 
amateur film not previously available and two films prepared 
by the Services. This indicates that the SFA are obtaining 
recognition of their policy for making medical films. available 
more widely. ‘The list is available from the hon. secretary of 
the Scientific Film Association, c/o The Royal Eneerenne 
Society, 16, Princes Gate, SW7. 


THE synthetic vasoconstrictor, : Privine,’ iade by CIBA 
Ltd., is now available in this country in isotonic solutions of 
1 in 1000 or 1 in 2000 for application to the nasal mucous 
membrane. Privine is 2- (naphthyl- 1-methy])-imidazoline 
hydrochloride. Its decongestive action is said to last 4-6 hours. 
The makers recommend.that the dose should be restricted to 
2-3 drops in each nostril, and that treatment should not 
continue for more than 4-5 days at a time. 
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HEPATORENAL SYNDROME 
TREATED WITH CHOLINE CHLORIDE 


J. A. BARCLAY W. T. COOKE, MD CAMB., MRCP 

MB, MA, BSC ABERD. ASSISTANT DIRECTOR (ELECT) OF 

LECTURER IN PHYSIOLOGY, RESEARCH DEPARTMENT OF MEDI- 
UNIVERSITY OF . CINE ; MEDICAL REGISTRAR, 
BIRMINGHAM QUEEN ELIZABETH HOSPITAL 


. In 1939 Griffith and Wade noted hemorrhagic 


degeneration of the kidneys in young male rats fed on an 
alipotropic diet. Subsequent work by Griffith (1940, 
1941), Christensen (1940), and Gyorgy and Goldblatt 
(1940) showed that these changes were reversible and 
preventable with choline. Beattie (1944) has reported 
the beneficial effects of choline on kidney failure associ- 
ated with severe liver damage in man. In view of the 
importance of this observation, we are reporting a 
successful result in a man whose clinical and metabolic 
state was such that death was thought to be inevitable. 


- CASE-REPORT 


: Aman, aged 27 years. In childhood he had a mild jaundice 

for two weeks. Otherwise he was healthy, playing games 
vigorously, including boxing and Rugby football, until the 
time of his entering the Army, in category Al. There was no 
family history of jaundice. 

~- On July 17, 1944, he was admitted to a field dressing 
station in a severe anxiety and exhaustion state. He was 
given gr. 60 of soluble barbitone over 5 days, but he was still 
depressed, apprehensive, and self-reproachful. During the 
next 3 days he received phenobarbitone gr. 4, and in the next 
2 days, immediately before admission to a "Neurosis Centre 
on the 26th, he was given soluble barbitone gr. 30 and ‘ Sodium 
Amytal’ gr. 18. When admitted at 7 pm he was deeply uncon- 
scious, incontinent, with temperature 99° F, pulse-rate 120, 
respirations 22 permin. Corneal reflexes, and knee- and ankle- 
jerks absent. BP 70/? mm. Hg. No urine was obtainable. 
Picrotoxin 2 c.cm. was given hourly, and after four doses he 
returned to consciousness. 

July 27: passed 3 stools containing blood and mucus, and 
vomited six times. BP 130/90. No urine was passed. 

July 28 : restless with severe abdominal pain, vomiting, and 
hiccup. Dysentery was considered possible, so he was given 
sulphaguanidine 18 g. by mouth over 22 hours and 3 pints of 
glucose-saline intravenously. Blood-urea 20 mg. per 100 
e.cm. Red cells 6,260,000 per cmm. Hb 94%. White cells 
7600 per c.mm. No urine passed. 

July 29: still vomiting. Skin of abdomen jaundiced. 
Transferred to Queen Elizabeth Hospital under Prof. W. H. 
Wynn. At3 Pm conjunctive and skin jaundiced ; drowsy and 
uncodéperative ; tongue moist and coated; chest clear; BP 
130/70 ; pulse 72, good volume ; generalised ‘abdominal tender- 
ness ; liver and ‘spleen not palpable ; knee- and ankle-jerks 
present with fiexor plantar responses; arm reflexes absent. 
At 6.30 Pm severe hiccup, speech slurred ; stools almost pure 
blood ; Hb 86%. No urine passed. 

July 30 : . hiccup continually present with much nausea and 
vomiting of bloodstained fluid. Taking fluids well. Still 
very drowsy. Urine 2 drachms (containing moderate albumin 
with few red and white cells, no casts). 

July 31: persistent hiccup and vomiting. Stools loose, 
consisting of blood and mucus. Continuous intravenous 
glucose and saline drip started. Blood-urea 146 mg., serum 
bilirubin 3-2 mg. per 100 c.cm. Choline 2 g. given by mouth. 
Vomit 34 oz. No urine passed. 
` Aug. 1: still vomiting bloodstained fluid. Severe hiccup. 
Jaundice deeper. Bowels opened 8 times during the day. 
Given choline 5 g. by mouth and 2 g. at 6 pm in the dextrose 
and saline drip, covered by atropine gr. 1/75 six-hourly. No 
urine passed. 

Aug. 2: at 9.30 am passed 44 oz. of urine. Still vomiting. 
Bowels frequently opened with very bloodstained motions. 
Rather drowsy and moderately jaundiced. Some headache 
and severe hiccup. Passed 24 oz. urine at 4 PM, and further 
1} oz. at 8 pm. Blood-urea 255 mg. per 100 c.cm. Plasma 
CO,-combining power 36 vols. %. Serum bilirubin 16 mg. per 
100 c.cm. Choline 8 g. given by intravenous drip. Vomit 
4l oz. Urine 8} oz. (containing moderate albumin, and red 
cells). 

Aug. 3: hiccup continued most of the day with the patient 
sleeping between the exacerbations. Diarrhcea controlled 
with passage of first formed motion without blood, but very 
offensive. Asked for eggs and bread and butter, which he ate 


. took in. He had become anzmic. 


BLOOD-UREA 
mg. per 100 ccm 


Lr 
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and enjoyed. Blood-urea 290 mg., serum bilirubin 21-3 mg. 
per 100 c.cm. Plasma CO, 33 vols. %. Hartmann’s solution 
substituted for dextrose-saline. Choline 8 g. given by intra- 
venous drip. Vomit 174 oz. Urine 14} oz. (containing no 
albumin). I 

Aug. 4: hiccup still very troublesome. More jaundiced. 
Liver palpable, well below costal margin. Much abdominal 
pain and distension. Bowels open only once. Developed 
irritating generalised macular rash. Sodium citrate and citric 
acid mixture! given by mouth to counteract acidosis, in addi- 
tion to Hartmann’s solution. Methionine substituted for 
choline. Blood-urea .300 mg., serum bilirubin 18:25 mg. 
per 100 c.cm. Plasma CO, 30 vols. %. Choline 6 g. and 
methionine 4 g. given by intravenous drip. Vomit 10} oz. 
Urine 343 oz. (no albumin). 

Aug. 5: hiccup persisted. Drowsy and not taking anything 
except fluids. Slight recurrence of diarrhcea, but no blood. 
Blood-urea 340 mg. per 100 c.cm. Plasma CO, 25 vols. %. 
Given methionine 6 g. and Hartmann’s solution by intravenous 
drip. Sodium citrate and citric acid by mouth. Vomit 
12 oz. Urine 65 oz. 

Aug. 6: still drowsy with dark urine and soft dlaycoloured 
stools. Rash very irritating. Liver smaller. Hiccup still 
occasionally troublesome. Enjoyed tea for first time and had ` 
jam sandwiches. Bowels opened only once. Hartmann’s 
solution by intravenous drip ; sodium citrate and citric acid 
by mouth. Urine 91 oz. 

Aug. 7: taking citric acid mixture well. Liver back to 


costal margin. Bowels open twice with good deal of mucus. 


Blood-urea 285 mg. per 100 c.cm. Plasma CO, 50:5 vols. %. 
Serum bilirubin 2] mg. per 100 c.cm, Red cells 2,850,000 per 
c.mm. Hb 58%. Hartmann’s solution given by intravenous, 
drip. Urine 100 oz. 

Aug. 8: now beginning to take solid diet and smoked for. 
the first time. Still very jaundiced. Blood-urea 268 mg., 
serum bilirubin 18-3 mg. per 100 c.cm. ~ Plasma CO, 53 vols. 
%. Given Hartmann’s solution by intravenous drip. Urine 
90 oz. . 

Aug. 9: intravenous drip discontinued. Patient’s chief 
complaint now abdominal colic and distension. i 

Aug. 14 : methionine 10 g. given by intravenous drip in 500 
c.cm. of normal saline. Red cells 2,700,000 perc.mm. Hb 
54%. Blood-urea 165 mg., serum bilirubin 4-65 mg. per 100 
c.cm. BP 130/90 mm. Hg. 

Aug. 15: feeling extremely well; taking high protem and 
carbohydrate and low fat diet. 

At this stage the patient was excreting as much Suid as he 
Liver extract 4 c.cm. was 
given with only a moderate reticulocyte response. He still 
looked jaundiced and complained that his face was puffy, 


1. Sodium citrate 98 g., citric acid 140 g., water to 1000 c.cm. 
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METHIONINE 10g.1V. | | 


VOL.Yo n 
» OF A OT @ 
ooo0o°o 


CO2-COMBIING POWER 


© 


SERUM B/L/RUBIN 
mg. per 100 ccm. 


27 29 311 gee Pret 22g wR ere 
JULY AUGUST 


Fig. |—Blood findings. Choline was given by Se gad drip. 
Note time scale alteration after Aug. 7 


of hepatitis of any ætiology. 
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Fig. 2—Urinary excretion and fluid intake. Choline 24 g. intravenously 


by continuous drip. Methionine intravenously in 10 g. doses. Hart- 
mann’s solution given intravenously. White columns denote water 
intake. Black columns denote urine output. F 


though no œdema was detectable. On Aug. 19 he weighed 
9st. 8 lb. and within the next few days he developed a well- 
marked diuresis, his face rapidly became thinner, and from 
appearing rather plethoric and podgy he became a slim 


URINARY EXCRETION PER 24 HOURS. 


i | eS | ES | | | RI | Se 


| Aug. 2| Aug. 3| Aug. 4| Aug. 5| Aug. 6| Aug. 7| Aug. 8 
Chloride (g.) | 0-580 | 1-6 18 |82 |s-3 | 7-6 

Phosphate (g.) | 0-031 | 0-142 | 0-163 | 0-574 | 0-445 | 0-566 | 0-688 
Creatine (g.) | 0-027 0-158 | 0-176 | 0-288 | 0-925 | 0-176 | 0-288 


athletic-looking young man—so that on Aug. 29 he weighed 
8st. 51b. At about the same time as his diuresis he developed 
& ravenous appetite. Thereafter the patient felt in excellent 
health, but his metabolic studies were slow in returning to 
normal, and a further dose of methionine (10 g.) and finally 
choline (8 g.) was given to produce the final fall in blood-urea. 
On Sept. 19 inulin-clearance was 80:5 c.cm. per min. (normal 
100-120), diodrast-clearance 662 c.cm. per min. (normal 600- 
700), and renal blood-flow 1050 c.cm. (normal 1200-1500) 
with Tm I, (diodrast) 22 mg. per min. (normal 40-60). g 

Nocturnal frequéncy cleared up a week before his discharge 
from hospital on Nov. 9. Physical examination then was 
negative. Weight 8 st. 6 Ib. BP 145/90 mm. Hg. Red 
cells 4,670,000 per c.mm. Hb 96%. Blood-urea 39 mg., 
serum bilirubin less than 0:2 mg. per 100 c.cm. Colloidal 
gold test 33210. 


The outstanding points in the illness are the con- 
comitant rise of blood-urea and serum bilirubin, increase 
of acidosis, and partial restoration of kidney function 
(figs. 1 and 2). The electrolyte patterns (fig. 3) show the 
additional feature—increase of organic acids paralleling 
the increase of blood-urea. As will be seen in fig. 1, 
hemoglobin underwent a rapid fall during the acute 
stage of the illness, and in spite of weekly injections of 
crude liver extract was only 76% on Sept. 29. Serum 
cholesterol at the onset of illness was 205 mg. per 100 
c.cm., rising to 304 mg. seven days later, and thereafter 
falling gradually to 115 mg. shortly before discharge. 


DISCUSSION 


The cause of the failure of liver and kidney function 
in this patient is obscure. The previous attack of jaun- 
dice probably rendered him more liable to a severe attack 
In view of its prevalence, 
the possibility of a coincidental attack of infective hepat- 


itis cannot entirely be ruled out. Weil’s disease is also 
endemic on the Western Front, but the absence of any 
sustained fever and leucocytosis seems to be against this 
diagnosis. We have not found any record of picrotoxin 
causing severe liver damage. Jaundice. and hepatic 
degeneration have been described in barbiturate poison- 
ing and some of these cases have had renal damage 
(Sollmann 1942), and though liver damage of the degree 


‘seen in our patient is rare in barbiturate poisoning, this 


seems to be the most likely cause. | 

The initial finding of a blood-urea of 20 mg. per 10 
c.cm. on the second day of urine suppression, and 140 
mg. with a serum bilirubin of 3:2 mg. on the fifth day, - 
suggested that liver function was almost completely 
suppressed. The subsequent rapid alteration with 
therapy emphasises this. 

In spite of rapid return of urine output the blood-urea 
continued to rise, and a probable explanation is that the 
deamination power of the liver was then relatively greater 
than the kidney clearance. That kidney function was 
still very depressed can be seen from the creatinine ex- 
cretion on Aug. 6, when the clearance was approximately 
25 c.cm. per minute. The increase in the organic acid 
residue (fig. 3) is further evidence that liver function is 
exceeding the rate of recovery of the kidney. This type 
of picture usually indicates a fatal outcome. 

As will be appreciated from the case-history, the 
patient was critically ill with cholemia and kidney failure 
at the time choline therapy was instituted. From fig. 1 
it seems justifiable to conclude that choline was the 
causa] factor in the restoration of kidney and liver func- 


‘tion, which started within 12 hours of its initiation. 


That there was a probable lipotropic effect was demon- 
strated by the fall in CO,-combining power, the excretion 
of acetone bodies in the breath, and the rise in organic 
acids, due presumably to the liberation of fat from the 
liver. Furthermore, as was shown by the inulin and 
diodrast clearances, kidney function subsequently under- 
went a gradual and constant return towards normality, 
and, with the gradual fa]] of serum bilirubin, the same is 
true of liver function. 

The rôle of methionine is difficult to assess. The 
patient received 30 g. in divided doses in the ten days 
following choline. The first dose did appear to coincide 
with a further small] improvement in creatinine clearance 
and fall in blood-urea and with a pronounced increase in 
total and neutral sulphate. Subsequent doses had no 
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Fig. 3—Serum electrolyte patterns. Dotted lines show the normal . 
. total milli-equivalent values of serum. Black areas denote 
residual acids, including the phosphate and suiphate radicals. 
Milli-equivalents of calcium, magnesium, and potassium have been 
assumed to remain constant at 12. me 
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definite effect either on the metabolic picture or on the 
gradual return to clinical normality. | 

We do not feel justified to comment further on the 
changes in excretion of sulphates, chlorides, phosphates, 
and creatine. Ae 

The well-marked fall in hemoglobin might have been 
expected in view of the severe liver dysfunction. The' 
response, however, to crude liver therapy was not striking 
—indeed it is doubtful whether there was any real effect. 
The second dose of choline was associated with a slight 
fall in hemoglobin, and according to Davis (1944) choline 
itself produces an anzemia. It is not inconceivable, 
therefore, that choline therapy was the primary cause of 
the fall in red cells. 

Two points of clinical importance deserve emphasis. 
Intravenous choline therapy causes severe sweating, 
bronchial secretion, and painful abdominal cramps. 
For this reason it is dangerous in severely ill patients 
unless the bronchial secretion can be prevented. We 
used atropine in fairly large dosage. At no time was 
there any evidence of lung cedema, though the skin was 
moist. Abdominal cramps were not troublesome during 
therapy, and the subsequent distension and abdominal 
colics appear to be similar to those seen in the recovery 
stages of some hemorrhagic diarrhoeas. On the third 
day of choline therapy the patient developed a diffuse 
macular rash over the trunk, arms, and thighs, which was 
slightly irritating. It disappeared within 72 hours of 
ceasing the therapy. No side effects were noted with 
methionine. 
| SUMMARY 
. A soldier, aged 27 years, developed severe hepatorenal 
failure after receiving large doses of barbiturates for 
anxiety state. 

Treatment with intravenous choline, followed by 
methionine, resulted in recovery. 


We wish to thank Professor Wynn for permission to publish 
this case, and Sister B. Whitehead for her careful supervision 
and nursing. 
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THIS paper is written to stimulate closer and more 
accurate study of the bowel lesions in amoebic dysentery. 
The disturbing incidence of chronic bowel disorders in 
personnel returned or returning from the East demands 
from the profession as a whole a high order of com- 
petence in the handling of the dysenteries; the con- 
sequences for the patient and his or her immediate 
associates of inadequate diagnosis and treatment of 
amcebiasis are grave. 

At the outset it must be emphasised that, from the 
standpoint of diagnosis and response to treatment, 
amoebic dysentery presents itself in two strikingly 
contrasted forms—the fresh acute case, and all other 
types of case. This latter non-acute group comprises 
the chronic, the recurrent, and the ‘ low growling ” 
types ; its numbers are swelled by the many who remain 
long undiagnosed because practically symptomless. 

In the fresh acute case diagnosis by the routine stool 
test, carried out on admission in all dysentery wards, is 
quick and easy, and the prognosis is good. As a diag- 
nostic aid sigmoidoscopy is both unnecessary and 
(because painful) contra-indicated. There are few 
exceptions to this rule. Vegetative Kntameba histo- 
lytica will almost certainly be reported on the first or 
second day. l ‘ 

But other types of case are bafflingly hedged about 
with doubt and difficulty, and the approach to them is 
beset with pitfalls. A considerable degree of expertness 
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and experience is essential in the identification of cysts, 
repeated stool examinations are necessary, and efficient 
organisation of stool tests on a large scale with shortage 
of hospital staff is by no means easy. Moreover, in 
my experience, many patients-with stools reported as 
“normal” or ‘‘indefinite exudate only’’ come to light 
as cases of amoebic dysentery solely as the result of 
sigmoidoscopy. Added to this is the difficulty that. 
constipation is a not infrequent feature of recurrent 
amoebic dysentery, which further militates against a 

rapid laboratory diagnosis. 

Not only does sigmoidoscopy avoid delay in treatment 
in the non-acute case, but also it furnishes an important 
base-line for comparison with later sigmoidoscopies. 

But sigmoidoscopy has its limitations, and there is 
no doubt that sigmoidoscopy sometimes gives a negative 
result when there is active infection. higher in the bowel. 
If this point be kept in mind, the value of sigmoidoscopy, 
will be kept in its true perspective. In connexion 
with this, it is somewhat significant that the maximal 
incidence of the commonest lesion of amcebic dysentery 
(the pin-point crater described below) is 3—6 in. from the 
anus. Indeed, in over 500 sigmoidoscopies this lesion 
has never been observed so high as the point where the 
internal iliac artery can be seen pulsating against the 
sigmoid—i.e., about 74in. from the anus. This suggests 
that the organism has, by happy accident, a selective 
action in many cases on that part of the colon directly © 
visible to the physician. 

In the non-acute case the sigmoidoscope is so valuable 
that, besides cases with frank diarrhea, the following 
classes of patients who have lived in the tropics should 
be examined sigmoidoscopically : 


(1) Cases of sprue. 


(2) Any case at all suggesting amaboma of the bowel or 


pulmonary amoebiasis. 
(3) Refractory cases of allergic disease, gastritis, and head- 
ache. 


(4) Hepatomegaly and suspected liver abscess. 
(5) Unexplained loss of weight. ` 


So protean are the symptoms of amecebiasis, and often 
so slight, that mass sigmoidoscopy of all personnel from 
' the tropics would-be the counsel of perfection. 

Enthusiasm for sigmoidoscopy should not lead to its 
being overdone ; it should never be carried out without 
logical indication. For instance, at the end of a course 
of treatment it is well to defer this examination for 3—4 
weeks if the patient is symptomless, for it has been found 
that lesions which were present at the end of a course 
of treatment often disappear in a few weeks without 
further medication, suggesting that the standard treat- 
ments have a cumulative effect. 


CHOICE OF INSTRUMENT 


Often a proctoscope will give as much information as 
a sigmoidoscope. But it is in general wise to adhere 
to the one instrument, for the distance to which instru- 
mentation is possible or desirable will always be a matter 
of trial, and the proctoscope has no advantage over the 

‘sigmoidoscope for purely rectal examination. 

The instrument of choice is the plated sigmoidoscope 
of about #-in. diameter with proximal lighting, the 
average magnifying lens giving a magnification of 4-5 
diameters. This size is highly satisfactory for the 
examination of either sex. l 


THE NORMAL MUCOSA 


Before describing the lesions of amæœbic dysentery 
visible with the sigmoidoscope, it is convenient to- 
establish a clear conception of the normal mucosa. Any 
deviations from this, if corresponding to the lesions 
enumerated, are to be regarded as evidence of infection. 

The healthy mucous membrane, on close inspection 
by the stroking method described below, greatly resem- 
bles the surface of satin; it is not amorphous but a 
composite surface built up of just-visible gland-mouths. 
There is an occasiona] wrinkle over an underlying venule. 
This, and only this, can be passed as normal. Sigmoid- 
oscopy reports not infrequently lay stress on ‘‘ excess 
of mucus’’ or “some inflammation,” but these are 
irrelevant points often depending on the mode of pre- 
paration and the patient’s susceptibility to it. 
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‘TYPES OF AMCBIC LESION 


. The lesions described, if not actually ameebic in origin, 


which they almost certainly are, can accurately be referred 
to as ‘‘ commonly associated with amoebic dysentery.” 


In tropical practice any patient who has passed blood. 


in the stool and at some later date complains of one or 
other of the symptoms of amoebic dysentery, however 
protean, will as a general rule exhibit lesions. . 

In describing the appearances seen it is impossible 
to be dogmatic in labelling one or other of them acute or 
chronic, for in a disease whose onset is so disquietingly 
insidious, and whose symptoms are so misleadingly 
protean, the duration of infection is never free from the 
element of doubt. 

Classical ulcers.—These present an infinite variety in 
size, shape, and distribution, varying maybe fromtwosmall 


areas, 4 in. across, at 5 in. from the anus to almost total 


obscuration by ulceration, blood, and pus of the normal 
mucosa 2-8 in. from the anal margin. 

The *‘ unit of ulceration ” is the classical flat shallow 
depression with undermined congested edges and irregular 
contour tending often to a diamond shape. The slough 
covering the floor varies in consistence and in degree of 
staining with pus, blood, and fecal matter; most 
characteristic is a yellow purulent leathery membrane 
with bright blood oozing scantily from its cracks and 
edges. ‘The bowel therefore bleeds easily on instru- 
mentation, and a -bloodstained discharge may escape 
from the tube as the obturator is removed. 

One might go so far as to say that some 40% of pre- 
sumably acute cases, passing vegetative forms, will 
show from one to three }-in. classical ulcers between 3 in. 
and. 6 in. It would be misleading to make any more 
definite statement than that. The remainder will show 
grosser ulceration or various numbers of pin-point 
craters. | 

There is no correlation whatever between the duration 
of infection and the severity of ptoms, on the ‘one 
hand, and the extent of ulceration. In an intelligent 
nursing orderly, long experienced in the nursing of this 
disease, who E no symptoms beyond occasional 
looseness of the bowels, and in whom sigmoidoscopy was 
done as an almost excessive precaution, the last 6 in. 
of mucosa, presented nothing but gross destructive 
shreddy ulceration ; sigmoidoscopy was not painful. 

The valves, particularly their free edges, may be 
involved with or without other parts of the visible bowel. 


The classical ulcers are quite characteristic and — 


unmistakable. They respond with great rapidity to 
emetine. If re-examined on the 4th or 5th day of 
treatment, the mucosa usually reveals an almost magic 
transformation-scene; great areas of gross slough will 
be found to have been removed, exposing normal 
mucous membrane dotted here and there with larger or 
smaller colonies of pin-point craters in the average case. 

Yellow-headed. ulcers.—These are a subvariety of the 
classical ulcer, being a bright shiny homogeneous slough 
covering in the ulcer floor and resembling a pustule 
about to break down. Sometimes they are widely 
scattered and extensive ; sometimes the only evidence 
of infection consists of two small (4-in.) circular “‘ pus- 
tules ’’ at perhaps 6 in., the remaining mucous membrane 
having an entirely normal appearance. They usually 
respond readily to treatment. | ; 

Péin-point craters.—It has-been seen above that the 
healing classical ulcer generally leaves behind a colony 
of pin-point craters. I have used this term:to indicate 
the minute central dark dot which, surrounded by its 
heaped edge, constitutes the small circular structure so 
commonly found in amoebic dysentery. 3 

These craters, just visible without the magnifying 
lens of the instrument, can only be readily detected by 
the stroking method described below. Oblique illu- 
mination shows them up as strikingly reminiscent of an 
aerial photograph of bomb craters on an airfield ; they 
have also been likened to photographs of the craters 
on the surface of the moon. . 

The average diameter. of .a whole crater is about 
1—2 mm., but they may be bigger or much smaller. 
With a tube of #-in. diameter some 3-8 craters will be 
seen in one field. They are most generally distributed 
3—7 in. from the anus; the valves are often affected, the 
free edge of one valve often showing a single crater. 


They may be so few.as to take a minute or two to find ; 
perhaps two colonies of 5 or 6 craters at 6 in. are the sole 
evidence of infection. On the other hand, in many a 
case the whole visible bowel is peppered with small 
craters; in such cases there is attendant congestion 


and granularity affecting the mucosa generally, but when 


the ROS are few the intervening mucosa appears 
normal. 
` The colour of the craters is the same as that of normal 
mucosa though somewhat paler. The consistence is 
definitely warty, the manipulator being able to feel the 
tube slipping over the larger craters. One would thus 
not expect scrapings to yield pathological evidence of 
interest, and this is in practice the case. | 
Final evidence of the craters being specifically amoebic 
in origin is extremely difficult to obtain, but I am 
convinced, from several hundreds of cases, that their 
presence may, as a working hypothesis, be taken to - 
indicate the existence of active’ amoebic infection. 
Certainly they do not represent a final stage of healing 
or scarring. It is very desirable that further evidence 
of stiology should be obtained from the sectioning of 
pin-point craters found post mortem in patients dying 
from causes other than dysentery ; in the past, attention 


. has been too narrowly focused on the pathology of fatal 


cases of amoebic dysentery, but the lesions of fulminating 
amosbiasis form quite a separate study from those of the 
non-acute type which cause such widespread chronic 
invaliding. | 

It is a remarkable fact that the standard works onthe 
dysenteries make no reference, so far as can be ascer- 
tained, to these crateriform lesions. 

Although the craters have in many cases been seen to 
disappear, they are in the main very refractory to the 
standard treatments. They thus bear one of the ball- 
marks of chronic amoebic dysentery. 

The disappearance of the craters is most often noted 

when they follow an acute attack with vegetative 
amoebee in evidence or in mild non-acute cases. In the 
process of healing they become gradually smaller, losing 
the central pin-point depression and resembling flat- 
topped cutaneous warts- before finally disappearing. 
- Pigskin appearance.—This name, suggested by Major 
R. Kemball Price, is highly descriptive. A number of 
cases present a mucosa normal except for minute scat- 
tered pits, such as might be produced by pinpricking a 
‘ Plasticine’ surface. Pigskin appearance may be seen 
in association with classical ulcers, pin-point craters, or 
following the disappearance of either; there can be 
little doubt of its amoebic nature. It is very persistent 
but has been observed to disappear in rare cases. 

Granular surface.—Granularity of the surface of the 
mucosa intervening between ulcers or craters is often 
seen; probably amosbic in origin, it has little special 
significance and recovers pari passu with the accompany» 
ing lesions. . 

Healed amebic ulcers.—In many a case that has been 
diagnosed early and fully treated all lesions disappear 
leaving no trace; the satiny mucosa is completely 
restored. Other successfully treated cases show, on 
close inspection, slightly depressed glistening areas 
where the original ulcers existed. They are yellowish 
pink and devoid of mucous glands. 

In certain very chronic intractable cases the mucosa 
gives a devitalised pickled impression, the colour tending 
to mother-of-pearl, the valve edges being’ blunted and 
scarred. 

- Artefacts.—With care and gentleness the lip of the sig- 
moidoscope will rarely injure the mucosa. When this does 
happen, a semicircular cut or more extensive abrasion results. 
This does no harm but causes unnecessary pain. A further 
reason for avoiding such traumata is that they confuse the 
issue by greatly resembling the isolated bleeding areas seen 
in some cases of bacillary dysentery. | 


TECHNIQUE | ; l 
With correct technique, and in the absence of piles, 


- acute proctitis, &c., sigmoidoscopy is a painless and very 


minor procedure. Wide divergencies of practice exist 
at present. The technique recommended is as follows : 

Sigmoidoscopy room.—The atmosphere of the operating- 
theatre is to be studiously avoided. It is essential that 
the reputation of sigmoidoscopy among the patients 
in the dysentery ward should be that of a trivial and 
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unalarming procedure, which indeed, if properly carried 
out, itis. The most evident reason for this is the annoying 
degree of spasm, greatly interfering with easy and pain- 
less examination, which develops in the nervous case. 


‘A soldier patient recently invalided from India describes 
his subsequent experiences as follows: ‘The preparation 
for the sigmoid was a lot different to India. There I was 
starved for two days. I had two soap enemas and washouts. 
On top of that they shaved me back and front, and to top 
it all they carried me to the operation on astretcher.’? Com- 
ment is superfluous. 


Ideally the room used should be situated at one end 
of the dysentery ward. There should be a waiting- 
room attached, where a matter-of-fact atmosphere is 
engendered by the provision of light literature. Sig- 
moidoscopy is carried out on a wooden table 3 ft. long, 
8 ft. wide, and 3 ft. high, covered with 4 layers of blanket, 
a sheet, and a towel. 
` Preparation of patient.—If sigmoidoscopies start at 
9.30 AM, enemas are given as follows : 


7.30 AM 


half-strength soap enema 
8.00 AM 


. 24% sod. bicarb. enema 


This method is found to give almost 100% clean pre- , 


paration, and no restrictions or elaborations are called 
for, except that breakfast should be dry and light. 
Additional washouts not only render the preparation 
less effective but also are an unnecessary ordeal for the 
patient. 

Sedation is contra-indicated. There could be no 
greater error in technique than the giving of morphine. 
_ Position of patient.—This should be genupectoral in 
either sex, unless the patient is too weak, in which case 
the left lateral is best. ‘‘ Hollow the back and place 

. your knees and feet fairly wide apart. Breathe through 


your mouth, bear down against the instrument, and tell | 


me at once if you begin to feel pain.” It is usually 
possible to find an artistic patient who will make a 
drawing of the position from the side which will help 
other patients at their first sigmoidoscopy. 

Preparation of sigmoidoscope.—Between cases, the 

tube and obturator are cleaned, and boiled for 5 min. 
They should be used warm and lubricated. , 
_ Passage of sigmoidoscope.—After the first 2 in., aim 
for a point 1 in. deep to the left posterior inferior iliac 
spine. Do not attempt to pass the tube-cum-obturator 
beyond the 4-in. mark, and never continue insertion 
with obturator if pain results, but pass over at once to 
visual control, whereby the tube can be guided through 
the lumen so as not to traumatise the mucosa. Care 
rather than skill is required. : 

In general, it is best when passing the tube up the 
bowel to concentrate on correct manipulation, and when 
withdrawing it down the bowel to carry out the detailed 
study of the mucosa. Cases in which fæces or enema 
fluid obstruct the view should be deferred to another 


y: l 

No useful purpose is served by passing the tube to its 
limit if sufficient pathological evidence has already been 
found at lower levels. ; 

Spasm should never be overcome by instrumental 
pressure ; it nearly always passes off if one waits for a 
few seconds. Air injection is very seldom helpful. 
Observation of lesions.—Little skill is required for the 
gross: lesions, but the finer pathological changes, par- 
ticularly the pin-point craters, call for careful technique. 
For these, it is esseritial to use the stroking method, 
whereby the mucosa is examined by oblique illumination. 
This is achieved by gently tensing the bowel wall with 
the lip of the tube. The tube is held a little sideways 
against thé area of mucosa under inspection, and so 
manipulated by slight change of angle and slight with- 
drawal that the mucosa slowly slips away under oblique 
illumination, passing in review as it goes. 

After sigmoidoscopy, the patient should as a rule be 
informed of the result, since documentary evidence 
often becomes mislaid or unavailable, and any know- 
ledge of the previous state of the bowel at future sig- 
moidoscopies is of great value. 


One of the greatest advantages of the simple technique 
described is that it.enables twenty or more sigmoid- 
oscopies to be done in a morning without throwing undue 
strain oni the ward staff. In this connexion, it is essen- 
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tial to have an enema room adjacent to the ward, where 
all preparations and therapeutic washouts and enemas 
can be conveniently given. Even retention enemas can 
best be given here, since almost all patients can walk a 
few yards thereafter without undue discomfort. This 
gives a great saving of labour for the ward staff. 

' The most careful. supervision is necessary in the 
enema room to ensure prevention of cross-infection. 


SUMMARY 
The value of sigmoidoscopy in amecebic dysentery is 
discussed. i 


The normal mucosa and the different types of amcebic 
lesions are described. ; 


e commonest ameebic lesion is the pin-point crater, 

usually seen 3—6 in. from the anus. | 

The technique of sigmoidoscopy, including the pre- 
paration of the patient, is described. 
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PENICILLIN has been available in the British Libera- 
tion Army (BLA) for skin conditions on a wider scale 
than ever before in the British Army, and several 
thousands of cases have been treated with it. It is felt 
that this experience should be recorded, even though it 
has been difficult under active service conditions to 
obtain well-controlled series of cases. In the early 
days penicillin was restricted to conditions which were 
essentially infections—e.g., impetigo, ecthyma, folli- 
culitis, and possibly sycosis. Later, when there was 
more penicillin, it was used to deal with the infective 
element in septic eczema, seborrhoeic dermatitis, sul- 
phonamide dermatitis, &c., and parenterally for boils, 
carbuncles, &c. 

TECHNIQUE = . 


` Penicillin spray, as originally suggested by Taylor 
and Hughes (1944), has been used in most CASEN, The 
simplicity of this treatment is one of its greatest assets, 
especially when large numbers of patients are being 


handled. The patients were usually sprayed three 


times a day with an ordinary throat-spray; more 
frequent sprayings have been tried, but they did not 
seem to produce any better results. Major P. H. 
Taylor, working in a camp reception station, treated 
a number of outpatients twice daily with spraying ; 
the results were good but not so good as in men admitted 
to hospital and treated three times a day. 

A solution of 200-500 units per c.cm. has been used. 
With a strength of less than 200 units per c.cm. the 
failure-rate increases, but no advantage seems to be gained 
by increasing the strength above 500 units per c.cm. 
The use of too strong a solution may even lead to sensi- 
tisation or at least irritation ; Michie and Bailie (1945) 
reported such a case but would not assign a definite 
cause. The solution is easily prepared, even in forward 
units, by dropping a tablet of penicillin (5000-10,000 
units) into 25 c.cm. of sterile water ; this small quantity 
is rapidly used up, so there is little danger of its becomin 
inactivated. For skin departments in hospitals the 
solution is prepared daily in the laboratory. 

Penicillin emulsion has also been used, made up with 
30% ‘Lanette wax SX’ in water and containing 200— 
500 units per gramme. . It is effective in the same types 
of conditions as the spray but is particularly useful im 
infected weeping areas which need a dressing. Occa- 
sionally, even in a simple impetigo, the emulsion may 
produce folliculitis ; this is due to the base rather thara 
the penicillin and occurs more often if there is any soft, 
paraffin mixed with it. 


To estimate the utility of penicillin emulsion for out- 

. patients, Taylor and Hughes (1945) tested some which haca 
` been handled just as a patient would do—i.e., it was carriecq 
in a box in the pocket, and each day it was opened and a 
non-sterile finger put into it. They found that after aa 

- fortnight the potency of the penicillin had only beera 
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reduced by 30%. 
who showed that modern samples of penicillin deteriorated 
more slowly, both in solution and in emulsion, than did 
older ones. 


We have used penicillin emulsion successfully in out- 
patients in suitable cases, and this will probably be the 
method of choice in civilian life; but im the Army, 
where a soldier with any degree of skin infection is 
admitted to. hospital, spraying is more convenient. 

Parenteral penicillin.—Penicillin has only recently 
been used parenterally in skin conditions; hence it is 
difficult to assess its results. It has been useful in 
carbuncles, severe or recurrent boils, severe streptococcal 
infections round the ear, &c. e usual course has 
been 40,000 units followed by 20,000 units at three-hour 
intervals; up to about 500,000 units. Two cases of 
Rosenbach’s erysipeloid successfully treated with peni- 
cillin given intramuscularly have been recorded by 
Hodgson (1945). a 

'  . IMPETIGO 

The number of cases of impetigo in BLA runs into 
thousands. The results obtained with penicillin have 
been better than we have seen with any other form of 
treatment. It might be objected that the soldiers in this 
army were a selected group and likely to respond well to 
any form of treatment once they had been admitted to 
hospital. This may be partly true, but it is not the whole 
story. In the early days of the invasion one saw many 
cases responding slowly to treatment in hospitals using 
the old methods; when these men were transferred to 


a hospital where penicillin was used they were cleared 
rapidly. Later, when all hospitals had been instructed 


“a a use of penicillin, the quicker turnover was noted 
y Dll. , 

Treatment.—On admission the crusts should be cleaned 
off and the hair cut short over any scalp lesions before 
starting the spraying; thereafter the crusts are left 
untouched, but it is important that the patient should 
shave each day. At first, patients were discharged 
directly the crusts dropped off, usually after about 
7 days, but a considerable number relapsed on returning 
to their units. This was largely prevented when the 
men were retained for a further 48 hours after the lesions 
had dried up and a mild antiseptic used, such as 2% 
ammoniated mercury in Lassar’s paste or lotio cupro- 
zincica (NWF). It seems probable, though this has 
not been investigated bacteriologically by us, that. 
penicillin does not destroy all the organisms, and that, 
once its influence has been removed, the survivors can 
again flourish, provided the soil is suitable. 

The improvement with penicillin is usually striking ; 
if a patient is not almost clear in 5 days, it is probable 
that he will not be cured by penicillin. There is evidence 
to show that penicillin-fast strains may be produced if 
penicillin is used for more than about a week ; if, there- 
fore, a patient is not clear in that time, the treatment 
‘should be changed. 

The conjunctivitis which is sometimes associated with 
impetigo also does well with penicillin either sprayed 
directly at the eye or smeared on the eyelids as the emul- 
sion. In either case the danger of sensitisation from 
‘ Albucid ’ or from boracic lotion, &c., is avoided. 


TABLE I—COMPARISON OF TREATMENTS OF IMPETIGO 


| Average time 


Series Cases Failures of cure Treatment 
i (days) 
F.F.H. (BLA) 141 9 8-5 Penicillin spray 
G.A.H. (BLA) 63 4 8-8 $ 
Total i 204 13 (6:4%) 8-6 ee 
F.F.H. (UK) 100 fy | 13-7 5% sulphathiazole 
Various (UK) | 6000 + 11% 11-3 Microcrystalline 


| su] phathiazole 


Results.—A series of cases of impetigo was treated 
with penicillin spray followed by a day or two’s treat- 
ment with a mild antiseptic. These were unselected 
cases, many very severe, but those showing such com- 

lications as otitis media, seborrhceic or sulphonamide 

titis were excluded. A man was not described 
as cured till he was written up for discharge with his 
skin apparently normal. No large control series is 
available in BLA, but the results of 100 similar cases 


This confirms previous work of Hughes, ~ 
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treated with 5% sulphathiazole emulsion in England are 
recorded (table 1); we have also given the figures of a 
very large series treated with microcrystalline sulpha- 
thiazole, the most effective form of treatment before 
penicillin was used. The results from other dermato- 
logists in BLA were almost identical. Penicillin spray 
does therefore appear to be significantly better than 
sulphathiazole. | T 
Causes of failure.—Bacteriological investigations have 
not been carried out on many of these cases, but it is 
probable that in some we have been dealing with organ- 
isms which were, or became, penicillin-resistant. In an 
attempt to deal with such organisms a mixture of 
penicillin (500 units per c.cm.) and ‘ Merthiolate”’ 
(1/1000) was used, after Major Hughes had shown that 
penicillin was stable in such a solution. a 


' TABLE II—IMPETIGO TREATED WITH PENICILLIN AND 
MERTHIOLATE 
Series Cases Failures ev ereee days, 
¥.F.H. .. 31 3 7-4 
G.A.H... 54 7 6°7 
Total 85 10 (12%) 6-9 


The results (table 11) do not show any fewer failures 
than with penicillin alone. It is probable that the main 
cause of failure is not the penicillin-resistance of the 
organism but the make-up of the patient. Many of the 
patients who fail to clear with penicillin also resist 
other treatments ; they have often a history of previous 
attacks and are apt to relapse even when apparently 
cured. The lesions often affect the so-called seborrhosic 
sites—e.g., the eyebrows, ears, scalp, &c., and there may 
be folliculitis of the beard area. We are convinced that 
the seborrheic background plays a very important part 


`~ 


and impetigo-like lesions. 


‘in the development, course, and prognosis of impetigo 


ECTHYMA 


Ecthyma occurs much more often in the Army than 
in civil life. It affects chiefly the legs, sometimes also 
the arms, and appears as little crusted ulcers which 
ooze pus from under the crust. ' When treated with 
gentian violet, &c., the ulcers will apparently heal over, 
but in a few days they break down again. In our 
experience ecthyma has beer a difficult condition to 
cure consistently even in hospital, though some cases 
clear quickly with any treatment once the patients are 
in bed. We treat our cases by washing the legs daily 
with soap and water, removing any large crusts, and 
spraying three times a day with penicillin; the legs 
are left bare under a cradle, unless there is a lot of 
discharge. After about 6 days the lesions are: clean 
and healing, and they are then treated with 2% ammoni- 
ated mercury in Lassar’s paste or cod-liver-oil ointment. 
The results were as follows : i 


Total no. of cases 3% aa ie a 45 ` 
Evacuated in an emergency (7th and llth days) .. 2 
Average days for cure (43 cases) M “ies 12:3 
Average days on penicillin .. ih 5 6-1 


The average time in hospital for ecthyma in the UK 
in pre-penicillin days was 30-1 days. We are voicing 
the general opinion of dermatologists in BLA when we 
say that we have never seen cases respond so quickly 


. and so consistently to any other form of treatment. 


SYCOSIS BARBÆ 


Sycosis barbæ initially responds well. to penicillin, 
but one can only speak of a cure when the patient 
remains permanently clear, and we have been unable 
to follow up our cases. Nevertheless one is often told 
by patients after a few days’ treatment that they are 
already better than they have been for months or even 
years. 

-~ Preatment.—The penicillin is sprayed on for about 
7-10 days—rather longer for sycosis than for impetigo. 
At the end of this time there is usually a well-marked 
improvement and the treatment is changed to ‘ Quinolor 
compound ointment ’ or lotio cupro-zincica. To prevent 
relapses the patient is told to continue this application 
for a month. Some patients have been given penicillin 
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emulsion. on discharge, or if they have later shown a ` 


tendency to relapse, and the condition has been kept 
under contro].. Recently we have been using the emul- 
sion more often in the initial treatment with good results. 

Nasal infection is often present in chronic sycosis ; 
in an attempt to deal with this, parenteral penicillin has 
been used a few times, but the results do not seem to be 
any better than with local penicillin alone. It is prob- 
able that an underlying seborrheeic state is an important 
factor in the resistance of both the sycosis and the 
sinusitis. 

_Resulis.—The following results were obtained .in 27 
cases admitted to one hospital from October, 1944, to 
March, 1945. All had typical chronic sycosis of at 
least 3 months’ duration, and some of many years. 
All patients discharged to duty were free from pustula- 
tion, with the skin apparently normal though sometimes 
a little red. Most patients had been treated before by 
various methods with little permanent effect. 
admission they were treated with penicillin spray for 
about a week, followed by quinolor compound ointment, 
lotio cupro-zincica, or 5% sulphathiazole emulsion. 
The results were as follows : 

l Total no. of cases si Ae ae zs ae. at 
Evacuated to UK : 2 
Transferred elsewhere for ENT treatment . : 3. 
Transferred elsewhere in an emergency eee Sz 3 
Returned to unit a os sis .. 19 
Average days for cure (19 cases) o ver -» 15 
Average days on penicillin .. ia 7°6 


The average time of stay in hospital of patients with 
sycosis in the UK in 1943 was 36:2 days. 
Although we have no control series, the immediate 


results are superior to any we have previously obtained. 


in this notoriously difficult condition ; actually many 
soldiers provided their own control in the length of time 
they had been unsuccessfully on other treatments. It 
is certain, however, that many of these cases will relapse, 
and one cannot say whether they will always continue 
to respond to penicillin ; the few relapses we have seen 
were pasil controlled by more treatment. 


BOILS, 


With boils it is impossible to give statistical evidence 
of any value, and we merely state our impressions. 
Penicillin spray does not do any good in real boils, 
though it does help in the superficial folliculitis which 
one often sees round a boil, or where elastic p aster has 
been applied, or mixed with impetigo. It is possible 
that penicillin emulsion may help occasionally in boils. 

Parenteral penicillin will often cut short. an attack 
of boils and is particularly useful in severe multiple 
boils of the back of the neck or in the axilla. We have 
tried it also, often with apparent success, in recurrent 
boils ; one must not, however, neglect adjuvant measures 
such as the avoidance of friction from rough or dirty 
clothes, and the frequent sterilisation of the skin by 
washing with soap and water. Our usual course of 
penicillin has been about 500,000 units. 

In carbuncles the results are sometimes dramatic 


and the pain is greatly relieved in 24 hours; the car- 


buncle stil] takes a considerable time to heal though no 
longer painful. We have occasionally seen carbuncles 
recur only a week or so after courses of 1,000,000 or even 
2,000,000 units. 


INFECTED ca SEBORRHGIC DERMATITIS, AND OTHER 
CONDITIONS 


Penicillin is of definite value in the treatment of 
infected eczema and seborrheic dermatitis if used 
judiciously, but it can only clear up the infective element 
and has no action on the underlying eczema or other 
condition. One great advantage of penicillin is that 
it is hardly ever irritating, and so there is little danger of 
aggravating an already inflamed skin, as may happen 
with other antiseptics. Many of these cases show a 
remarkable improvement during the first 4 or 5 days, 
wore sometimes than ong would have anticipated, 
suggesting that the infection is playing a large part in 
keepiig the dermatitis going. However, after this the 
condi ion seems to come to a standstill, and at this 
stage a change of treatment to some bland application 
is indicated. This point is emphasised because some 
people have maintained that penicillin. dries the skin, 
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whereas in fact it has cleared away. an infection and 
revealed an underlying dermatitis. 

This treatment has been useful in cases of acute 
sulphonamide dermatitis complicating impetigo or 
seborrhosic dermatitis (we have had over 500 cases of 
sulphonamide dermatitis in BLA). Usually the skin 
has been sprayed three times a day and left exposed to 
the air; but, when there has been much discharge, a 
dressing of lint thickly covered with penicillin smawlaion 
has been used instead. 

In otitis externa penicillin has on the whole been 
disappointing ; it is best applied as an emulsion on a 
wick of gauze, but many cases fail to respond either 
ae to insensitive organisms or an underlying sebor- 
rhea 

We have sometimes used parenteral penicillin in 
severely infected pompholyx with lymphangitis and 
adenitis, especially if the patient is sensitive to sulpho- 
namides. It has been particularly useful in cases of 
badly infected seborrheic dermatitis with tense swollen 
ears or intractable oozing and crusting of the scalp. 
Local treatment has consisted chiefly of a good washing 
of the scalp with soap and water, removal of the hair, 
and application of some bland cream. 

Cutaneous diphtheria.—We have successfully treated 
a few cases of cutaneous diphtheria with local penicillin, 
but antitoxin has been given at the same time. The 
treatment has been the same as for ecthyma, and the 
sores have rapidly become sterile. 


CONCLUSIONS — 


Penicillin, when properly used, is of great value in 
dermatology, particularly in impetigo, ecthyma, sycosis, 
and infected eczema. It rapidly eliminates the infection 
with almost complete absence of irritation and hence is 
greatly to be preferred to the sulphonamides, Used as 
a spray it is a simple and rapid treatment and practically 
eradicates the danger of cross-infection in the treatment 
room. For outpatients the emulsion is more suitable. 
Almost all the benefit from ‘penicillin is obtained within 
7 days; if there is no decided improvement by then, | 
further continuation of this treatment is useless, . Failure 
may be due to resistant organisms but is often attri- 
butable to the patient’s constitution, especially the 
presence of an underlying seborrheic tendency. 

We wish to thank the dermatologists of BLA who have all 
made some contribution to the use of penicillin in derma- 
tology; Major K. E. A. Hughes for advice and help on the 
bacteriological aspect ; and Major-General E. Phillips, pms, 
2t Army Group, for permission to publish this article. 


REFERENCES 


Hodgson, G. A. (1945) Brit. med. J. i, 483. 

Michie, W., Bailie, H. W. ©. (1945) Ibid, i, 554. 

Taylor, P. H., Hughes, K. E. . (1944) Danet: ii, 780; (1945) 
Personal communication. 


THROUGH-AND-THROUGH BULLET WOUNDS 
OF THE MEDIASTINUM 
WITH’ RECOVERY 


T. ST.M. NORRIS, M B CAMBE, MRCP 
SURGEON LIEUTENANT RNVR; MEDICAL SPECIALIST 


IT seems rare for cases of through-and-through bullet 
wounds of the mediastinum to survive evacuation 
from the forward area. Nicholson and Scadding 
(1944) describe one such case, out of 291 penetrating 
wounds of the chest, which made a rapid and unin- 
terrupted recovery. D’Abreu, Litchfield, and Hodson 
(1944) describe 12 with retained metallic foreign bodies 
in the pericardium, endocardium, or mediastinum, out 
of 264 severe chest injuries seen 2-50 days after injury. 

The following 3 cases of through-and-through bullet 
wounds of the mediastinum occurred in a series of 
11 penetrating wounds of the chest. Only 1 of the 11 
died ; not ore hemothorax became infected ; and all 
except one (case 3) were seen within a few hours of 


injury. 


Case l, aged 22; wounded at 3 Pm and admitted to 
hospital at 7.20 pm on Dec. 14, 1944. He had a through-and- 
through bullet wound, the entry being in the 5th left inter- 
space in the mid-clavicular line, and the exit in the 7th right 
interspace in the mid -axillary line. He was shocked and too 
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ill to be disturbed even for us to examine his back or to.take 
his blood-pressure. An intravenous drip serum -was dis- 
continued after 500 c.cm. had been given. On the 2nd day 
the blood-pressure was 90/50 mm. Hg and the heart sounds 
muffled. On the.7th day a chest radiogram showed a right 
hemothorax, a hemopericardium, and a shadow in the left 
middle zone—probably unabsorbed blood in the lung tissue— 
along the path of the bullet (fig. 1). The blood-pressure was 
80/50 mm. Hg and the patient dyspnewic. The pericardium 
-was needled, but only a small quantity of partially clotted 
blood was obtained, and it was decided not to intervene 
further at this stage. 

On the 12th day the patient got out of bed unobserved. On 
the 25th day he was evacuated. He then walked well. A 
radiogram on Jan. 5 showed the heart shadow to be normal 
and the lung fields clear, except for some “ peaking ” of the 
right diaphragm (fig. 2). eoa 

CASE 2, aged 22; admitted at 5.30 pm on Dec. 12, 1944. 
He’ had been shot through the chest in the forehoon by a 
sniper ; owing to further sniping he could not be picked up 
immediately, and while he was being carried in, one of 
the bearers was killed and the patient was wounded a second 
time, now in the right thigh. He had two through-and-through 
bullet wounds, one with entry in the Ist left interspace 
immediately lateral to the sternal border, and with exit in 
the 3rd right interspace in the posterior axillary line, the 
second with entry on the outer side of the right thigh, and 
exit over the pubis 2 in. to the right of the midline. His 
general condition was so grave that he was not even examined 
further. A blood-transfusion was discontinued after 150 c.cm. 
had been given because he had a rigor. He seemed likely to 
die at any time during the first 48 hours, but after that time 
steadily improved, and when then examined was found to 
have a right hemothorax. On the 10th day the signs. of 
right hemopneumothorax were confirmed radiologically 
(fig. 3). ‘The chest was needled on the llth day, 30 oz. of 
altered fluid blood being aspirated ; this was sterile. Aspira- 
tion was repeated on the 14th day, 15 oz. being removed, 
again sterile. On the 17th day he was evacuated. His 
general condition then was satisfactory, the wounds in the 
thigh andin the chest wall had healed by first intention, 
but the hemopneumothorax had not resolved. Two months 
after injury, on Feb, 21, 1945, it was _ 1 
reported from a base hospital that a | l 
this man’s right lung had, expanded 
fully after one subsequent aspiration ; 
he was then ambulatory, awaiting 
transfer to a convalescent depot. 


CASE 3, aged 27; admitted at 3 PM, 
on Dec. 30, 1944. He had been — 
wounded by a bullet 7 days before, :- 
and had been transported to the 
hospital ship on a motor-launch. It 
was stated. that he had had hemo- 
ptysis, and that he had been given 
sulphonamides by the mouth. He 
had a bullet. wound with entry in the 
8th right interspace in the anterior 
axillary line; the bullet was palpable 
beneath the skin 1l in. below the 
junction of the middle and -inner 
thirds of the left clavicle. His 
general condition was good; there 
was a large right hemothorax (fig. 
4) which was aspirated; cultures 
sterile. Nine days after admission, 
having steadily improved, he ‘was 
evacuated. 


These cases were treated in the 
‘medical wards on conservative 
lines, and we tried to concentrate 
on the patient as a whole rather 
than on his injuries. Intravenous 
infusions were purposely small, 
and intrathoracic hemorrhages 
were not aspirated for at least a 
week, because it was feared that in 
these cases with possible trauma to 
mediastinal vessels any measures 
tending to raise the blood-pres- 


sure, or to lower the intrathoracic 3 
Fig. i—Case !, Dec. 21, 1944. 
Fig. 3—Case 2, Dec. 22, 1944, 


ressure, might prolong the 
leeding or cause it to recur. 
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During the first 48 hours the patients were not moved, 
being left in bed in the clothes in which they arrived. 
They were given morphine in sufficient quantities to make 
them apathetic for the whole of this period, and a nurse 
was available at all times to persuade them to take fluids 
by mouth whenever they roused. Of these they took 
liberally, preferring cold water or warm sweet tea. 

Penicillin was given intramuscularly, 20,000 Oxford 
units 3-hourly, from 12 hours after admission until it was 
considered that repair was well advanced. Whenever a 
hemothorax was aspirated 40,000 units of penicillin in 
20 c.cm. of saline was inserted into the pleural cavity. 

Circumstances which possibly predisposed to survival. 
in these patients were that they were young, they did not 
appear to be over-awed, either by their repeated hemo- 
ptyses or by the serious nature of their injuries, and they 
were admitted to hospital early. Fighting took place 
in a port and the seriously injured were transported 
directly to the hospital ship, lying offshore: in conse- 
quence, there was not the frequent changes in medical 
and nursing staff usually associated with transportation, 
and from the beginning they were under the full-time 
care of a single medical officer. In the samie ward over 
the same period were 8 other men with penetrating bullet 
wounds of the chest; only 1 died. ca 


SUMMARY a OAS TE 

-Three cases are reported of through-and-through 
bullet wounds of the mediastinum, which occurred in a 
series of eleven penetrating wounds of the chest. 

All three developed hemothorax, and one developed 
heemopericardium in addition. | 

Two were treated by repeated aspiration and injection — 
of pan into’ the pleural cavity ; all had prophy- 
lactic intramuscular penicillin. : 
In the third, the intrathoracic effusions of blood 
resolved spontaneously without serious complications. 
All three recovered. , s 
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Reviews of Books 


Essays on Growth and Form 


Presented to D'Arcy Wentworth Thompson 
Editors: W. E. LE Gros CLARK, FRCS, FRS; P. B. 
MrEpawar. (Oxford University Press. Pp. 408. 2ls.) 


Tms fine book shows the remarkable progress made 
since D’Arcy Thompson set the snowball rolling with 
Growth and Form. W. E. Le Gros Clark discusses the 
thesis that the sulcal pattern of the brain is largely 
determined by extrinsic mechanical factors—such as 
‘stresses set up during development, and the shape of 
the skull. V.: B. Wigglesworth follows with a study 
ef the growth of- the blood-sucking bug Rhodnius, which 
leads him to-conclude that each living organism is a 
giant molecule, divided (in multicellular animals) 
into cells for purposes of ‘‘ administration.”’ - Having 
thus released us from the incubus of the cell theory, he 
goes on to suggest that the cells, influenced by genes 
and hormones, care for and maintain that fragment 
which they carry of the chemical continuum which is the 
organism. The cells therefore do not codperate to mould 
body form, but are only the agents of the ‘ pervading 
web which is the organism itself.” As D’Arcy Thompson 
wrote, they ‘‘ enter like a froth into its fabric.” 

J. Z. Young contributes an important essay on the 
shape of the nerve. fibre, and J. H. Woodger reminds us 
to think of organisms as time-extended and time- 
differentiated by using the terms “‘ time-slices ” (momen- 
tary states) and ‘‘ time-stretches ” (the five epochs into 
which he divides the life of an organism). Examining 
the theory of transformations, he suggests that we need 
a theory of cytoplasmic organisation, as well as such 
theories of the zygote structure as that of the gene, 
which was devised to explain the distribution of properties 
in mendelian ratios rather than embryological data. 
He thinks that D’Arcy Thompson’s methods can be 
applied only during later phases of development, when 
changes of shape and size are primarily involved ; and 
that taxonomy and morphology would be transformed 
by explaining early development in terms of the pro- 
duction and mutual interaction of parts, with the inclusion 
of time relations ; for in this way a classification of adults 
‘would be replaced by a:<classification of zygote types. 
Among other essays are those by E. C. R. Reeve and 
Julian Huxley on allometric growth, by O.'W..Richardsand 
A. J. Kavanagh on the analysis ‘of growing form, and by 
P. B. Medawaron size and shape'asfunctionsofage. W.T. 
eee in discussing the giant molecules of the proteins, 

ae pe meld and nucleic acids, seeks to: bring physics 

biology closér together in the study of the structure 
of matter ; aid E. N. Willmer, considering growth 
and form in tissue cultures, suggests a scheme of ‘cell 


lineage which illustrates how the growth and form i 


of tissue culture cells may be related to the embryo- 
logical and phylogenetic origin of these cells. J. F. 


Danielli, reflecting on problems of surface tension in the . 
simpler cells, concludes that ‘the main obstacles to pro- ` 


gress in the study of cell form is the'‘lack of suitably 
trained men with a sufficiently wide scientific education. 
Many will agree with him that much scientific thought 
is unconscious, and that its quality therefore depends 
upon the educational background of the worker—who 


should be given the opportunity to make this background 


adequate. 


Advances in Enzymology and Related Subjects of 

Biochemistry 

Vol. V. Editors : F: F. Norv, C. H. WERKMAN. 
science Publishers. -Pp. 268. $5.50.) 

THE title of this series suggests that the contents are 
likely to be stiff reading for the ordinary medical man: 
and so they are, being written by experts, responsible for 
part,of the original work they describe, for fellow scien- 


(Inter- 


tists working in the same field. Of the eight articles two - 


are by workers in this country and the remainder by 
Americans. They range from the physical and chemical 
properties of tomato bushy stunt virus and the strains of 
tobacco mosaic virus to recent progress in the biochem- 
istry of fusaria. An article on coagulation of the blood 
by Chargaff, though strictly biochemical, is of general 


importance, and there are many points of medical interest | 


in Blaschko’s article on the amino-acid decarboxylases of. 
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mammalian tissue; a more critical opinion about the 
normal and abnormal excretions of histidine and hista- 
mine .during pregnancy would have been welcome, 
however. The article on pyruvic metabolism demon- 
strates conclusively the important part played by this 
compound in intermediary metabolism.: Direct fermen- 
tation of disaccharides are discussed, and there is a short 
paper on the enzyme reactions of sulphur compounds. 
The editors and the authors are to be congratulated 
on producing this international journal under difficult 
conditions. 


Diseases of the Nervous System 


In Infancy, Childhood, and Adolescence. (2nd ed.) 
F. R. Forpb, mp, associate professor of neurology, -Johns 
Hopkins University. (Baillière. Pp. 1143. 47s.) 


THE neurology of childhood, as Dr. Ford pointed out 
in the preface to hbis first edition, belongs both to the 
neurologist and the pædiatrician, but has not been 
cultivated intensively by either. It includes a vast 
number of congenital abnormalities and hereditary 
diseases, infective conditions peculiar to childhood, 
and the whole of the neurology of mental defect. In 
addition, except for the degenerative disorders of later 
life, children are subject to most of the nervous diseases 
occurring in adults. Dr. Ford’s encyclopædic work fills - 
& gap in neurology, and the second edition maintains the 
high standard of the first. It is difficult to find even 
trifling omissions. 


Fundamentals of Electrocardiographic Interpretation 


(2nd ed.) J. BAILEY CARTER, MD, Facr. (Charles C. 
Thomas. Pp. 406. $6.) 


THE new edition of this practical handbook has been 
thoroughly revised, and special attention has been given 
to the findings in coronary disease. Written primarily 
for the physician who has no detailed knowledge of the 
subject, it avoids controversial matter and gives straight- - 
forward description of the commoner electrocardio- 
graphic findings and their interpretation. Sufficient- 
theory is included to clarify the underlying principles. 
The extensive bibliography is selected from American 
and British sources. Some of the 307 figures are so 
poorly reproduced—doubtless owing to war-time diffi- 
culties—that they cannot be accurately interpreted ; 
but ‘this will undoubtedly be remedied in future editions. 
Some ‘are on too small a scale. Clear reproduction is 
essential in atlases of electrocardiography such as this. 


Arthritis and Allied Conditions 


(3rd ed.) BERNARD J. CoMROE, MD, FAOCP, senior wand 
physician and chief of arthritis clinic, Hospital of Univer- 
sity of Pennsylvania. (Kimpton. Pp. 1359. 60s.) 


In his third edition Dr. Comroe has added new chapters 
on such subjects as penicillin, and rheumatic manifesta- 
tions of tropical diseases, occupational therapy, and 
mistakes in the diagnosis and handling of patients with 
arthritis and allied conditions. He has collected facts 
diligently ; the specialist will find interesting new 
material on the disabling changes resembling sclerodac- 
tylia in the hands, and the palmar changes typical of 
Dupuytren’s contracture which may follow myocardial 
infarction ; and the general practitioner can learn much 
from the book. But it is disappointing that so much 
material was collected and so little of it investigated.. 
“ There is too little speculation and too little use of the 
as Sir Robert Hutchison said in another 
context. Dr. Comroe does not cater adequately for the 
needs of the student, the general practitioner, or special- 
ist. Methods of treatment-which are either unconfirmed 
or already somewhat discredited—such as ACS serum or 
ertron—figure prominently in the text; Mester’s test, 
which he holds to be grossly unreliable, has in several 
recent papers from South America been found accurate 
in over 97% of cases. Nevertheless, this is the most 
comprehensive book on rheumatic disease in English, and 
Dr. Comroe had already earned ourthanks. The younger 
doctors are becoming increasingly interested in rheu- 
matism, and many of them will use this book. May we 
hope that in the next edition, Dr. Comroe will omit some 
of the accumulated facts in favour of an exposition of 
principles and practice derived from his exceptional 
clinical experience ? 
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Repeated tests indicate that, both in the destruction of superficial 
treponemata and in the reversal of positive serological reactions, 
*Neo-Halarsine’ compares favourably with neoarsphenamine. ' 
The average dose for an adult man is ne gramme, for a woman 
0.06 gramme. 

Solutions retain their full therapaiitic efficacy and freedom from toxicity 
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The hypnotic effect of ‘Prominal’ is minimal (an advantage over other 
barbiturates) and secondary reactions are seldom encountered. 
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'LINICAL experience indicates that theophylline-ethyl- 
enediamine may be a useful adjunct to the routine 
treatment of coronary insufficiency and for 


decreasing the frequency and severity of anginal attacks. 
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LONDON: SATURDAY, OOTOBER 13, 1945 


The Sanatorium Nurse 
The Mrnister or Heart has decided that 
Mantoux-negative nursing candidates should not be 
excluded from sanatoriums and chest hospitals or 
from the general wards of other hospitals.1 The 


reasons on which this decision is based are set out in 


@ report on tuberculin-testing from a ‘special sub- 
committee of his standing advisory committee on 
tuberculosis ; and this has been circulated to the 
interested . authorities. Mr. J. E. H. ROBERTS, 
Dr. James Wart, and Dr. J. S. WESTWATER composed 
the subcommittee, and they codpted Dr. Maro 
DaNrecs, Dr. P. D’Arcy Hart, Dr. MARGARET 
MacpHERSON, Dr. FRANK RIDEHALGH, and Dr. 
Norman F. Smits; while Dr. HARLEY WILLIAMS 
acted as secretary. 

The report points out that no evidence relating to 
Great. Britain exists to show: the relative risk of 
developing tuberculosis for nurses working in various 
types of hospitals and in sanatoriums. In our view, 
however, this absence of evidence, which is repeatedly 
invoked to excuse vagueness about the dangers or 
otherwise of sanatorium nursing, should now be 
recognised as a stumbling-block to progress rather than 
a convenient piece of cover. Though observations on 
nurses in general hospitals in this country have shown, 
as the report notes, that the Mantoux-negative nurse 
runs a greater risk of developing active tuberculosis 
than the Mantoux-positive nurse, the subcom- 
mittee do not think it in the interests of either the 
nurse or the public to debar negative reactors from 
sanatorium nursing. The most weighty argument in 
favour of this opinion is that, with increasing control 
of tuberculosis, Mantoux-negative young women will 
become more numerous, and if they are prohibited 
from sanatorium nursing the pool from which such 
nurses can be drawn will become progressively smaller. 
The subcommittee argue that it is to the advantage of 
these girls to admit them to tuberculosis nursing under 
expert supervision, since this will ensure early and 
adequate treatment if they become infected. This is 
right enough, always provided the sanatoriums 
recognise the full weight of their responsibility and 
make no mistakes in discharging it. There is less 
justification for the statement: “‘ If it comes to be 
believed by the [nursing] profession, and the public 
that Mantoux-negative reactors run undue risks in 
sanatorium or hospital nursing as compared with other 
forms of employment, the supply of these nurses will 
progressively diminish.” The point at issue, surely, 
is not what “ comes to be believed ” but what is true. 
If investigation shows that there is no undue risk, the 
sooner the figures are published the better ; if in fact 
it shows the reverse, then-we have been allowing nega- 
tive reactors to undertake dangerous work without 
giving them accurate warning of the risk. The sub- 
committee are clearly not at ease about their decision, 
for they say— 


1. Circular 166/45, dated Sept. 28. 


“ We think, however, there may be some case for 
excluding Mantoux-negative nurses from advanced 
pulmonary wards, although there is strong evidence to 

* show that, even in the worst conditions, risks may be 
z considerably curtailed through the using of masks and 
other simple personal precautions.” . 


Here the “‘ risks ” are frankly admitted. 
The standard of care which the subcommittee 


‘recommend for the negative-reactor is thorough and 


high, including Mantoux tests every three months, 
X-ray examination on entry to hospital and afterwards 
at twelve-monthly or six-monthly intervals, and 
monthly weighing. The chest should be radiographed 
as soon’as the test changes from negative to positive, 
and thereafter.every three months for a year or longer, 
and ‘in any case on the development of symptoms. 
The health of these nurses should be under the care 
of a senior member of the medical staff ; and records | 
of examinations should be open:to inspection by the 
Ministry. The MmIsTER, in his covering circular, 
endorses these recommendations fully, adding that 


they should apply also to domestic staff who are 


exposed to infection ; and he advises that the careful 
standards of Mantoux-testing laid down by the sub- 
committee should be generally adopted. In the best 
sanatoriums the high level of care advocated in the- 
report has been achieved already?; but some time must 
pass before such care becomes general. . In poorly-run 
sanatoriums and small private nursing-homes for the 
tuberculous, shortage of staff is often so acute that the 


health of the nurse—sometimes a girl as young as 15 


or 16—is sacrificed to that of the patients. Nor is 
the experience of nurses who take the infection reassur- 
ing-on the whole : the records of 80 such cases collected 
privately by Miss E. D. ANDREWS show that few had 
encountered that overriding concern for their welfare 
—physical or financial—in which the subcommittee 
seem to put their trust. 

If the welfare of the tuberculosis nurse is not con- 
sidered on its own merits, expediency will naturally 
colour the findings. The problem of staffing the 
sanatoriums is a part of the a of staffing the 
hospitals as a whole. 


Wisdom from Rats’ 


For some years, at the psychobiological laboratory 
of the Johns Hopkins Hospital in Baltimore, RICHTER 
and his colleagues have been making experiments 
which demonstrate the reliability of the rat’s appetite 
as a guide to its dietary needs.* Their latest observa- 
tions 4 not only confirm this wisdom among rats, but 
also throw light on diabetes mellitus in man. A group 
of rats had access to casein, dextrose, olive oil, five 
different mineral solutions, six different solutions of 
vitamin-B components (thiamine, riboflavine, nicotinic 
acid, pyridoxine, calcium pantothenate, and choline), 
cod-liver oil, and tap water, each in a separate con- 
tainer. The rats selected large amounts of carbo- 
hydrate, moderate amounts of protein, and minimal 
amounts of fat, and on this diet gained weight: and 
remained in good health. After a time they were all 


subjected to subtotal pancreatectomy ; and immedi- 


ately afterwards they chose to increase their intake of 
protein and of the various components of the vitamin- 
B complex. Some three weeks later there was a 
2. Edwards, P. W., Penman, A. C. Tanui 1945, i, 429. 

Richter, C. P. Harvey Lect. figas, » 63. 


—, Schmidt, C. H., Jr., Mae, P. D. Bull. Johns Hopk. 
Hosp. 1945, 6, 192. 
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sharp reversal in their appetite for carbohydrate and 
fat, compared with that before operation, the average 
caloric intake of carbohydrate falling from 65 to 30%, 
while the fat intake rose from 15 to 39%, and the pro- 
tein intake from 20 to 31%. As long as they remained 
on this diet they maintained their weight and showed 
no definite symptoms of diabetes mellitus ; but as soon 
as they were placed on a stock diet, with constituents 
in fixed amounts, they developed all the symptoms of 
diabetes—thirst, polyuria, increased appetite, loss of 
weight, loss of energy,and lenticular cataract. Neither 
the addition of protein, nor of protein plus the various 
components of the vitamin-B complex, increased 
their activity or decreased their thirst ; but the addi- 
tion of protein with vitamin B and olive oil resulted in 
both an increase in activity and a fall in the intake of 
water. 

RICHTER’S view is that after pancreatectomy the 
` rats cannot use carbohydrate, and therefore eat more 
of the stock diet in order to obtain calories from the 
fat, which they are able to use. This is the explana- 
tion of diabetic hunger. The greater intake of stock 
diet results, of necessity, in an increased intake of 
carbohydrate ; and since this cannot be used, extra 
_ fluid is needed to enable the kidneys to excrete the 

excess remaining in the blood-stream; hence the 
polyuria and polydipsia. Protein is lost after pan- 
createctomy, and the rats cannot get enough protein 
from the stock diet to replenish this loss, so they lose 
weight. Activity is impaired because ingestion of 
large amounts of carbohydrate is enforced by the diet, 
while the intake of fat and protein—the only sources 
from which energy can be obtained—is inadequate. 
On the diet they select for themselves the rats ingest 
small amounts of carbohydrate, thus avoiding a high 
blood-sugar, polyuria, and polydipsia. The increased 
amounts of vitamin B taken allow them to make better 
use of carbohydrate and protein, and the greater 
intake of fat and protein eliminates the need 
for polyphagia. Their activity is maintained by 
the fat. | | 

High-fat low-carbohydrate diets are no novelty in 
the treatment of human diabetes, having been widely 
used in the days before insulin. More recently, 
Marks and Younc 5 found that dogs rendered diabetic 
by injection of anterior pituitary extract lost most of 
their glycosuria and ketonuria when maintained on an 
almost exclusively fat diet. Moreover, alloxan 
diabetes in rats can be kept under control by diets 
containing 80-90% of fat.¢ There has been less 
agreement about protein requirements, but this may be, 
as RICHTER suggests, because high-protein diets have 
not necessarily been accompanied by a high intake of 
_ the vitamin-B complex, which seems to play an import- 
ant part in protein metabolism. ‘What is good for 
rats may not be good for man, but a case seems to 
have been made out for investigating the effect on 
human diabetes of a diet rich in fat, protein, and 
vitamin B. Moreover, RicHTER’s observations put a 
different complexion’? on Hirmswortu’s observation 
that diabetic patients, before diagnosis, instinctively 
select a high-fat diet ; it now seems less likely that this 
high-fat intake predisposed to diabetes and more 
likely that it was instinctive therapy. 


5. Marks, H. P., Young, F. G. J. Endocrinol. 1939, 1, 470. 
6. were H., Lewis, T. H. C., Kelsey, F. D. Brit. med. J. 1944, 


7. Himsworth, H. P. Clin. Sci. 1935, ii, 95. 
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Background of Pollen Allergy 


CHARLES BLACKLEY in his Experimental Researches 
on hay-fever (1873) laid the foundations of all sub- 


sequent work on pollen allergy. Forty years or so 


later J. FREEMAN and L. Noon; armed with a know- 
ledge of the modern technique of desensitisation, 
began to use the extracts which have proved so 
valuable in the treatment of pollinosis. American 
workers about the same time revived BLACKLEY’S - 
gravity method of exploring the pollen-content of the 
atmosphere and they have since published the results 
of several surveys based on this technique. No such 


‘work was done in Britain, however, until late in 1941, 


when H. A. Hype and D. A. WILLiaMs began a daily 
census of atmospheric pollens caught on the roof of 
Llandough Hospital, Cardiff, which has been con- 
tinued since without interruption. A preliminary 
note of their results was published in January, 1943, 
and a complete report for the year 1942 appeared in 
1944.2, This was the first survey of the kind in 
Europe and there was therefore no satisfactory hand- 
book to the pollens likely to be encountered. Hence 
the investigators had to begin by learning how to 
recognise the fifty-odd types of pollen with which 
they were confronted. 

They found that before the middle of March, and 
after the end of August, pollen was either absent from 
the air or was present in a concentration so low as to 
be unlikely to evoke an allergic response. During the 
spring several tree pollens were at various times 
abundant enough to be responsible for so-called hay- 
fevers occurring before the end of May. Grass 
pollens were noted in very high concentrations from 
about June 1 until the third week in. July. The 1942 
census showed that pollen fron plantain (plantago) and 
from sorrels and docks (rumex), both of which have 
been regarded as possible causes of allergic diseases 
in this country, were present continuously over some 
months, though not in quantities comparable with 
those of grass pollen. Nettle (urtica) pollen was - 
distinctly more plentiful, but its clinical significance 
is unknown. The only pollen to appear on the 
Cardiff slides exclusively and in some quantity in late 
summer was that of the genus artemisia, which, with 
related pollens, is notoriously associated with late 
summer hay-fever in America. One species (A. 
vulgaris) sometimes dominates the vegetation of 
disturbed areas and may therefore deserve the 
attention of allergists in this country. The incidence 
of each of the main types mentioned could be related 
to the local flora and local weather conditions. In 
the aggregate grass pollens formed three-quarters of 
the total deposit during June and the first three weeks 
of July ; but their concentration varied greatly from 
day to day and presumably the risk of their causing 
symptoms varied correspondingly. It was evident 
that it would be worth while to attempt to analyse 
these changes, and a closer study of diurnal variation 
in the incidence of grass pollen was therefore made in 
1943 and 1944.° Slides were exposed continuously 
and changed two-hourly at stations sited in the 
middle of grassy vegetation and on a building at a 
short distance therefrom, while at the same time a 
close watch was kept on the progress of flowering of 

Hyde, H. A., Williams, D. A. Nature, Lond. 1943, 151, 82. 


1. 
2. Ne w Phytol. 1 1944, 43, 40. 
3. Ibid, 1945, 44, 83. 
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the principal grasses and on changes in the weather. ` 
It was found that on fine sunny days these grasses - 


flowered slightly in the morning but profusely in the 
afternoon: the liberation of pollen was crowded into 
the short period following the mass flowering, and the 
concentration of pollen in the neighbouring air rose 
and fell correspondingly without any perceptible lag. 
On dull days flowering remained largely in abeyance 
and local pollen concentration remained low. 

Certain conclusions important to allergists may be 
drawn from the results of HYDE and WILIAMS’S 
experiments. In the first place, the pollen concen- 
tration near grassy vegetation is seen to vary enor- 
mously according to the time of day and the state of 
the weather. During the midnight hours, even in 
fine weather at the height of the grass season, it may 
be very low indeed. On the other hand, at certain 
times, depending on the flowering habits of the 
dominant grasses, the pollen concentration rises to 
previously unsuspected levels. At Llandough, just 
after midsummer on fine sunny days, maximum 
values are attained in the late afternoon ; on dull days 
no such rise takes place. In other localities, where 
the principal grasses flower in the early morning, the. 
maximum pollen incidence is likely to be at that time 


of day, provided the air is not too still; though the 


intensity of flowering may be affected by the amount 
of sunshine received on the previous day. Secondly, 
the investigations have furnished information about 
the value of daily slides as a means of estimating 
pollen concentration. American workersgenerally have 
used 24-hour gravity slides, and though these give a 
general indication of pollen incidence, the figures 
obtained with them tell us -nothing about changes 
during the day. Daily counts of gravity slides have 
sométimes been used in computing atmospheric 
pollen concentration in grains per unit volume, 
assuming the grains to be free to fall vertically in 
accordance with Stokes’s law. But the resulting 
figure is at best only an average for the whole 
24-hour period, and the new experiments show 
that so far as grasses are concerned it can. have 
no real méaning. 

It is evident that HYDE and WILLIAMS are exploring 
with remarkable thoroughness the botanical back- 
ground of pollen allergy. Already they have shown 
that observation of the principal types and quantities 
of pollen in the air is essential to the proper study of 
hay-fever and related conditions. Clinical medicine 
is not the only branch of science which should benefit 
from such fundamental researches : the repercussions 
will be felt in plant biology, geology,, meteorology, 
and elsewhere. Palynology, to use the new term 
which they have coined for the study of pollen and 
other plant spores, is a science with a future.’ 5 


From the medical standpoint such research may be- 


regarded as an essay in human ecology—an inquiry 
into one special aspect of man’s environment—and it 
is being carried out, quite appropriately, by a museum 
botanist (Mr. HYDE is keeper of the department of 
botany at the National Museum of Wales) and a 
doctor (Dr. : Wrams is deputy medical superinten- 
dent and physician at Llandough Hospital). 
such combined background studies might also be 
bun te o 


4. Editorial, Nature, Lond. 1945, 155, 264. 
5. Hyde, H. A. Museums J. 1944, 44, 145.. 
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THE GOVERNMENT SCIENTIST 


THE white-paper on the Scientific Civil Service ? 
deals with reorganisation and recruitment of scientists 
during the reconstruction period. At the outset the 
Government acknowledges the nation’s debt to the 
scientists in its employ : ‘“‘ their contribution may have 
altered the whole course of the war, and has certainly 
shortened its duration.” The Government “is resolved 
that the conditions of service for scientists working in 
State service shall be such as to attract ee 
qualified men and women of high calibre.” This is a- 
worthy acknowledgment and resolution. Unhappily 
the white-paper falls far short of it in performance. 

Though there are some improvements in salary, par- 
ticularly for juniors and the highest of the seniors, a 
number of intermediate grades have actually had their 
ranges reduced, and in almost no case have the levels 
approached those paid to administrative civil servants. 
The white-paper gravely states that “a scale structure 
identical with the administrative class would not meet 
the requirements of scientific organisations.” This 
sounds suspiciously like Treasury eyewash, with which 
civil service negotiators are only too familiar. It ap- 
pears, indeed, that the administrators still intend to keep 
the technicians in their place. Yet, as the Manchester 
Guardian remarks, “ the notion that the administrator 
is inherently superior to all professional specialists is in- 
consistent with the modern expansion of governmental 
functions.” ? 

Another retrogressive feature of the white-paper is the 
introduction of a lower rate of pay for scientists working 
in the provinces. It is hard to see why the Government 
should think that a scientist in Oxford or Cambridge can, 
or should, exist on a salary less than obtains in London. 


SILENT FILM IN MEDICAL TEACHING 


THERE seems to be a tacit assumption that medical 
teaching films will be sound-films. This may be because 
for the man-in-the-two-and-fourpenny-seat, and also, if 
he is unlucky, for the film director he meets at his club, 
all professionally made films are sound-films today. 
It is also because many of our best recent films are 
sponsored, whether by the British Council or by com- 
mercial bodies, partly for prestige reasons and so have — 
to be sound-films if they are not to look out of date. 
Experienced teachers and visual-education experts are 
raising their voices to remind us of the silent film because 
they know that for some purposes it is better. This is 
apart from the higher cost of sound-films and of sound- 


. projectors, the shorter life of sound-films, the greater 


difficulty of projection with sound, the larger numbers 
of silent projectors, and the fact that silent films are more - 


easily adapted for distribution abroad. With a silent 


film the student can more easily think on his own lines 
than against a spoken commentary ; he can learn more 
actively. This is important, for the film suffers from 
the defect of being a group method of teaching (though 
in practice the skilful use of films is followed by increased 
individual reading). Far the teacher the silent film 
makes it possible for him to comment in a way adapted 
to his class, and to vary his comments according to 
whether it is the first, second, or revision projection. 
He can also more easily fit a silent film into his present 


plan of teaching, and, as Meredith è has pointed out, 


unless this is so, the introduction of the film as a new 
teaching weapon will fail. 

The question is not one of sound-films versus silent 
films ; we must decide the place of each type and whether 
for a particular film a commentary is helpful. The short 

Cmd. 6679. London. HM 
Stationery Office f 


2. Sept. 22, 1945. 
3. Meredith, G. P. Documentary News Letter, 1944, No. 1. 
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“ jilustration ” film—-e.¢., of the facies in Bell’s palsy— 
to be used in the course of a lecture is usually better 
silent. The more complex ‘lesson’ film. can more 
usefully have a commentary, but even here silent films 
have a place, perhaps especially in those made to intro- 
duce the preclinical student to his work among patients. 
For advanced subjects expounded by authorities in 
each field, and for “ background ” films, such as those 
on housing and nutrition relative to social medicine, 
sound is necessary. 

How does the ease of making the two types compare ? 
Silent films are usually, though not always, quicker and 
less expensive to make. Useful films have been 
made by amateurs for the cost of the film stock, but the 
cost of a good ten-minute silent ‘‘lesson’”’ film would be 
around £250 if all the time spent on it were paid for, while 
a sound-film of similar length would reasonably cost 


£1000. Money can easily be wasted in making silent 


films, but with a good team the lack of sound, and con- 
sequent emphasis. on the visual approach, is often a 
challenge accepted with good results. 

As regards films for teaching medicine, “the urgent 
need is to enlarge the field of experience (in the use of 
films and other visual aids) as quickly as possible,”’ 
to quote an editorial ê on the Future of the Educational 
Film which should be read by everyone interested in 
medical education. If the silent film takes less time and 
money (though as much thought) and for certain pur- 
poses is the ideal type, a way of attacking the present 
shortage of medical films is clear. Let a small group of 
medical teachers and visual-education experts discuss the 
teaching of, say, neurology. The various visual aids 
(diagrams, models, pathological specimens and sections, 
lantern slides, film-strips, silent and sound films) required 
would be decided in outline. Some of these are already 


available and in use, for medical education has a good 


visual tradition. Of those still unmade, some, such as 
diagram films on the anatomy of the CNS, or. lesson 
sound-films on the dysarthrias, may take a long time to 
complete; but if production of the film-strips and silent 
films is started now, a notable supply could be assured 
in ‘a short time and valuable experience gained. For 
illustration films of the nervous disorders, a basic 
schedule could be worked out and a number of units 
employed simultaneously. If none of the present 
. commercial units can spare time, then semi-official 
medical film units, comparable to the present Service 
film units and staffed with personnel released from them, 
might be set up, though in the long run it would be 
unwise for such units to do only technical medical films. 
These are details ; the essential thing is that the import- 


ant place of silent films in medical education should 


not be forgotten and that advantage should be taken 
without delay of their greater speed and lower cost of 
production to ‘enlarge the field of experience” of 
teaching medicine by films. 


| RESTLESS LEGS 
“ A COMMON but practically unknown disease,” des- 


cribed by Ekhom® under the title of ‘restless legs,” | 


occurs in two forms—one parzsthetic and one painful— 
and Ekhom’s monograph is based on 154 cases of the 
former (34 severe) and 15 of the latter. In the first form 
the presenting symptom is paresthesia of a peculiarly 
disquieting type often described by the victim as 

“crawling.” These sensations are usually felt between 
the knee and the ankle, although sometimes in the thigh, 
and are accompanied -by a feeling of weakness. They 
are so persistent and disagreeable that they compel the 
patient to keep moving his legs or walking about to gain 
relief. The symptoms appear only when the patient has 
been resting, particularly soon after he has gone to 
bed. In mild cases they pass off in a few minutes, but 


4. Documentary News Letter, 1945, No. 6, p. 
5. Ekhom, K.-A. Acta med. scand. 1945, Suppl: 158, 
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they may persist for hours, interfering with sleep. 


Spontaneous remissions are common. In the painful 
form the pain, which may or may not be accompanied by 


paresthesia, has the same distribution in the legs and | 


may be very protracted. In neither group can any 
clinical signs be detected. The commoner, parasthetic, 
form usually responds to carbachol in doses of 2 mg. 
four to six times daily by mouth. The intermittency of 
the symptoms differentiates the condition from poly- 
neuritis or subacute combined degeneration of the cord, 
while the absence of involvement of the fingers excludes 
acroparesthesia. . 

A similar condition has been described by Allison 8 
under the characteristically transatlantic title of ‘‘ leg 
jitters. ” This consists of a curious unlocalised restless- 
ness in one or both legs which is said to be distinctly 
unpleasant. It usually comes on when the legs get warm 
in bed, and is relieved by getting up and walking about. 
Immediate relief is obtained by chewing gr. 1/100 of 
nitroglycerin, and for this reason it is thought to be 
vascular in origin. Ekhom places the ‘restless legs ” 
he describes in the category of those ‘ chronic. diseases 
with exclusively or mainly subjective symptoms which 
embitter but do not endanger the patient’s life,” but he 
disputes the inevitable suggestion that they are neurotic 
in origin. Many clinicians will welcome this refusal to 
call a condition a neurosis simply because no organic 
lesion can be demonstrated. 


THE NURSING CRISIS 
Tat shortage of nurses is already lowering standards 
of care given to patients was the gist of the message 
which four nurses carried in person to the Minister of 
Health not long ago. Their visit to him was a sign of 
the growing concern at this decline in standards—a 
decline which must continue unless we can fill the ranks 


of a profession which should be among the most natural 


and rewarding for women. 

So far, public attention has been largely directed 
towards recruitment of nurses; but the real problem 
is not so much how to attract candidates as how to keep 
them when we have got them. The annual numbers 
of entrants to the profession have risen steadily since 


Tegistration was introduced ; and people with experience 


of recruitment say that a campaign will always bring 
in fair numbers of candidates ; but a wastage of nearly 

60% during the training years argues serious defects in 
the conditions under which the work is done. In an 
industry, such a high loss of personnel would be the 
signal for a drastic revision of policy. The many draw- 
backs to the nurse’s life have been laboured enough in 
these columns and elsewhere ; ‘but to take a representa- 
tive point mentioned this week in a letter from Dr. S. W. 
Swindells, no industry in this country would attempt, 
as the hospitals do, to cover a 24-hour day in two shifts. 
Nor would any industry be allowed to do such a thing for 
It is useless to say that conditions in nursing are 
more acceptable today than they have ever been , young 
girls do not atcept them. Without planning, without 


organisation or leadership, they have used the only 


weapon to their hand: they have become comrades in 
a stop-out strike. 

What are the chief factors which deter so many 
from entering nursing, or, if they enter, from completing 


the course ? "We have no figures bearing on this point, 


and Dr. Swindells suggests that we might learn much from. 


a Gallup poll. It seems likely, however, that the young 
girl is daunted by the thought of four years in the 
restricted atmosphere of the nurses’ home, and by the 
lack of leisure to maintain outside interests and relation- 
ships. Her parents are discouraged by the poor rewards 
offered to the qualified nurse—unless, indeed, she forsakes 
actual nursing for teaching or administration. Both 
are appalled bv the burden of domestic work now 


6. Allison, F, G. Canad. med. Aas. J. 1943, 48, 36.. 
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superimposed on the heavy double task of nursing the 
sick and working for examinations. _ 

We have already suggested! that some objections 
could be met by establishing a practical two-year course 
for all girls entering the profession, and that those who 
pass an examination at the end of such a course should 
become state-qualified nurses (SQN). We made it 
quite clear that this must be a course of training, not 
merely a term of hospital service. Those who wish to 
specialise in general nursing or some other branch, or 
who wish to fit themselves for administrative posts, 


should then have the opportunity of taking a further | 


more academic course to qualify for the SRN certificate, 
which might well be raised to the status of a university 
diplom%. This proposal has met with some opposition 
from part of the nursing profession, on the grounds that 
it seeks to:degrade the standards of nursing training. 
Nothing could be farther from the truth. The first aim 
is to strip the nursing course of its present irrelevancies, 
and to give the young nurse two years’ direct intensive 
training in the care of patients; the second, to raise 
the standard of the. SRN and the standing of the nurse 
who holds it. ' 


PENICILLIN CREAMS 


Ir is possible in the preparation of penicillin ointments 
to produce conditions which rapidly destroy the peni- 
cillin. Losses due to chemical action result from too acid 
conditions in the base or even more quickly from alkaline 
conditions. These may be inherent properties of the 
base, or may be produced there during sterilisation 
through chemical change, but they merit consideration in 
the choosing or rejecting of a particular base. Losses 
due to bacterial action must also be guarded against. 
While a mixture of oils and water does not make a good 
medium for bacterial growth, its growth-promoting 
properties are increased by the introduction of penicillin 
solution, which contains nitrogenous matter. . Vegetable 
oils of the ordinary pharmacopeial purity are usually 
‘contaminated with a variety of micro-organisms, and 
ineffective. sterilisation may lead to loss of penicillin 
through the presence of organisms which destroy it. 
Thus the dispensing of penicillin ointments calls for care 
in the selection of a suitable base, a knowledge of the 
proper use of sterilisers, and an ability to add a sterile 
solution of penicillin to the base without contaminating 
it. Hot-air and steam sterilisers are not commonly 
found in country surgeries and pharmacies (the househol 


. pressure cooker and gas or electric.ovens can be utilise 


with success), and means to check the hydrogen-ion 
concentration are still less common. Without these aids 
the preparation of satisfactory penicilin ointments is 
impracticable. 

In view of these difficulties the arrangements made by 
the Ministry of Supply with some of the big drug manu- 
facturers for the issue of a ready-prepared sterile base of 
suitable hydrogen-ion concentration will be welcomed.? 
It is only necessary to add the required amount of solu- 
tion of the penicillin salt in sterile water to this base to 
produce an active preparation. The preparing of steril- 
ised water and making the necessary dilutions will call 
for a little ingenuity where pressure or dry sterilisers 
are not available, but much can be done with a clean well- 
boiled graduated syringe and clean new needle to over- 
come the difficulties of this stage. The use of a new needle 
is important, because needles readily harbour extraneous 
matter. Even new needles should be carefully cleaned, 
as anyone who-has dealt with the needles in a blood- 
transfusion centre will agree. The lumen of needles is 
best cleaned with a pull- through of thick cotton thread. 

Of the two types of base in common use for the local 
application of penicillin, the Ministry of Supply has 
1. Lancet, 1945; 1, 664 
2. The base is supplied by Boots Pure Drug Co. Ltd., British Drug 


Houses Ltd., and Burroughs Wellcome & Co., in pots contain- 
ing about 1 oz. 


selected one which has been found satisfactory for many 
purposes in the last few years. In the past ointments — 
were mainly prepared from bases composed of animal or 
vegetable fats or paraffins chosen largely because of their 


_ availability, and their ability to hold the required medica- 


ment in contact with the skin or tissues. The intro- 
duction in the last ten years of newer types of medica- 
ments which act systemically as well as locally called for 
improved bases, and fortunately these were at hand. 
The ‘‘ emulsion ” bases are solid or semi-solid emulsions 
in which minute oily globules are dispersed in water, or 
watery globules are dispersed in oil. Since water is 
present in each, a water-soluble medicament can be 
incorporated in solution and will diffuse out of the base 
to exert its action. The Ministry of Supply type of base 
consists of a solid oil-in-water emulsion made by the 
incorporation of water into melted ‘ Lanette wax SX,’ 
which is a mixture of the sulphuric acid esters of cetyl 
and stearyÌ alcohols along with the free alcohols. To 
prepare the base it is only necessary to add water after 
melting the wax, but in practice it is usual to adjust the 
properties of the base, and also economise in the more 
expensive wax by adding a paraffin or fixed oils. Sucha 
base is liable to suffer hydrolysis when autoclaved, with 
liberation of sulphuric acid, and the hydrogen-ion con- 
centration should therefore be checked and if necessary | 
adjusted to pH 6-7 after sterilisation, to avoid rapid 
decomposition of the added penicillin. The other type 
of base in favour, available under the proprietary name of 
‘Eucerin LM,’ is composed of a blend of wool alcohols 
and paraffin hydrocarbons, and produces an emulsion in 
which the watery penicillin solution, is dispersed in 
minute droplets through the fats. Other bases have been 
recommended from time to time.. 

There have been complaints regarding the suitability ` 
of these bases. Lanette wax cream may cause skin 
irritation ; the eucerin types are sometimes reluctant to 
take up water, and sometimes liberate water which will 
not remix if the cream is frozen, as is the custom in one 
large hospital. But on the whole both types of base 
when properly made possess the necessary properties of- 
blandness, freedom from destructive action on the peni- 
cillin, ability to be sterilised and remixed easily, and so on. 

It is curious how little is known about the rate at which 
penicillin creams liberate their active substance to the 
tissues or even whether it is liberated at all. From the 
physical nature of oil-in-water creams one could anti- 
cipate too rapid liberation of the medicament, and indeed 
one fatality has occurred after the application of such a 
cream containing a large proportion (10%) of sulphanil- 
amide to an extensive burn. On the other hand it is 
difficult to visualise the liberation of medicament at any 
reasonable rate from the water-in-oil types, where the 
watery penicillin globules are locked away in a fatty 
envelope. True, both creams seem to function, but these 
are important and vital factors which, if fully investigated, 
should enable us to so modify our bases that we can 
control the rate of release of the active principles at will. 


THE VOCATION OF MEDICINE: 


In his inaugural address at Westminster Hospital 
medical-school on Oct. 1 the Archbishop of Canterbury 
discussed the medical profession from three aspects— 
the scientific, the social, and the personal. On the 
scientific side, while appreciating the organisation of 
exact knowledge as applied to the human body, in itself 
a most absorbing thing, it was comforting, he thoght, 
to reflect that man must always be greater than the 
science he has developed, notwithstanding the terror 
inspired by reflecting upon destruction of the body by 
physical inventions and of the soul by psychological 
enterprise.. Turning to the social aspect, Dr. Fisher 
expressed his determination to refrain from all political 
references and to confine himself to describing the 
doctor’s place in society. Only in the doctrine of Chris- 
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tian society, he said, is a true social life possible. The 
unit of society is the family, and the key position in 
the medical profession is the family doctor. For this 
reason the fundamental problem of marriage and sex 
is one of the most important with which the doctor is 
called upon to deal. Are medical students, he asked, 
trained to give valuable advice on such matters in their 
ethical and sociological aspects ? On the personal side, 
true Christian doctrine appreciates that the unit of value 
is the individual, and in this evaluation doctors join 
with priests—a vindication that has been the purpose 
of the war, And the war may have inculcated a valuable 
lesson in respect to a philosophic conception of the mean- 
ing of life, a realisation that truth for the most part exists 
in a fragmentary form, each man specialising in his own 
particular fragment and knowing little or nothing outside 
his own field. With this, frustration in life proceeds 
pari passu with. agnosticism as the inevitable result. 
The remedy is only to be found in the purpose that 
governs and controls man—a spiritual value, whether 
called philosophy or Christian religion. 

The Archbishop recalled Dean Inge’s remark on a 
similar occasion that he could not see why doctors on 
qualifying should not, like priests, be ordained. Some- 
thing of a jeu-d’esprit no doubt; but coming from 
_ the head of the Church it must have stimulated the 
neophytes of Westminster Hospital medical school, 
standing on the threshold of their career, to a realisation 
that they had indeed embarked upon a vocation— 
scientific, social, and personal—a vocation that can 
look on life and death, on good and evil, unafraid. 


HAPPY ENDING 


OLD age is evetybody’s concern—if only because “ we 
. shall all grow old if we live long enough.” A booklet? 
issued by the Old People’s Welfare Committee, founded in 
Buckinghamshire early this year, presents ideas and 
information which other counties and other people inter- 
ested in geriatrics will value. It asks fundamental 
questions. Where should the old spend the last years of 
life ? In the homes of their children? (That is seldom 
possible 1 in these crowded days.) Ina home, or a hostel, 
or an institution ? ‘In almshouses? In small houses 
built especially to meet the needs of old age? The 


unnamed writer wisely and kindly reviews the alter- | 


natives. He reminds us why the old poor-house was so 
much dreadéd : it meant expulsion from the family circle, 
the separation of man and wife, and the loss of comforting 
personal possessions. A future pattern is not difficult to 
foresee : ‘‘ long-term planning envisages a community in 
which the elderly have their own quarters, and leave the 
many-roomed houses to their juniors.” Some areas have 
already experimented successfully with flats, houses, and 
bungalows—separate dwellings where old couples or 
solitary old people can live among coevals and yet be near 
their own young people, and the shops and cinemas which 
provide their daily adventures. It is worth noting, in 
this context, that the London County Council, in develop- 
ing the Loughton site, in Essex, plans to include among a 
total of 3850 houses, 108 one-room bungalows suitable 
for old people. These will be put among other houses, 
close to shops, churches, schools, restaurants, and a 
cinema. Those who built the old almshouses often set. 
them in the main street, knowing how keen is the 
interest of the aged in the contemporary scene: we 
share vicariously in the doings of others, and most 
people who have the leisure like to see the world go 
round. To put old people away behind high walls has 
never been a kindness. Dr. Leslie Banks looks forward 
to cottage estates where the mansion becomes a small 
hospital, a nurse lives at the lodge, and the old people live 
in an oval or crescent of self-contained cottages built 
between the two. 

1. Putting them onthe Map. Bucks Old People’s Welfare. Oblina bi 


-from Hunt, Barnard and Company, Aylesbury, 
post free. 
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-= Until we can build, however, we must make the best 
ofthe present. Old people who are lonely can be visited ; 
friends can be found to write to them ; they can be given 
a chance to garden, to live in hostels and take their share 
in running them, and to join clubs and community centres. 
In New York an old-age information bureau has been set 
up for doctors, social workers, and older people them- 
selves. The writer commends this idea to London and 
Sydney.. | 
THE POET IN THE DOCTOR | 

APOLLO was the god of both medicine and poetry. 
Sir Arthur MacNalty, recalling this fact in his presi- 
dential address to the history section of the Royal Society 
of Medicine last week, did what he could te prepare his 
hearers for the host of poetic doctors whom he presently 
introduced among them. It is hard to believe there have 
been so many. Keats, our giant, we know ; Goldsmith 
and Bridges we know: but how many remember that 
besides his poetic prose Sir Thomas Browne wrote 
religious verse ; that Thomas Campion, of many songs, 
and Abraham Cowley, the Royalist, were both doctors ; 
that Garth and Arbuthnot had their excursions into 
poetry ; that George Crabbe was a surgeon as well as a 
parson ; that Henry Vaughan was so much damped by 
criticism of his religious poems that he stuck to general 
practice for the last forty years of his life ; that Smollett 
wrote ‘‘ Tears of Scotland ” ; that Southey and Francis 
Thompson were medical students ; and that Ronald Ross 
commemorated in verse his achievements in malarial 
research ? Sir Arthur brought them all to life, less in 
their portraits on the screen than in his verbal miniatures. 
He was speaking of their influence on other poets—a 
difficult quality to measure, but pleasant to speculate 
about. In passing, he showed the influence that o 
had on the doctors who wrote it : roughly speaking, if 
they were good poets they gave up doctoring, and if they 
were good doctors they were journeyman poets. Apollo, 
it seems, prefers to be served at one altar at a time. 
But the profession which can claim Keats, Campion, 
Browne, Goldsmith, Crabbe, and Bridges cannot be 
purely philistine. We can fairly claim to have honoured 
the god in both his aspects. 


RHEUMATISM 

THE Empire Rheumatism Council has assembled a 
notable team of lecturers and demonstrators for the 
opening postgraduate course of its post-war programme. 
Beginning on the afternoon of Wednesday, Oct. 31, the 
course ends on the morning of Sunday, Nov. 11. On 
Nov. 2 and 3 three of the sessions will be held in con- 
junction with the annual meeting of the Heberden . 
Society, which is going to the Royal Free Hospital 
for a demonstration on recent advances in physical 
methods and to the Middlesex Hospital for one on deep 
X-ray therapy of spondylitis. The programme for most 
other days comprises a lecture at 12 NOON, and two more 
in the afternoon, usually at 4 and 5 pm—all held in the 
board-room of the British Red Cross Society’s clinic in 
Peto-place, London, NW1. Full particulars may be had 
from the medical secretary of the Empire Rheumatism 
Council, BMA House (North), Tavistock Square, WCl. 


POSTGRADUATE TRAINING FOR INVALIDED 
OFFICERS 

A NUMBER of doctors who formerly served in the 
Forces are doubtful whether they will be entitled to take 
the postgraduate courses and hospital appointments 
offered under the Ministry of Health’s scheme of post- 
graduate refreshment and training. We understand 
that any medical man or woman invalided from the 
Services since the beginning of this year will be eligible 
for such courses and appointments. In fixing a limit for 
the retrospective operation of the scheme it was thought 
that officers invalided last year or earlier would probably 
now have re-established themselves in their profession 
and would not need Government assistance. 
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HEALTH CENTRES 


Two years ago we published an article on the pliveio: 
logical anatomy of health centres.1 Since then the 
pa aa of actually building some centres in this country 

s much improved, and it may be timely to refer back to 
some suggestions by Mr. Lionel Pearson, FRIBA.! His 
review ? covers Manchester’s ambitious municipal scheme,? 
the United States- Publio Health Service designs,* some 
private group-practice buildings in California, and plans 
for government health centres in Trinidad. 

The Californian centres come nearest to the white- 
paper conception of a health centre, but in each case they 
are designed to meet the needs of teams of specialists. 
Thus the centre illustrated by Pearson houses3 specialists 
in internal medicine, and, on the first floor, 2 dentists. 
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Fig. |Health, centre for Trinidad. 
aes pa By courtesy of Architectural Design end Construction. 


The Trinidad centres, designed by W. H. 
Watkins and Partners, represent a sound 
attempt to focus in one building an outpatient 
and dispensary service for a tropical country 
(figs. 1 and 2). The patients’ waiting-hall 
is open to the air, and from this open off a 
child-welfare clinic, an endemic diseases dis- 
pensary, a venereal diseases clinic, and the 
offices of the medical officer of health, sanitary 
inspector, and district nurse. The waiting-hall 
is also used for lectures, film shows, and the 
exhibition of public-health notices. Special 
features of the design help to mitigate the 
effects of high temperature and humidity : 
wide eaves, good ventilation of the roofs, and a 

- Eancet, 1943, ii, 612. 


2° Architectural Design and Construction, 1944, 14, 59. , 
3. Lancet, 1943, ii, 490. 4. Hoge, V.M. Ibid, 1944, i, 131. 
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Fig. 2—Ground plan of Trinidad centre. 
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Fig. 4—Health centre composed of standard huts. 
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Fig. 3—A Ministry of Works standard hut. 
By courtesy of Journal of Royal Institute of British Architects. 


maximum of cross-ventilation in all rooms. As the 
buildings are used only during the day, no mosquito 
protection is necessary ; so eaves gutters are confined 
to entrances only, so as to avoid possible breeding-places. 
-~ Turning to matters nearer home, Mr. Pearson rightly 
pointed out that, in post-war programmes, health centres 
are unlikely to have high building priority. On the other 
hand, there should be available a large number of 
Ministry of Works standard huts ê (fig. 3). The basis of 
the design is an arch made of four reinforced concrete 
units, bolted togethér on the site, and connected along 
the ridge by lengths of gas-pipe. There are two standard 
widths of hut, 18 ft. 6 in. and 24 ft. clear. The roof is 
asbestos sheeting with plaster-board lining, while the 
walls may be of a variety of materials. It is perfectly 
practicable to have walls } composed entirely of windows. 
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Each hut is 66 ft. long. 


The centre could be bulit in stages. 


Mr. Pearson had previously proposed an attractive de- 
sign for a general-practitioner health centre. He has since 
adapted this design to the Ministry of Works standard 
hut (figs. 4 and 5). The building could be developed in 
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. Fig. 5—Plan. of i consuldlagsccen aaction made from standard hut. 


three stages, and the final form is not unpleasing. The 
consulting-rooms would be light and roomy, and all their 
windows would face either south or west. A disadvantage 
of the plan is the large site area it would demand. 


4. J. R. Inst. Brit. Archit., 1942, 49, 193, 
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OCCUPATIONAL ADJUSTMENT OF THE BLIND 


ERIC FARMER, M A CAMB. 


READER IN INDUSTRIAL PSYCHOLOGY IN THE UNIVERSITY OF 
- CAMBRIDGE 


PSYCHOLOGICAL methods of vocational guidance can 
obviously play an important part in the occupational 
adjustment of the blind, or in fact of any disabled 
person. Yet the volume of work on this subject is not 
very great. In the last thirty years psychologists have 
been busy validating methods of mental measurement, 
and it is only natural that they should have worked on 
normal populations. The success that has attended 
this branch of scientific study now makes it possible 
to carry out work more extensively among abnormal 
populations, such as the war-disabled, whose needs are 
at present urgent. In this paper I propose to deal with 
the blind only, but it is to be hoped that other kinds 
of disablement will be systematically studied by 
psychologists, for there is probably no field where their 
services will be of more value. 


CLASSIFICATION OF THE BLIND 


- For purposes of clear thought in assessing the value 
of mental measurements among the blind, it is con- 
venient to divide them into certain categories. 

The first category: is those blind in infancy. Such 
persons are often spoken of as being born blind. This 
rarely happens, though many lose their sight so early 
in infancy as to have had no visual images that they can 
retain. Their whole mental life must therefore be built 
on non-visual perception, without the aid of remembered 
visual imagery. Most of these persons will enter a 
school for the blind at an early age, where they will 
receive systematic education and training specially 
suitable for them. Training for any skill is a lengthy 
process among the blind, and it also plays a greater part 
in proficient performance among them than among the 
sighted. Hence children trained from infancy in a 
blind-school may easily reach a higher standard of 
educational or manipulative performance during their 
period at school than those trained in the same school 
who lost their sight at an age when they had already 
had a full experience of visual imagery. 

Much blindness in infancy can be averted by medical 
precautions, and these measures are more likely to be 
carried out by intelligent parents than others. Since 
intelligence is to some: extent hereditary, the average 
mental level of those blind in infancy is lower than the 
normal for the whole population. It has already been 
noticed in America that the intelligence level of those 
blind in infancy is tending to fall, and this is taken to 
mean that this population is drawn more and more from 
the less intelligent parents as medical preventive measures 
come to be used more and more by intelligent parents. 

Those who become blind through illness at any period 
after they have had effective experience of visual imagery 
form another category of the blind. The age of entering 
into blindness for this category is important. If they 
enter while young children or adolescents, they may have 
the necessary capacity to benefit from an education 
specially fitted for the blind. If they enter it in middle 
age they may find learning new skills too difficult. The 
loss of sight in some in this category may be associated 
with general ill health, and in so far as this is so they will 
not tend to be so robust as the general population. 
Many in this category lose their sight gradually, and there 
is some evidence to show that this may affect their 
adjustment to blindness and their capacity to learn the 
skills involved in this adjustment. They cling to the 
last remnants of sight and hope against hope that they 
may get better, and thus refuse to accept blindness and 
adapt themselves to new modes of behaviour. 

Finally, there are those who are traumatically blinded. 
Most of these are war casualties. Among the civil 
population those blinded by war are distributed almost 
normally among the population and among them are 
found people of all ages and of either sex. Blind 
Service-men are not a normal sample of the population. 
The lowest levels of intelligence are not found among 
them, because such men would not have been admitted 
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to the Forces. The highest levels of intelligence are 
fewer than in the total population, since reservation has 
excluded from combatant service some of those following 
the highest types of occupation. The age-range of these 
men is also skewed, there being a preponderance of 
healthy young men at their most physically, mentally, 
and emotionally active period. ` l 

The partially blind are found in all of these categories. 
Such people have sufficient defect of vision to justify 
them being officially classified as blind. Some can 
detect objects on the periphery but not in the central 
field of vision ; others may have partial central vision 
which varies in capacity from detecting large objects to 
being able to distinguish light from dark. Partial vision 
can play an important. part in orientation, but people 
with similar degrees of partial vision vary considerably 
in their capacity to use it. This suggests that selection 
is involved to a large extent in the vision of the partially 
blind, and that the ability to use their sight may depend 
more on meaningful attention than on visual capacity. 
Enough has been said to show how heterogeneous is the 
population of the blind and how much caution we should 
use before accepting experimental results based on 
limited and often ill-defined groups. The blind have 
only their blindness in common; in all other factors 


they may differ, and it is these other factors which are | 


so important in their occupational adjustment. 


INTELLIGENCE TESTS—-ORIENTATION 


A fair amount of work has been done on measuring 
the intelligence of blind children. The results of some 
of the experiments are rather inconclusive, for the 
experimental populations have not been clearly defined, 
and we know neither how many had partial vision nor 
the age of entering into blindness. Both these factors 
must affect performance as a measure of pure intelligence; 
they need not, however, affect test performance if it is 
regarded only as a measure of the capacity to perform 
certain tasks. To use intelligence tests to compare 


directly the mental ability of the blind with that of the 


sighted appears a doubtful procedure, for no test can 
be a fair measure of ability for: those depending solely 


on non-visual percepts and for those with normal vision. 


The method Miss I. W. Langon is pursuing is a more 
reliable technique. She is trying to construct a test which 
will give normal age-distribution among blind children 
similar to that given by the Binet test among sighted 
children. In so far as she is successful over the whole 
age-range—and her present results give every indication 
that she will be—she will be able to say for a blind child 
where his score falls on the frequency distribution curve. 
Since there is a significant correlation between intelli- 
gence tests, it follows that those whose scores fall at any 
point on the normal curve of oné test have an intelligence 
which does not differ significantly from that of those 
whose score falls at a similar point on the curve of 
another test which gives a normal age-distribution. 


‘In this way a fair measure of mental ability among the 


ica comparable with that of the sighted will be avail- 
able. : 

Several experiments have been carried out on the 
orientation of the blind, mainly to determine the factors 
involved in it. The results are contradictory, which 
seems almost inevitable from the experimental technique 
adopted. This has usually consisted of experimentally 
eliminating a single receptor mechanism, such as smell 
or hearing, as a result of which orientation deteriorates. 
This is taken to mean that orientation is mainly based 
on the eliminated receptor. These results are equally 
open to the interpretation that orientation is a complex 
factor depending on the interaction of several receptor 
mechanisms ; and that, when one of these is temporarily 
out of action, the balance of the blind man’s perceptual 
field is disturbed. Possibly if he had time to adjust to 
the altered circumstances he might be able to reach a 
satisfactory degree of orientation based on fewer per- 
ceptual cues, but this is not possible under normal 
experimental conditions. a 

The actual basis of orientation is not so important 
vocationally as variations in the capacity, and these are 
considerable. It is probable that. these variations are 
not primarily determined by differences in sensory 
acuity but by differences in the capacity to select and 
interpret meaningful cues from a total presentation and 
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fit them into the mental continuum. The fact that 
blind persons often do not distinguish as disparate the 
pont of a compass far wider apart than the dots of the 
raille alphabet, while being able to read Braile with 
ease, shows how much meaning must enter into these 
perceptual cues. 
S. P. Hayes?! has done a series of carefully controlled 


experiments on what he calls the ‘“ vicariate of the . 


senses ’’—i.e., the commonly held belief that the non- 
visual sensory perceptors are more sensitive among the 
blind than among the sighted. The general conclusion 
drawn from -these experiments and others in the same 
field is that the non-visual sensory receptors of the blind 
are not more sensitive than those of the sighted : in fact, 
in some cases they are less so. Touch, when measured at 
a sensory level, is often inferior among the blind because 
the skin at the finger-tips is thickened by constant use. 
The blind do, however, after training and experience, 
develop an amazing capacity for exploring and adjusting 
to the outside world; but this is not because of their 
greater sensory acuity but because they have to pay 
attention to non-visual. perceptual cues which can 
be largely disregarded by the sighted owing to their 


. predominant reliance on visual cues. 


Some of the experiments I have done and discussions 
I have had with cultured blind persons indicate that 
conscious inference enters more in the non-visual per- 
ceptual field of the blind than the more immediate type 
of recognition involved in visual perception. If this is 
s0, it means that intelligence is more concerned with 
orientation among the blind than among the sighted. 
There is considerable variation in capacity for orienta- 
tion among the blind, and these variations play a 
dominant part in their occupational adjustment. It is 
important, therefore, to discover the mental factors 
involved in orientation. All the work so far goes to 
show that these are more likely to be found at the level 
of meaningful selection and inference than at that of 
sensory acuity. - 

SUGGESTED TESTS 

A brief description of some of the tests I have devised 
will show the line of approach I think may be useful. 
These tests are meant only for adults who have been 
traumatically blinded; they would probably not be 
suitable for other categories of blind persons, for remem- 
bered visual imagery is involved in some of the tests. 

(1) A simple oral intelligence test suitable for 
differentiating roughly between those with the mental 
ability suitable for unskilled, semi-skilled, and skilled 
occupations. This test is based largely on the experience 
I have gained in testing the intelligence of adults for 
occupational ability. It involves repetition of numbers, 
analogies, opposites, simple mental arithmetic, remem- 
bering the details of letters. These latter two questions 
involve special ability and knowledge, but they embrace 
factors vital to the blind man’s adjustment to the 
sighted world and are therefore important vocationally. 

(2) A more difficult mental test, suitable only for those 
who have done well on the first test and may be capable 
of undertaking important administrative posts. This 
consists of directions to be precisely carried out, instruc- 
tions to be carried out with varying choice of means, 
difficult reasoning, and adjustment to social situations. 

(3) The following tests are all designed as a preliminary 
attempt to examine variations in orientation : i 


(a) A cube-construction test depending on tactual cues. 

(b) A form board depending on tactual cues. 

(c) An apparatus for measuring judgment of distance depend- 
ing on touch and kinæsthetic sensation. 

(d) An apparatus for judging size depending on touch. 

(e) An apparatus for judging weight. 

(f) An apparatus to measure accuracy of movement depend- 
ing solely on kinæsthetic sensation. 


These tests have been tried in the laboratory and on a 
few blind persons. They appear to differentiate signifi- 
cantly between individuals and to correspond in the 
blind to what is known of their general performance. 
The data are not yet sufficient to warrant definite con- 
clusions, but they\are sufficient to warrant using the 
tests experimentally. - | 

It will be difficult to get satisfactory criteria of the 
value of the tests because of the heterogeneity of the 


1. Contributions to a Psycholo of Blindness. New York: 
American Foundation forthe Blind. 1941. 
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blind population and the various types of occupations 
they enter. The best that can be expected will be some- 
thing like the criteria for vocational guidance as opposed 
to those of vocational selection. It is an important 
matter to decide a blinded man’s occupation because of 


` the lengthy training that is necessary. If, as the training 


proceeds, it is found that he is unsuitable for the occupa- 
tion, another lengthy period of training must be started 
is is a disappointing experience for the men, for they | 
naturally want to become self-supporting as soon as 
possible and return to their normal family life. It is 
probable that the use of psychological tests will help.in 
deciding what occupation a man should train for and will 
lessen the chance of failure. Failure to complete a 
training course not only wastes much time but also in 
the blind may easily lead to a feeling of frustration 
which it is important to avoid. This failure may be 
attributed to their blindness and lead to a depressed 
attitude towards learning another occupation.. Failure 
to learn the skill necessary for an occupation may, in 
fact, be more determined by mental qualities than by 
blindness ; if these were systematically examined before 
starting the training for an occupation, much disappoint- 
ment to the blind might be saved. 


EMOTIONAL ADJUSTMENT AND EMPLOYMENT 


An essential part of the occupational adjustment of the 
blind is at the emotional level: Sudden blindness is a great 
shock to a young and healthy man with his natura] feelings 
of independence. For the most part the adjustment of 
St. Dunstan’s men is amazing. This is largely due to the 
sensible way in which the men are treated and the atmo- 
sphere of cheerful independence that permeates the place. 

An emotional shock, such as blindness may produce, 


accentuates the characteristics of the individual and 


brings to the surface latent aspects of personality. It 
may also precipitate certain conflicts which may not 


- have disturbed the previous life of the blinded but may 


become very crippling under the added strain of blindness. 


Such men need the help of a psychiatrist if they are to 


make a satisfactory adjustment. fod. - 

For the most part the blinded show a degree of well- 
balanced courage, which is a magnificent example of 
human nature at its best. This courageous attitude, 
if affected by emotional] disorganisation, may develop 
into over-compensation and take a fantasy form, instead ` 
of the more useful form of well-directed effort on training 
and the overcoming of difficulties. a 

The more recessive type of character learns naturally 
to adjust to blindness by quiet application to work and 
a well-balanced limitation of his demands on life. With - 
the emotionally disturbed this attitude may easily 
develop into a retreatist attitude which will add greatly 
to the difficulty of occupational and social adjustment. 

Perhaps the most surprising thing about St. Dunstan’s 
is the relatively small number of men who are emotion- 
ally disturbed when one might have expected it to be 
otherwise. Coming to St. Dunstan’s as soon as they are 
medically in the condition to do so is an important factor 
in their emotional rehabilitation. If an unduly long 
period elapses between entering into blindness and 
coming under expert care, men may easily fall into a 
false emotional] attitude towards their blindness which 
may retard their adjustment. _ 

Adjustment of the blind to many simple routine 
occupations is not difficult. Many blind persons are 
working in ordinary factories, and their output is not 
less than that of the sighted and is often greater, probably 
because they are not so easily distracted. Many blind 
persons of superior mental and social ability have ee 

uc 

men should have the kind of ability that would raise 
them to positions carrying a private secretary. They 
also need considerable capacity in orientation, so as to 
fit naturally into the changing circumstances of their 
environment. There is greater difficulty in placing 
men whose qualifications suit them for occupations in 
the middle range, but this is being systematically under- 
taken by St. Dunstan’s. One of the difficulties is the 
prejudice ‘of employers. .There are, however, many 
notable exceptions, and every blind man successfully 
placed increases the chances of placing others. Prejudice 
is overcome by seeing the extent to which the blind can 
adjust if properly selected, trained, and given suitable 
opportunities of employment. 
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In England Now © 


A Running Commentary by Peripatetic Correspondents 


NAPLES has already provided the one dramatic: epi- 
demic of the war, and my bet is that it will be responsible 
for the next. Two years after liberation Naples is still 
in a shocking state, materially, morally, and hygienically. 
Dust, dirt, smells, flies, lice, mosquitoes, and sandflies 
are everywhere. The water-supply is intermittent, and 
what negative pressure and back-syphonage does in the 
interval appears to be nobody’s business. Italy abounds 
at least in labour and stone, but there are still pot-holes 
in the roads and pavements, and little attempt at repair 
or rebuilding seems to have been made. The hundreds 
of small children (who never seem to go to bed) beg, 
try to pick your pocket, openly offer black-market 
cigarettes, and steal anything left unwatched for a 
moment. <A naval officer’s wife, riding in a jeep with 
her husband, had her handbag snatched off her lap as 
the jeep slowed up round a corner, An UNRRA nurse, 
convoying some penicillin in a jeep, refused to let a gang 
of youths board it and was being roughly handled 
when saved by the appearance of a truck with American 
soldiers. Families with children are still living in 
caves used as air-raid shelters. A hospital for abandoned 
children has a death-rate of 70%, and 40% of the infants 
admitted are syphilitic. ‘‘See Naples and die” may 
be all too likely. P . 

On the whole, Poona has taken the Peace very well. 
There have, of course, been a few overt complaints in 
cases of special hardship—from Indian contractors, who 
see their market slipping, or from VIPs, whose red tabs 
have suddenly acquired an uncomfortable instability. 
But the general mood has been one of quiet endeavour— 
making the best of a bad job, and saving what we can 


from the wreck. On VJ night, I happened to be visiting . 


a friend in a club which is not one of my usual haunts, 
and it was touching to see how pluckily the old fellows 
were taking it. At the end of the last war, if one can 
believe Philip Gosse’s A Naturalist goes to War, there 
were some signs of weakness ; a permanent member said 
‘ Good evening ” to a temporary member. But such 
shameful scenes have not been repeated, and anyone who 
turns up to dinner in a lounge suit is quite properly put 
in the ‘‘ dirty room,” away from the others. 
` * / xk 

“ Cedant arma togæ,” said Cicero, ‘‘ concedat laurea 
laudi,” and did not, apparently, see any difficulty in 
the change. Cincinnatus too, having won his battle, 
went back to his plough and, no doubt, to some rough 
smock which fitted him well enough. Wellington’s 
generals in the Peninsula would have little difficulty 
in the transition from military to civil clothing; on 
their campaigns they wore frock-coats of their own 
devising, and could retain them in the days of peace. 
But now there seems to be some difficulty for the return- 
ing warrior. Twice in one week there have been 
anguished letters in the press. An army marches on 
its stomach and these letters show that the British is a 
great army. A correspondent of the Times protested 
against being directed, on demobilisation, to the clothing 
department marked ‘“‘ 42, and portly ’’; a writer to 
the British Medical Journal complained that he could 


not get into his civilian clothes when he left the Forces ;. 


like the man in Dickens, he was not able to see his lower 
regions, when standing, after some years of military 
service. Our soldiers seem to be modelled on the generous 
Falstaff rather than the lean Cassius, or the scrawny 
Quixote. 
toga is designed to fit any figure : a twitch here or there, 
a sweep of the arm to throw the fold over an ample 
shoulder, and the thing is done. Waistline measure- 
ments caused no pangs. Indeed, a majestic portliness 
goes well with a toga, as Charles James Fox found 
out, after his service in the Home Guard of the time— 
judging by his statue in Bloomsbury Square. But 
nowadays nobody solves his problem like that. The 
doctor who wrote to the British Medical Journal was 
constrained to a 28-day fast, taking nothing but fluids, 
an alkali mixture, and some vitamin preparations. He 
lost 30 lb., felt reasonably fit, and regained that prospect 
of his nether limbs which he had lost awhile. Peace 


To Cicero this would have meant little; a 
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had its victory, no less renowned than war, and what a 

welcome home he must have received from those who 

collected his rations and his points; concedat laurea 

laudi. i . T i | 
. *. * * 

Over the courthouse floats a great Union Jack, and 
an imposing cordon of military police controls the 
crowd of inquisitive Liimeburgers. The courtroom is 
impressive with its floodlights, microphones, interpreters, 
and cosmopolitan press gallery. The Bench, consisting 
of five senior officers in sparkling Service dress with caps, 
and the Deputy Judge Advocate General in wig and 
gown, perfectly sustains the dignity of British institu- 
tions. The long array of defending officers symbolises 
the scrupulous—almost too scrupulous—fairness of 
British law. = 
_ Opinions differ about the appearance of the ‘Belsen 
criminals. I thought they were the foulest, most 
nauseating collection of humanity that I had ever seen. 
Photographs give no inkling of how revolting they 
appear in the flesh. ‘The only two who in my humble 
opinion show the slightest sign of finer features are oddly 
enough the chief offenders, Kramer and Klein. They 
obviously have more intelligence and education than., 
the rest. 

In the last twelve years the sadists and the mentally- 
backward have terrorised their fellow-countrymen, and 
they will do so again the moment the Allies leave the 
country. The problem of Germany is not political or 
economic: it is psychiatric. 

. * * * ; . 

Back in 1943 my friend the Major from the War Office 
showed me a newspaper account of police-court pro- 
ceedings. It read something like this: ‘‘ When arrested, 
the accused declared that he was a Major from the War 
Office.” It pleased the real major to see this incident 
reported in a fashion which plainly conveyed that the 
unhappy accused suffered delusions of grandeur. His 
approval of lay reactions to War Office Majors was 
increased by an incident in the film, J Live in Grosvenor 
Square. Solid, upright policemen guarding the room 
where election votes were being counted gave way to 
allow the entry of an insistent gentleman as soon as he 
disclosed that he was “a Major from the War Office.” 
My friend was not surprised at this—he had never tired 
of saying that he and his like held all the power and 
completed all the actions while Colonels, Brigadiers, and 
Generals were put up to impress the public, mainly by 
wearing red tabs and occupying the first-class sleepers. 
But frankly his self-approval began to irritate me when 
he gloated over the appearance of a War Office Major in 
the Daily Mirror beside Jane herself. Here at last was 
real fame, he thought—a fitting recognition of a gallant 
type. But he had it coming to him, for at last perspec- 
tives have altered : Jane’s major is proved an impostor 
and at the time of writing the ridiculous Captain Cod 
seems cast for complete triumph.. I waited for a good 


‘chance to rub this into the Major from the War Office, 


whose arrogance had increased beyond endurance. But 
he must have read the signs correctly for he hurriedly 


got himself demobilised and I learn that he now hopes to 


attend postgraduate classes with a view to qualifying 
as a psychiatrist. 
* * * 

Recently I met a man who had just been released 
from a prison-camp in Thailand, where he had been 
since the fall of Singapore. He and his companions got 
off lightly as far as actual atrocities were concerned. 
As an MO, he had been in fairly large camps most of the 
time, and the worst incidents seem to have been in 
small detachments under the care of irresponsible junior - 
officers or NCOs. But the feeding had been very bad, 
and official contact with the outside world was absent ; 
though, with that amazing ingenuity whichoneremembers 
reading of in escape stories of the last war, they had 
rigged up a wireless from carefully concealed parts. It 
was by this means that they heard of penicillin—the 
“ wonder-drug ’’—but of its applications they had no 
inkling when first released, for they had thought it was 
some kind of secret weapon for use against the Japs. 

x * * ; 

Come on, you Classicists ! What does this notice in 
a main street of Athens mean? ‘‘ OAOZ OYINZTON 
TEPTSIA.”’ 


eS ven 


os ee eee Se 
ee eee 


THE LANCET] 


Letters to the Editor 


GAS-GANGRENE 


Smr,—The articles by Majors MacLennan and Mac- 
farlane (Sept. 8 and 15) are of particular interest to me 
in view of the similarity of their findings with Cl. welchit 
toxin and antitoxin to mine with C. diphtherie toxin 
and antitoxin (J. Path. Bact. 1940, 51, 317; Lancet 
1941, i, 205; Ulster med. J. 1943, 12, 5). I have shown 
that in the full development of the toxemia of diphtheria 
as found in the hypertoxic case two components of toxin 
are operative. The first of these, substance A, is the 
guineapig-lethal factor of laboratory toxin ; the second, 
substance B, is a factor which promotes the distribution 
of the lethal factor through and into the tissues, enhanc- 
ing its action and intensifying the toxemia without, 
however, altering the minimum lethal dose as determined 
by immunologists in the laboratory. 

For some time I have regarded clinical hypertoxic 
diphtheria as a disease closely akin to gas-gangrene in 
its pathological features. In both there is a local 
lesion, accompanied by necrosis and massive cedema, 
and profound general toxæmia which is little amenable 
to treatment with commercial antitoxin. In both the 
heart is seriously involved. The details of the toxæmic 
picture are naturally different in some other respects, 
since the pathological activities of the lethal factors 
of the two toxins are demonstrably different in the labora- 
tory. The absence of gas in hypertoxic diphtheria is 
simply due to the fact that C. diphtherie does not 
produce gas during growth, whereas Cl. welchii does. 

When I originally started to investigate the toxsemia 
of diphtheria I examined serum taken from a number of 
cases in a profound state of toxzmia, both before and 
after the administration of antitoxin ; but in no case was 
it possible to demonstrate any toxin, although the test 
used—intradermal inoculation in the guineapig—is 
propaniy 50—100 times more delicate than that used 

y MacLennan and Macfarlane to detect Cl. welchii 
alpha-toxin. By comparison, therefore, it is not sur- 
prising that laboratory tests failed to reveal gas-gangrene 
toxin in the serum of their cases. I also extracted the 
tissues of the throat in a case of hypertoxic diphtheria 
after death and recovered from them rather less than one 
guineapig minimum lethal dose. | 

But these findings scarcely warrant the assumption 
that the classical toxins play no part in the disease. 
So far as diphtheria is concerned the amount of the 
guineapig-lethal factor necessary to induce toxzmia is 
very small provided that an adjuvant—he it collagenase 
or hyaluronidase or some similar factor causing tissue 
penetration—is also present. It is the amount of this 
second substance which determines, in conjunction with 
quite minute amounts of the first, the severity of the 
toxszemia and its response to antitoxin. It is interesting, 
in this connexion, to note that Dr. McNally and I have 


found in our experiments (Lancet 1941, i, 555; Irish J. - 


med. Sci. 1941, p. 239) that Cl. welchit toxin, in amounts 
of no toxic significance, acts as an excellent adjuvant 
to sublethal doses of diphtheria toxin and reproduces 
the hypertoxic type of diphtheria in guineapigs. The 
non-toxic but tissue-penetrating component of Cl. welchit 
acts in the same way as substance B produced by the 
diphtheria bacillus. 

- Macfarlane and MacLennan suggest that it may be the 
breakdown products of muscle liberated by infection 
of that tissue which are responsible for the toxsemia of 
gas-gangrene, and cite in support of this contention the 
slight toxsemia associated with Cl. welchii cellulitis and 
brain infection. Another interpretation is, however, 
possible in the light of simple experimental observation. 
It is well known that Cl. welchii produces little demon- 
strable alpha-toxin when grown in ordinary nutrient 
broth but produces this toxin in greater or less amounts 
according to the strain used when grown in the presence 
of minced meat. This fact is recognised in the routine 
of commercial laboratories where Cl. welchit toxin is 
manufactured by growing the organism in meat broth. 
I have tested it quite stmply by growing the organism 
in the thioglycollic acid broth described by me (J. Path. 
Bact. 1937, 45, 541) and in Robertson’s meat broth in 
parallel. With casual strains isolated from milk I have 
observed no toxin formation in the thioglycollic acid- 
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broth medium and well-marked toxin formation in 
Robertson’s meat medium. It is, therefore, probable 
that the toxsemia which accompanies infection of muscle 
is due to the production of alpha-toxin when the organism. 
grows in muscle. But the amount necessary to cause 
toxzemia of a most intense character may be very small, 
as my experience with the guineapig-lethal factor of 
diphtheria toxin shows, provided that an adjuvant to 
its action, such as is found in Cl. welchii toxins, be 


‘present as well. It is worth mentioning that C. diph- 


therie infection of certain tissues such as the skin is 


associated with little toxseemia, since one would more | 


readily suggest that the organism in this form of infection 
elaborates little toxin in the skin than seek to attribute 
the toxemia of the commoner form of the disease to the 
products of disintegration of the fauces! | 

my studies of toxins and antitoxins I have been 
struck by the lack of avidity of gas-gangrene antitoxins. 
They are PoR among the least avid of all antitoxins, 
as might be expected from the constitution of the toxins 
they are required to neutralise. I have shown with 
diphtheria antitoxin that an excess of the second con- 
stituent (substance B) in the toxin renders the antitoxin 
non-avid ; so it is not surprising, in view of the observa- 
tions of cLennan and Macfarlane, that gas-gangrene 
antitoxins lack avidity. Dr. McNally and I (loc. cit.) 
have obtained evidence that Cl. welchit toxin causes 
dissociation of diphtheria toxin from combination with 
its antitoxin. I suggest that what is required for the 
successful treatment of Cl. welchit infections is an avid 
antitoxin similar to that required for the treatment of 
hypertoxic diphtheria. Modern antitoxins, standardised 
in laboratory units which have little relation to clinical 
requirements, are, in most cases, of low avidity and of 
correspondingly low therapeutic potency. 


Trinity College, Dublin. R. A. Q. O’MEARA. 


Sim,—I have read with interest Dr. Robb-Smith’s 
article on tissue changes induced by Cl. welchii type A 
filtrates, in your issue of Sept. 22. Asa surgeon I am not 
qualified to comment on the valuable experimental work 
which he has carried out, but, as a clinician, there are 
several comments I would like to make arising from his 

per. 

I like the term myonecrosis in lieu of myositis ; it very 

aptly describes the condition found at operation—i.e., a 
mass of necrotic muscle. It bears out my contention 
that gas-gangrene is an infection of dead muscle and not, 
as MacLennan holds, that it is essentially an infection of 
living muscle. 
. J have pointed out (Brit. med. J. May 12, 1945, p. 656) 
that arterial damage, by cutting off the blood-supply to 
muscle, was essential for the establishment of gas- 
gangrene, and have published 16 cases in support of this 
theory. The mass of dead muscle forms a-sequestrum 
in which any organism can develop without difficulty. 
Since the sequestrum is cut off from all blood-supply, 
parenteral administration of drugs is of no avail. The 
failure of penicillin to stem the disease is a glaring example 
when we consider it is specific to the clostridium. 

Robb-Smith freely admits the absence of inflammatory 
reaction to gas-gangrene. To quote his paper at random, 
“.. it will be necessary to discuss a remarkable 
feature of the local changes in gas-gangrenous muscle— 
the virtual absence of inflammatory reaction ’’; and 
again, ‘‘. . . there is an almost complete absence of a 
fibrin network in clostridial myonecrosis and no vascular 
hyperemia.’’ It is not surprising that these facts have 
emerged. How can an inflammatory reaction take place 
in dead muscle when there are no blood-vessels to carry 
the leucocytes and fibrin to the part? It is also not 
surprising to find disintegrated leucocytes in the midst 
of the sequestrum, for their nutriment and retreat have 
been cut off and they are left to die.’ The position is 
analogous to the calcium in a bone sequestrum which is 
left stranded. If the infection had started in living 
muscle, inflammatory reaction would surely be present. 
Nevertheless, Robb-Smith flirts with the hypothesis that 
infection of living muscle is a possibility. To quote him 
again, ‘‘ It has been shown that it is possible. to reproduce 
in vitro, with bacteria-free extracts, the histological 
changes in the muscle in human gas-gangrene with the 
exception of oedema and gas formation,” and ‘*. . . but 
the proximate conditions that allow spores introduced 
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into wounds to proliferate and form toxins are not clearly 
understood.”’ 

Such an hypothesis would not be substantiated by any 
‘war surgeon. Clostridia are ubiquitous and no wound in 
peace or war would be safe from this infection ; the disease 
would be rampant. The war surgeon has come to realise 
the truth in the slogan ‘‘ No dead muscle—no gas- 
gangrene.” This was borne out in the war of 1914-18. 
In the early stages, when wounds were not opened up and 


excised, gas-gangrene was most prevalent, but as soon as | 


this was rectified gas-gangrene almost disappeared. 
Finally, Robb-Smith recommends the injection of anti- 
serum locally around the wound when it has been imposs- 
ible to remove all necrotic muscle. If the sequestrum is 
resent, clostridia will wallow in it, and I can see no 
eneficial effects from antiserum injected into its midst. 
If the sequestrum has been removed, there is no necessity 
for antiserum, for the remaining clostridia are soon 
overpowered by the body defences. If Macfarlane and 
MacLennan’s contention be true—that the systemic 
symptoms of gas-gangrene are not due to circulatin 
toxins—then antiserum is of no avail. 
` If a muscle sequestrum be present, it must all be 
removed at operation regardless of disability to follow. 
If the surgeon does not do this, nature will in her own 
good time, if the patient is fortunate enough to survive. 
Dead’ muscle can never be brought to life again and failure 
to remove it at operation is only inviting disaster. 


Hereford. à R. Woop POWER. 


Sim,—lIn your issues of Sept. 8 and 15 Majors Macfar- 
lane and MacLennan suggest that the general toxemia 
of gas-gangrene produced by Cl. welchii is not due'to &- 
toxin but to products derived from disintegrating tissue. 
They identify in Cl. welchii toxic filtrate, an <nzyme 
“ collagenase,’’ which they state is directly involved in 
the muscle destruction in gas-gangrene. They further 
suggest that an antitoxin or toxoid designed to confer a 
high anticollagenase immunity might be more effective 
than the present methods which are judged by their 
a-antitoxin effect. Cl. welchit A produces a number of 
antigens : «-toxin, 0-hemolysin, hyaluronidase, collagen- 
ase, and .no doubt others not yet identified. The 


relative importance of the first three of these antigens in > 


experimental gas-gangrene, and of their respective anti- 
bodies in the control of the disease, has been the subject 
of a series of investigations during recent years, and the 
results have shown that «-toxin.plays the most important 
part in infection and that o-antitoxin is the significant 
antibody in the control of the disease. 

In view of the work of Macfarlane and MacLennan, a 
similar study has now. been made of the protective pro- 
perties of anticollagenase in experimental gas-gangrene. 
Two Cl. welchti antisera, kindly supplied and assayed by 
Dr. C. L. Oakley of the Wellcome Physiological Research 
Laboratories, were tested for their protective . action 
against gas-gangrene produced.in guineapigs by each of 
four different strains of Cl. welchit A. One of the anti- 


sera contained anticollagenase but no a-antitoxin,; while - 


the other contained «-antitoxin but no anticollagenase. 

The serum was administered to the animals 16 hours 

before infection. Results of the experiments showed that : 

{1) Serum containing anticollagenase and no @-antitoxin was 
unable to protect guineapigs against gas-gangrene pro- 
duced by the smallest dose of Cl. welchit A, which caused 
death in untreated animals. 

(2) Serum containing &-antitoxin and no anticollagenase was 
effective in protecting guineapigs against gas-gangrene 
produced by at least 1000 lethal doses of Cl. welchii A. 

(3) A mixture of anticollagenase and &-antitoxin gave no better 
protection against the disease than %-antitoxin alone. 

It therefore appears that in the control of experi- 
mental gas-gangrene, produced in guineapigs by Cl. 
welchii A, x-antitoxin is of prime importance. It is also 
reasonable to suppose that «-toxin plays the most import- 
ant part in the infectious process ; and while it is recog- 
nised that the rapid spread of the disease may be 
associated with hyaluronidase production, and that 
muscle destruction may be a result of the action of 
collagenase, there is so far no evidence to support the 
view that either of these enzymes plays any substantial 
part in the genesis of fatal gas-gangrene. 
`~ London, NW3. D. G. Evans. 


1. Evans, D. G. Brit. J. exp. Path. 1943, 24, 81; 1945, 26, 104; 
J. Path. Bact. 1943, 55, 427; 1945, 57, 75. 
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THE NURSING CRISIS 


Sir,—The letter from Sister Bateman (Sept. 22) 
demands attention as coming from one who by her own 
experience knows where the shoe pinches. That hospitals 
are increasingly and admittedly failing to attract 
entrants to both the nursing and domestic sides shows 
that there is something fundamentally wrong. An easy 
reaction is to blame it on “the modern girl ’—which 
certainly saves one the trouble of thinking, but is rather 
like ,randfather over again :- ‘‘ In my time...’’ The 
elders of each generation have talked like that. 

Surely it is time to examine the situation from a new 
angle and try to find out the causes. Sister Bateman 
relatessome; others suggest themselves at once to anyone 
familiar with the way in which hospitals are run. What 
otherindustry today attempts to covera twenty-four-hour 
day on two shifts? Why must nursing students be 
required to live in, and be under some sort of control for 
twenty-four hours in the day ? Other students are not. 
And why, as students, must they do so many purely 
domestic duties, which could be much better done by 
someone trained or training for such work ? These, as 
we all know, keep them from their first duty of attending 
to the patients. E 

My purpose, however, is not to theorise as to why 
hospitals cannot attract entrants but to suggest that the 
Institute of Public Opinion be asked to make an inquiry 
and find out from the girls themselves why they won’t 
take up nursing or hospital domestic work. A Gallup 
poll would, I think, throw light on the question and save 
us from continued fumbling. To get the history betore 
attempting diagnosis or treatment is a sound way. The 
young are not always wrong in what they want, and 
they are showing that they do not want nursing 
under present conditions. | 

Grimsby. S. W. SWINDELLS. 


SHOULD A BRACHIAL PLEXUS INJURY BE 
EXPLORED ? 


Sm,—The question asked by Mr. Hambly in giving a 
title to his paper of Sept. 22 is an important one, to which 
many of us would like to know the answer. As Mr. 
Hambly says, the general opinion is that exploration of 
wounds of the brachial plexus is not worth while ; but he 
evidently thinks as I do that a proper judgment ought to 
be based on something more substantial than odd impres- 
sions. I cannot remember the details of our conversation 
last October, but I think I suggested to him that the 
proper approach was to explore all serious open injuries 
of the brachial plexus to determine how many presented 
lesions (a) capable of surgical repair, (b) incapable of 
repair, or (c) not requiring repair. The operative find- 
ings and procedures would, of course, be fully docu- 
mented, and the cases observed subsequently at regular 
intervals so that in due course we should know whether 
those in which repair had been carried out showed suffici- 
ent recovery to justify what had been done, and whether 
those in which the damaged parts of the plexus were in 
continuity, and not sufficiently scarred to warrant 
resection and suture, had shown the anticipated degree of 
recovery. Clearly this is a tedious inquiry but one that 
must be made before we can know what, if anything, we 
can offer our patients ; and I hoped that a substantial 
contribution would be made by Mr. Hambly. 

It is therefore disappointing, when one reads his case- 
reports, to find no mention of the dates of injury, opera- 
tion, or recovery, and so little neurological information 
as to be worthless. One cannot, however, help sus- 
pecting that in case 8 operation can hardly have been 
necessary since the rapidity of recovery suggests that | 
a non-degenerative lesion (neurapraxia) was present, and 
would have recovered spontaneously anyway. 

The title of the paper suggests that Mr. Hambly was 
out to give us some big news. As it is, the only arresting 
piece of information is that in cases of irreparable brachial 
plexus paralysis arthrodesis of many joints is preferable 
to amputation followed by the fitting of an artificial limb. 
He seems to be fairly certain about this ; but how does he 
know—may we have the evidence ? No doubt he will 
recall the discussion at Oxford last year when Mr. Hendry 
described his cases (I think there were two) in which he 
had arthrodesed a number of joints in a paralysed limb 
and thought the results better than could be obtained by 
amputation and prosthesis. But I doubt whether Mr. 
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Hendry was expressing more than a personal preference. 
Has anyone yet made a careful comparison of the cases 
treated by these two very different methods? If Mr. 
Hambly has done so we shall be greatly in his debt for 
providing the answer to a question that bothers me every 
time I meet one of these unfortunate patients with hope- 
less brachial plexus paralysis. But if he is giving us only 


an opinion, then his is no better than mine ; and mine, _ 


until it is based on evidence, is almost worthless. 


Wingfield-Morris Orthopsodic 
Hospital, Oxford. H. J. SEDDON. 


THE LABOUR PARTY AND A NATIONAL 
HEALTH SERVICE 


Simr,—The victory of the Labour Party at the general 
election has brought a new factor into the negotiations 
for a National Health Service. For the first time a 
Government is in power which is pledged to provide 
a complete medical service for all sections of the com- 
munity, and it is to be presumed that it will at least put 
the main lines of its policy into effect. Yet, judging 
by, what is said, many doctors are far from adequately 
informed of what the Labour Party policy is. For instance, 
some believe that it is intended to abolish a patient’s 
freedom to choose his own doctor, whereas the policy 
states: ‘‘ patients should be able to change their doctors 
. if dissatisfied, and have a choice of an alternative.” 

Consequently we would like to draw attention to the 
fact that the Labour policy for health has been published 
ina pamphlet National Service for Health, which can 
be obtained from the Socialist Medical Association. 
‘We recognise that at this stage no policy can be final 
and that much constructive work will be required before 
a perfect service can be obtained. We hope that all 
doctors who have the same aim as we have—namely 
the provision of the best attention that sciente makes 
possible for all, irrespective of economic position, and 
the best conditions and full professional freedom for 
doctors and other health workers—will be able to 
codperate in achieving it. 
SOMERVILLE HASTINGS, 

President. 
HORACE JOULES, 


D. STaRK Murray, 
' Vice-Presidents. 


` FILING OF ABSTRACTS AND CASE-RECORDS 


Sır, —In the illustration of the card for the filing of 
extracts which Mr. Duncan and others use at the Hilling- 
don County Hospital (Sept. 22, p. 379) it will be noticed 
that the corner of the card is not snipped. Snipping is 
essential in all punch-card methods so that the card is 
filed neither upside-down nor back-to-front which would 
spoil extraction. 

There are one or two suggestions I would like to offer 
so far as the layout of the card is concerned. If the 
alphabet, the five vowels and Y, and the figures 5 to 13 
be printed along one edge it is possible to use a code 
which is in use by a large business firm for the primary 
coding of their customers—namely, the first letter of 
the word, the first vowel, and the total number of letters 
in the word. Thus ‘ Pentothal’ would be coded as 
Pe9. Using three needles, the number of cards which 
would fall out, apart from pentothal, will be found to 
-be so small as to be immaterial. a 

Again, instead -of numbering the holes from 1 to 31, 
if they were numbered in three blocks of nine digits 
and the cipher, then with three needles this would give 
999 selections instead of 31, and with the spare hole on 
that side if lettered M would give 1999. To extract 
units from tens or hundreds the ciphers in the tens or 
hundreds blocks must be cut; thus 005 extracts 5 
from 055 and 505. Taking advantage of the possi- 
bilities of combinations and a few needles, the items 
which can be coded in this way are for all practical 
‘purposes infinite. oY 

I experimented with this method some years ago, 
and, though it is very dramatic, I think that for the filing 
of extracts the Numerical Alphabetical System supplied 
-by more than one firm is to be preferred. The pages 
are simply removed from the journals and filed in the 
appropriate folder. This means the mutilation of journals 
but that is unavoidable when one prefers one’s office to 
be a workshop rather than a museum. 


Socialist Medical Association, 
. 35, Long eee: London, 
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As for the method recommended for case-records, I 
would suggest that with the great probability of White- 
hall taking an interest in the case-records of all hospitals, 
any hospital wishing to embark on modern ‘methods 
will be well advised to get in touch with the work which 
is ‘being carried out under the Nuffield Trust. The 
‘* specimen reference code ” given in the article cannot 
be regarded as any improvement on that of the Medical 
Research Council, which is bad enough. | 

Halifax. ; A. GARVIE. 


st GASTRIC INFLUENZA?’ 


Sir,—The following account may be relevant to the 
annotation in your issue of Sept. 15. It describes a small - 


. epidemic in which, contrary to standard descriptions, 


gastro-intestinal and typical influenza occurred together. 

In January, 1945, at a time when a fall of snow seriously 
inhibited outdoor activities, an outbreak of influenza de- 
veloped in a hutted camp of 1000 men. Altogether 20 cases 
occurred in 18 days, the chronological incidence being shown 
in the accompanying graph. Clinically the typical case- 
showed a tempera- i l 


ture of 102° to 4|- ` GASTRO- 
104° F, with head- 3 ENTERITIS 
ache, backache, 2 
tracheitis, and j 


sometimes transierit 
vomiting and one: 
or two. loose. stools. 

Ten days after 
the first case, cases 


enteritis began to 
report; 13 cases 
occurred in 14 days, 
the chronological 
incidence being 
again shown on the . 


-_—NwWA UO N 
AMAA 


graph. Clinically | lA E 
. the typical. case _ 4. 3 
showed diarrhea 1$ 19:29 are aeons FEB: oY, 


of four to eight , | 

motions daily, abdominal pain, vomiting at the outset, mild 
constitutional symptoms, and a temperature not above 99°— 
100° F. Cultures of stools were not done, but the likelihood 
of the disease being a coincidental bacterial infection was 


remote for the following reasons :. (l) the. average outside 


temperature was consistently below freezing-point ; (2) another 
unit in the immediate vicinity, sharing water and to some 
extent food supply (though not cookhouses), was protected 
except for a few sporadic cases by the quarantine measures 
imposed (i.e., closure of cinema and canteens) ; (3) the periodic- 
ity of the case-incidence, which showed definite peaks separ- 
ated by 2-3 day intervals, suggested a case-to-case infection 
rather than a food- or water-borne one. In addition there was 
positive evidence that the two types of illness were the same 
disease. In the first place the successive. waves of infection, 
as can be seen in the graph, corresponded closely for the two 
conditions. In the second place all the gastro-intestinal cases 
were nursed in the same hut as the typical influenzas, but none 
developed any further symptoms. ae l 
It was difficult on this occasion to regard gastro- 
intestinal influenza as anything but a different manifesta- 


tion of typical influenza, and it would be interesting to 


see reports from other unit medical officers on similar 


South Wales. — J. ©. RYLE. 


NATIONAL HEART HOSPITAL 


Sır, —In the section of your Students’ Guide (August 25) 
dealing with postgraduate opportunities I noticed that 


‘outbreaks. 


under Heart and Lungs (p: 255), no.mention was made 
‘of the facilities at the National Heart Hospital, where 


clinical teaching -and special courses have continued 
during the war years. 

The hospital is planning to extend its programme of 
postgraduate teaching during the coming year, and 


students wishing to attend should communicate with the 
‘secretary. Special courses will be arranged and adver- 


tised as previously, and certain of these will be reserved 
for medical men demobilised from the Forces. 


National ‘Hospital for Diseases 2 
of the Heart, Westmoreland B- T. PARSONS-SMITH, 
Street, London, W1. Dean of the Medical Schook 
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GASTRIC CANCER AND PERNICIOUS ANAEMIA 


Sir,—I was very interested in your leading article of 
Sept. 29, and agree with you concerning the difficulty in 
early diagnosis of gastric cancer as a complication of 
pernicious anemia. I shoyld like to bring forward the 
use of the sedimentation-rate, corrected for anzmia, as a 
possible aid in some cases. ` 

In 1936 I reported (N.Z. med. J. 1936, 25, 310) a 
considerable amount of work on the blood-sedimentation 
rate in different conditions. At that time I used the 
- sedimentation-rate by Wintrobe’s method in the routine 
follow-up of all my cases of pernicious anemia. I found 
in one man, who had suffered from pernicious anzemia for 
five years and was being treated with stomach extract, 
that the usual dose of extract was insufficient to maintain 
his blood at an adequate level. His corrected sedi- 
mentation-rate was slightly above normal, but he had no 
clinical evidence of complicating disease. Six months 
later he returned with a greatly increased sedimentation- 
. rate and an inoperable carcinoma was discovered. 
Following this occurrence an X-ray examination of the 
stomach was made on all pernicious anzmia patients who 
had even a slightly raised corrected sedimentation-rate 
but had no obvious clinical signs to account for the 
increased rate. By this means I discovered two more 
patients who had developed gastric carcinoma ; both 
fortunately were in the operable stage. 

I realise, of course, that some cases of early gastric 
carcinoma do not cause an increased corrected blood- 
sedimentation rate, but the test is so simple that it might 
well be added to the routine follow-up of patients with 
pernicious anzmia. C. J. C. BRITTON. 


Bland-Sutton Institute of Pathology, Middlesex Hospital. 


ARTIFICIAL RESPIRATION ; 


SIR, —I am grateful to Mr. Eardley Holland for point- 
ing out (March 10, p. 324) that he had known and success- 
fully adopted the method of artificial respiration by rib 
traction long before I described it. I am glad to note 
that he prefers it to Silvester’s method for resuscitation 
on the operation table. I can, however, assure him that 
I had never heard or read of this method before I 
wrote about it (Feb. 24). The idea came to me when I 
was making a study of the individual rôle of the inter- 
costal muscles and diaphragm in respiratory movements. 
So far as I am concerned it was a new idea. Now that 
I find it was previously known to others, I consider it 
justifiable to call it a rediscovery. | 

Moradabad, India. R. VISWANATHAN. 


, PREFRONTAL LEUCOTOMY 
- .SıR,—Berliner and others in their article of Sept. 15 
specially stress the ‘‘ importance of expert postoperative 
reablement.” I have had the opportunity of comparing 
some of their results with those that have been obtained 
when postoperative reablement was necessarily curtailed 


through war-time shortage of staff. The impression I | 


gained was that intensive and sustained re-education 
contributed greatly to the therapeutic effect of the 
operation. Presumably nobody regards the operation 
as sufficient in itself, especially in chronic schizophrenics 
and severe obsessionals; yet postoperative measures are 
often tackled in rather a cavalier fashion. The mere 
transfer to a ‘‘ good ’’ ward is sometimes the limit of 
assistance afforded to the patient in his task of discarding 
the habitual psychotic reactions of years and of grappling 
with reality : he is more or less left to sink or swim. 
That so many achieve some success proves the efficacy 
of prefrontal leucotomy, but Berliner has shown that 
better results are possible with sufficient individual 
care and attention. It may not always be feasible, for 
practical reasons, to give leucotomy patients all the 
supervision they require; but it should be recognised 
that the task of the operation is to break the deadlock 
of an unresponsive personality and make it amenable 
to reablement: by itself it is only a half measure. 
There is some evidence suggesting that self-awareness 
is the complex product of influences arising both in 
the cortex and in the thalamus. Le Gros Clark, in a 
recent paper in New Biology I (Penguin Books, London) 
on the basis of sensory experience, suggests that the 
basal ganglia are ‘‘ associated with the phenomenon 
of subjectivisation ” and the idea of the self. It is of 
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interest that bilateral lesions in the prefrontal region tend 
to reduce self-consciousness and cause indifference to the 
opinion of others and to the quality of social conduct. 
Severance of thalamoprefrontal fibres by leucotomy 
may thus lead to an alteration in self-awareness, and 
this not only lessens the conflict and tension engendered 
by outside influences, but also paves the way for educa- 


tive measures. 
Netherne Hospital, Coulsdon. F. KRAUPL. 


LIVER BIOPSY 


Smr,—The history of liver biopsy by means of a trocar 
in man is considerably older than is generally realised. 
What I believe to be the first record of this procedure 
is communicated in F. T. Frerichs’s monograph Uber 
den Diabetes, Berlin, 1884 (foreword dated Sept. 2, 1883), 
on p. 272, and the biopsies were performed by none 
other than Paul Ehrlich who was then working in 
Frerichs’s clinic in the Charité Hospital. 

They were done in the course of investigations into 
the question of increased glycogenesis in diabetes. 
Table m1 of the work mentioned has seven chromo- 
lithographs of drawings of the obtained liver tissue, 
stained for glycogen with iodine gum-arabic, a method 
which Ehrlich had described in a paper Uber das Vorkom- 
men von Glykogen im diabetischen und normalen 
Organismus, published as appendix to an article by | 
Frerichs Uber den plötzlichen Tod und das Coma bei 
Diabetes (Z. klin. Med. 1883, 6, 33). In one diabetic 
there was almost complete absence of glycogen; while 
in a second case glycogen was diminished and irregularly 
arranged, and showed in parts changes in staining 
properties which led Ehrlich to assume that it was at 
these sites bound to some other substance. A normal 
control case showed abundant glycogen. 

Regarding Dr. Sherlock’s paper on aspiration liver 
biopsy in your issue of Sept. 29, it would be helpful 
to learn, for assessing the place of biopsy in diagnosis, 
in how many of her 264 cases a diagnosis could not be 
reached with confidence by other means, and in how 
many cases a previous diagnosis had to be abandoned 
because of the histological evidence. Her warning that 
if in cases of acute hepatitis ‘‘ biopsy is postponed until 
convalescence, normal liver tissue may be observed, and 


‘diagnosis is then impossible ” is perhaps a little startling 


to those who have made this diagnosis without a biopsy. 
And in cases of suspected malignancy of the liver, would 
not peritoneoscopy offer a still smaller risk than aspira- 
tion biopsy, as well as a greater chance of obtaining a 
satisfactory answer ? | 


St. Mary Islington (LCC) Hospital, 
Highgate Hill, London, N19. HERBERT LEVY. 


BOOKS AND JOURNALS FOR POLAND 


Sir,—The council of the Polish Medical Association in 
the British Empire has decided to appeal to the British 
medical world for books, textbooks, and periodicals which _ 
are urgently needed in Poland. a 

You may know that during the German occupation 
not only were no new books published but also the 
existing libraries were robbed and most valuable books 
confiscated. The final stage of war has practically 
completed the destruction. 

At the present moment great efforts are being made 
to train young people for the work of reconstruction. 
The greatest difficulty encountered in this task arises 
from the lack of books and textbooks. Professors and 
teachers, who were unable to keep in step with the pro- 
gress made in all the fields of science during the past six 
years of war, lack even old textbooks, and reference 
books, not to mention new scientific publications. In 
the field of medicine, which is our Association’s main con- 
cern, the need is so dire that we feel justified in asking help. 

The books can be in either English, French, or German. 
Volumes of The Lancet, the British Medical Journal, 
Nature, the Medical Officer, &c., would provide uni- 
versity libraries with material indispensable for the 
work both of students and professors. 

B. JEDLEWSEI, 
President, Polish Medical Association 
in the British Empire. 

*,* We shall be happy to forward to the Polish 
Medical Association any books or journals sent in 
response to this appeal, and addressed to us at 7, Adam 
Street, Adelphi, London, WC2.—Eb. L. 
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THOMAS WILSON PARRY 
MA, MB CAMB., FSA 


DURING a lifetime of enthusiastic research Dr. Wilson . 


Parry uncovered some interesting facts about primitive 
peoples, especially about their custom of trephining the 
skull. In this operation—which was carried out on 
infants as well as adults—a disk of bone was removed by 
scraping through the tables of 
the skull, presumably with a 
sharp flint or bronze instru- 
ment. Possibly the practice 
was intended to relieve epilepsy 
or infantile convulsions—or, 
from the operator’s point of 
view, to release the devil in 
possession. Parry learned that 
among the natives of New 
Guinea trephining is still some- 
times undertaken in an attempt 
to cure intractable headache. 
He published some twenty 
papers on this strange practice, 
many of which he first delivered 
as addresses to the North 
London Medical and Chirur- 
gical Society, the history sec- 
= tion of the Royal Society of 
Medicine, the International Congress on Medical History, 
and other interested bodies. 

His father was Joseph Chatwyn Parry who for many 
years was manager of the Bank of Lucknow, and played 
a distinguished part in the defence of that city during 
the Mutiny. Thomas Wilson Parry was born in 1866, 
after the return of the family to England, and was 
educated at Amersham Hall, near Reading, then a well- 
known nonconformist school, numbering among its 
alumni such men as Augustine Birrell, Buckston Browne, 


, . Eliott & Fry 


and Cozens-Hardy. He went on to St. John’s College, . 


bridge, graduating in the natural sciences tripos in 
1887. His clinical training was gained at St. George’s 
Hospital where he held several resident appointments. 
In 1894 he married and started practice at Youlgreave in 
Derbyshire, but eight years later he moved to Crouch 
End, where the rest of his professional life was spent. 

W. L-B. writes : “ Sympathetic, gentle, and courteous, 
he endeared himself to his patients, and to these qualities 
was added a fine clinical acumen. Devoted as he was 
to practice, however, it by no means exhausted his 
activities ; his status as an anthropologist secured his 
election as a fellow of the Society of Antiquaries and he 
became the leading authority on prehistoric trephining. 
His poetic gifts were both graceful and learned, as is 
shown in his sonnet sequence Great Names and in his fairy 
poems, which reveal his tender insight into the minds of 
children. One felt his essential goodness ; sincerely 
religious, he loved whatsoever things are lovely and of 
good. report. In 1937 he became seriously incapacitated 
by ill health, against which he struggled so gallantly that 
he was able to continue some of his literary work. It 
was a great joy to him that in 1942 he was well enough to 
be able to revisit his beloved university. But the 

provement did nòt continue and the end came peace- 
fully on Sept. 21.” 

“ Dr. Wilson Parry and I,” writes E. G-L., ‘ entered 


the wards of St. George’s Hospital at the same time and ` 


clerked for. the same physician, and a close friendship 
between us thus ensued which was unbroken up to his 
death. He was gifted in many directions as well as in 
medicine. He had a happy talent for verse, and was 
accustomed for many years to send to his friends—and I 
was a constant recipient—Christmas greetings conveyed 
ina very delightful sonnet. A staunch upholder of the 
best ethical traditions of the profession, he enjoyed a 
large practice, and was much loved by a wide circle of 
patients. He was especially fortunate in his family 
life and was greatly gratified that his two sons elected 
to adopt medicine as their profession.” 

He married Miss Sophie Cole, who survives him. 
Their sons are Dr. Wilson E. C. Parry, of Holbrook near 
Ipswich, and Captain S. Chalmers Parry, deputy MOH 


for Worcestershire, now serving in Germany. Their one 
daughter, to the great grief of her family, died as the 
result of a bathing accident at the age of 21. | 


RALPH MARSH DE MOWBRAY 
' FRCS 


Mr. de Mowbray of Lymington, who died in London 
on Sept. 24, was the son of the Rev. J. H. M. de Mowbray 
and was born at Vinossington in 1887. Educated at 
Marlborough from 1901 to 1905, he qualified in 1914 
from St. Thomas’s Hospital, where he was house-surgeon 
and casualty officer, and took his FRCS in the same year. 
His war service in the RAMC included a year at Netley 
and 34 years at a general hospital at Deolali in India, 
where he was surgical specialist and had charge of the 
surgical division, with the rank of captain. Afterwards 
he settled in general practice at Lymington, in partner- 
ship with the late Dr. F. H. Maturin. 

N. M. G. writes: ‘*It was a commonplace—not only 
among the many patients grateful for his surgical skill 
but among his professional colleagues—that Ralph 
de Mowbray ‘ought to have been in Harley Street.’ 
His surgical knowledge, craftsmanship, application, and 
attention to detail would certainly have ensured his 
success there: not to speak of his rather sombre good 
looks, lit up from time to time by his rare ‘but delightful 
smile, and his ‘ surgeon’s hands’ which came up to the 
highest standards of the novelist. Yet, as the surgical 
partner of a large firm ranging widely over the New 
Forest; with three excellent small hospitals at his 
command ; with his love of horses and other animals ; 
with his four tall sons and his tall house in the High 
Street, with its garden overlooking the Solent and the 
Isle of Wight, and the workshop where he made and 
carved his beautiful pieces of furniture, I am sure he 
lived a happier and fuller life than in London. There 
was, perhaps, only one drawback—he never had the time 
to write and publish the varied and ixteresting cases 
that came his way. To have survived a coronary throm- 
bosis and got back into full business as the senior partner 
for some ten years of strenuous practice must be a very 
rare achievement, and his sudden death at a compara- 
tively early age will be regretted by a host of friends 
and grateful patients.”’ | 


WILLIAM MARCUS KILLEN 
. BA, MD, MCH NUI 
THe death of Dr. Killen on Sept. 1 breaks almost the 
last link between the present clinical teachers of the 
Belfast medical schoo] and those of the nineteenth 


century. es 
Born in 1863, he was the son of the Very Rev. T. Y. 


Killen, DD, at that time a leading divine in the-lzish-— - 


Presbyterian Church. From the Royal Academical 
Institution, Belfast, he entered the Queen’s College, 
Belfast, and in 1884 graduated in arts with first-class 
honours, gaining also the senior scholarship in natura] 
history. Three years later he took the degrees of MD, 
MCh&MAO in the Royal University of Ireland. After 
a period of study at the London Hospital, in Dublin, 
and in Vienna he was appointed in 1892 assistant 


- surgeon to the Benn Ulster Eye, Ear, & Throat Hospital, 


Belfast. It was in this hospital that the late W. H. 
McKeown introduced the practice of early operation 
on immature cataracts and the use of a magnet for 
removal of metallic foreign bodies from the eye. On 
the death of McKeown in 1904 Killen became senior 
surgeon, a post he held until his resignation in 1934, 
having served the institution for 42 years. During 
the war of 1914-18 he carried on its work almost single- 
handed. 

Quiet and unassuming by nature, and happiest in his 


clinical and teaching work, he did not seek position or. 


honours, but in 1912 his colleagues in Belfast persuaded 
him to accept the chairmanship of the Belfast division 
of the British Medical Association, and his outstanding 
work in his special subject led to his election to the 
presidency of the Irish Ophthalmological Society and 
vive Presidency of the section of ophthalmology of the 
BMA. 

“ Dr. Killen,” writes a colleague, “ was a great con- 
versationalist. One of his greatest pleasures was to 
welcome ‘any of his large circle of friends to his hospit- 
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able fireside,where, in the happy interchange of talk, time 
was forgotten. Descended from generations of clergy, he 
retained throughout his life an intense interest in theo- 
logical problems, and sooner or later the conversation 
turned to such subjects as the rival doctrines of free will 
and predestination, or the reconciliation of religious 
faith with scientific. principles, and other kindred 
questions. Although brought up in a strict calvinistic 
atmosphere. (where even the singing of hymns and the 
introduction of instrumental music into the church 
service were viewed with dislike and suspicion) he was 
the most liberal-minded of men: he always studied 
both sides of a question and respected the other man’s 
outlook ; like Montaigne he believed that often ‘to 
know all is to forgive all.’ He was also very generous ; 
no deserving charity was refused, private patients in 
difficult circumstances were treated free, and hospital 
patients sometimes became pensioners from his purse. 
Although he reached a patriarchal. age, William Marcus 
Killen died young, with his intellect clear and his mind 
elastic and receptive, and still retaining the affectionate 
regard of former patients, students, and colleagues.”’ 


ARCHIBALD PENRHYN BOWDLER 
OBE, MA, MB CAMB. - 


Dr. A. P. Bowdler, who died on Sept. 26 at Bourne- 


mouth, was one of the small band of pioneers who formed 
the nucleus of the RAF medical service, and his colleagues 
of those early days recall gratefully his sane and helpful 
contributions to the discussions on its numerous prob- 
lems. ‘ In those days,’’ writes C. B. H., ‘‘ we needed 
men who would work unsparingly, men who could over- 
come difficulties, and, above all, men of good temper and 
genuine medical knowledge. Bowdler had all these 
attributes in generous measure. It was by securing 
people of his type at the beginning that the RAF medical 
service later drew so many good men to the ranks of the 
permanent establishment.” 

Archibald Penrhyn Bowdler took a second-class in the 
natural sciences tripos in 1898, qualifying at St. Thomas’s 
Hospital three years later and taking his MB Camb. in 
1902. He heid clinical assistantships in the throat and 
ear departments of St. Thomas’s Hospital, and continued 
his medical studies in Paris where he was for a time resi- 
dent medical officer at the Hertford British Hospital. 
During the last war in his work on the Central Medical 
Board of the Air Force he developed between the mem- 
bers of the board and the candidates or sick pilots a 
personal relationship such as exists between the best type 
of general practitioner and his patient. With the rank 
of lieut.-col aiel RAF he continued this side of his work 
_ a8 presineht of the Aviation Candidates Medical Board. 
‘His~ observations on defects of visual acuity among 
accepted candidates and experienced pilots were pub- 
lished in the British Journal of Ophthalmology in 1920, 
and he contributed to the Medical Research Council 
report on the medical problems of flying an able chapter 
on the selection of candidates, which was based on a 


_ comparison of the cardiovascular and neuromuscular 


systems of successful pilots and unsuccessful pupils. 
Before his retirement to Bournemouth Dr. Bowdler lived 
for many years at Chiswick. 


RICHARD TRAVERS SMITH 
M D DUBL., FRCPI 


Dr. Richard Travers Smith, consulting physician to the 
West Middlesex Hospital and psychotherapist to the 
West End Hospital for Nervous Diseases, died at his 
home in London on Sept. 28 at the age of 73. The second 
son of John Chaloner Smith of Bray, co. Dublin, he was 
educated at Strangeways School and Trinity College, 
‘Dublin, where he graduated in medicine in 1894. Two 
years later he took his MD, and after postgraduate study in 
Vienna he returned to practice in Dublin. He wasappointed 
physician to the Richmond, Whitworth, and Hardwicke 
Hospitals, and later became professor of materia medica 
and therapeutics at the school of the Royal College of 
Surgeons in Ireland. In 1899 he was elected to the 
fellowship of the Royal College of Physicians of Ireland 
and became a censor and examiner of the college. In 
1915 he left Ireland to join the RAMC and served with 
the rank of major at Colchester Military Hospital and as 
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officer in charge of the medical division at the Royal 
Herbert Hospital, Woolwich. After demobilisation Dr. 
Travers Smith settled in practice as a consulting phy- 
sician in London and was appointed to the staff of the 
Miller General Hospital, Greenwich, and of the West 
Middlesex Hospital. After a few years he became deeply 
interested in psychotherapy, and on retirement from the 
Miller Hospital he gave most of his time to this branch of 
medicine, later joining the staff of the West End Hospital. 
Although he accepted Freudian principles he identified 
himself with no particular school, and his method con- 
sisted of detailed anamnesis, explanation, and persuasion. 
One of the original members of the Association of 
Physicians, his work in his new specialty was based on his 
sound knowledge and wide experience of general medi- 
cine, and his published work reflect his interest in the. 
psychological aspects of cardiology. During the war 
of 1939-45 he served as a psychotherapist with the. 


“ You could not wish for a more charming and helpful 
colleague than Dick Travers Smith,” writes C. W. D. 
“ His good humour and ready wit endeared him to all, 
and his stock of humorous Irish stories was inexhaust- 
ible. For his patients he spared himself no effort, and. 
they valued his sympathy and understanding. Though 
some deplored his comparative desertion of internal 
medicine, psychological medicine gained by it, and he 
died as he would have wished, in full harness, working up 
to the last day.” - 


JOHN WOOD 
M B ABERD., DTM 


THE sudden unexpected death of Dr. Wood, from 
coronary thrombosis, will be deeply regretted by friends 
and colleagues at Bournemouth and elsewhere. 

Born in Aberdeen in 1890, he was educated at Gordon’s 
College and at Aberdeen University where-he qualified in 
1912, at the age of 22. From the first, his intention was 
to enter the foreign mission field, and after a house- 
appointment he took the DTM at Liverpool in‘ 1915 in 
preparation for work under the ægis of the Church of 


Scotland. After ordination, he was directed to Calabar, 


in Southern Nigeria, where he had charge of the Mary 
Slessor Hospital at Ztu and of eleven widely scattered 
mission stations based on it. After some time there, he 
was transferred to a newly built hospital and mission 
station at Uburu. Being young, keen, active and con- 
scientious, he speedily mastered the local dialects and 
made his work indispensable. But his health and his 
wife’s health suffered so severely that both were 
ordered permanently home. On his return, he settled in 
practice at Wigan, being appointed assistant surgeon to 
the Royal Infirmary. But after five strenuous years, 
again for health reasons, he moved to Bournemouth 
where he continued to work until his death., 

“ In all he did,” writes S. W. S., ‘‘ John Wood seemed 
to be guided by an abiding faith to support in him a 
matchless fortitude and determination in a nature both 
kind and gentle. 
strove to do good and to help and encourage others, with 
never a thought of self. There was in him all the fine 
qualities of the stock from which he came : all the virtues 
went to build in him that nobility of character we knew 
to be his. Near the surface, often breaking out unex- 
pectedly, lay a quiet, pawky, dry humour that was 
characteristically Scottish. He possessed the quiet, 
tranquil mind along with a becoming humility, owning all 
the attractive attributes with which Newman endowed 
the true gentleman. It has been well said that what 
counts most in living is not so much what a man does as 
what he is. Of all men, John Wood could claim to say, 
‘T have fought the good fight, I have finished the course, 
I have kept the faith.’ ”’ 

Dr. Wood’s wife survives him, with their family of five 
children. : 


RoYAL Sanitary Instrrure.—Today, Saturday, Oct. 13, 
at the Hope Hospital Annexe, Eccles Old Road, Salford, 6, 
Dr. J. L. Burn will read a paper on new remedies in 
disinfestation. On Wednesday,*the 17th, at 2.30 pM, at 90, 
Buckingham Palace Road, London, SWI, Lieut.-Colonel 
M. H. Webster, ramc,: will speak on uses of DDT in the 
field. 


Constantly, in all manner of ways, he | 
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On Active Service | 


‘CASUALTIES 


KILLED 


Captain PETER HAMILTON BARKEY, MBGLASG., RAMC 
. Captain: Jacos HYMAN JOSEPH, M B WALES, RAMO 


= . ro DIED 
Colonel MAURICE Bayus KING, MO, M B DUBL., RAMC 
AWARDS 
MENTIONED IN DESPATCHES 
RAMO— IMS— 


Colonel J. P. MaonaMARA 
fest.=<Colonels.—H. J. Croort, 

- C. L. Hay-SHunxer, J. F. |  NIBLOCE, A. E. STEVENS 

` Hestorp; R. C. Lanerorp, | Majore—W. C. TEMPLETON, 
J. R. OwEN, J. M. MoINTOSHE L. M. KELLY,. MBE, M. K. 

Majore.—G. W. GREIG, G. T.. KRISHNAMURTI, R. I. KRISH- 
ASHLEY, J. Brown, J. M. 


Inieut.-Colonels.—T.J.DAvVIDSON, 
V. D. Gorpon, W. MoN. 


T. E. HENDERSON, E. L. O. 
. Hoop, C. H. Hosryn, G. J. G. 
Krys, . J. <D. MAaAcCALLUM, 
« W.. O’CarnacHAN, .W. . H. 
WOLSTENHOLMB, T. K. 
Howat, the late R. Srvup- 


Gav ŠINGH, P. C. NEDUNGADI, 
SRINIVAS RANGANATHAN 

PELL . | Ineutenants.—-DHIMAN BARUA, 

Captatns.—G. M. ABRAHAM, J. 


a PHaniparR Goaor, R. 
N. ©. BuRrNLEY-JONES, M. ` CHANDRA 

CATURANI, R. G. FORREST, 

J. B. Great-Rex, J. K. IAMC— 


HAMPSHIRE, J. Hargis, T. B. 

Harrison, M H. 

G. Kuaover, H. A. ER, 

J. K. H. MoCurroven, P. H. 

` B. Rapo, J. H. 

-REEs, ‘R. W. 

©- W. T. WALKER, G. L. Wmr- 
NỌRE, J. M. MoLeran, J. A. 
MoPHERSON . So ~ 


Major J. EDWARDS 
Captains.—B. G. KIDDLE, MC, 
M. P. McMurray, Moxsp 
IMAMUZZAFAR, R. P. BHATIA 
Lieutenants.—ABDUR RASHID, 
C. M. PATNAIK, O. P. TREHON 


INFEGTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED SEPT. 29 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1509; whooping-cough, 920; diphtheria, 486 ; 
paratyphoid, 11; typhoid, 15; measles (excluding 
rubella), 406 ; pneumonia (primary or influenzal), 302 g 
puerperal pyrexia, 124 ;. cerebrospinal fever, 17 ; polio- 
myelitis, 40; polio-encephalitis, 1; encephalitis leth- 
argica, O ; dysentery, 264 ; ophthalmia neonatorum, 66. 
-No case of cholera or typhus was notified during the week. 

The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on Sept. 26 was 1060. During the 


revious week. the following cases were admitted : scarlet fever, 65 
diphtheria, 45; measles, 9; whooping-cough, 21. _ 


Deaths.—In 126 great towns there were no deaths from 


enteric fever, measles, or scarlet fever, 5 (1) from whoop- ' 


ing-cough, 6 (2) from diphtheria, 75 (6) from diarrhoea 


and enteritis under two years, and 8 (0) from influenza. 


The figures in parentheses are those for London itself. 

Liverpool reported 14 deaths from diarrhea and enteritis. . 
The number of stillbirths notified during the week was 
208 (corresponding to a rate of 80 per thousand total 
births), including 19 in London. 


= De. B. 8. Pratt will represent the Medical Research 
Council in the United Kingdom. delegation to the United 
Nations Congress on Food and Agriculture, which opens at 
‘Quebec on Oct. 16. 


MAUDSLEY Hosrrrau.—aAs “the Maudsley Hospital is the 
only centre for training in psychiatry in England ” the mental 
hospitals committee of the London County Council propose 
to add temporarily to its establishment eight positions of 
‘senior registrar, to be filled. by doctors released from the 
Forces who wish to become specialists and consultants in 
psychiatry. Those appointed will fall into class m1 in the 
Ministry of Health’s.scheme of postgraduate education, and 


their salaries (£550 a year, plus board and lodging or an | 


allowarice of £100) will be recovered by the LCC from the 
Ministry. ‘The hospital was reopened to inpatients at the 
‘beginning of last month. Dr. A. B. Stokes has been appointed 
medical superintendent “ on a temporary basis subject to a 
review at any time.” l 
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DEMOBILISATION OF UNITED STATES ARMY 
DOCTORS 
' A REVISED point system will return 13,000 doctors, 25,000 
nurses, and 3500 dentists to civilian life from the US Army 
by the end of the year. Those medical and dental officers 
who have 80 points, are 48 years of age, or have been in the 


-‘Army since before Pearl Harbour will be released as surplus 


officers unless they are specialists in ophthalmology, otolaryn- 
gology, plastic surgery, orthopedic surgery, or neuropsychia- 
try, or are laboratory technicians. These specialists will be 
released if they were called to active duty before Jan. 1, 1941. 
This is described as ‘‘ a drastic lowering of points below the 
previous plan which was based on an adjusted service score 
of 100 for non-scarce Medical Corps officers and 120 for those in 
scarce categories.” In some cases essential officers may be 
retained until replacements are shifted to their positions, but 
none will be held in service after Dec. 15, 1945, without their 
consent. | as 

It is anticipated that, on the basis of an army of 2} million, 
a total of 30,000 doctors, 40,000 nurses, and 10,000 dentists will 
be released by next July,-and.if:the armies of occupation and- 
troops in the United States are concentrated at large posts 
these figures will be exceeded. They represent approximately 


70% of the peak strengths of these corps at VE-day. 


POLISH UP YOUR POLISH 
Tus war has taught British doctors, if nobody else, that it 
does not do to take one’s stand on the English tongue and 
leave the other fellow tolearnit. England has been a polyglot 


-community for several. years now. An ingenious pocket-. 


book! by Dr. W. Tomaszewski, just published, contains a, 
Polish vocabulary of about 3000 mainly medical terms, 
a list of 66 genetical and cytological terms; about 140 
prefixes and suffixes commonly found in medical words ; 
another 24 found in chemical verbal compounds ; 232 (mostly 
uncommon) abbreviations; a list- of English abbreviations 
of degrees, diplomas, and appointments; a useful comparative 
table of the three main scales of thermometry ; weights and 
measures ; ‘remarks on prescriptions ; a list of medical schools 


and licensing corporations in Great Britain and Ireland ; 


42 bedside phrases for use with patients; 7 plates of illustra- 
tions of medical and surgical instruments and apparatus ; 
and 4 blank pages for notes. The bedside section, however, 
is scanty compared with the phrase-books issued by the 
League of Red Cross Societies—subject of a recent annotation 
(Lancet, 1945, ii, 214). Dr. Tomaszewski’s bibliography 
includes two titles which should be noted by the student of 
‘polyglot medicine: Y. Biraud’s Polyglet Glossary of Com- 
muntcable Diseases (Bull. Hlth Org. L.o.N. 1943-44, 10, 201) 
and J. S.F. Marie’s English, German, French, Italian, Spanish 

Medical Vocabulary and Phrases (Philadelphia 1939)." `>- ` 


USE OF DDT 


A BULLETIN issued to the US Army from the Surgeon- 
General’s office in Washington describes the precautions to be 
taken in handling DDT, its mode of action in insect control, 


. and the methods of application. 


It is emphasised that, although DDT may be safely handled 
as an insecticide, it is nevertheless a toxic material. Poison- 
ing may follow from ingestion, or absorption of solutions 
through the skin. DDT powder and aerosols are not absorbed 
through the skin, and have been found to have no ill effects 
when inhaled in small amounts.. But where air currents do 
not carry the dust away from the user, it is wise to wear suit- 
able respirators. 

DDT acts on inseets both as a.contact poison and as a stom- 
ach poison. Its effect on mosquito larve is fully as powerful | 
as that on the adult, but with some other insects, such as flies, 


the larve are not equally affected. In: applying DDT as a 


mosquito larvicide to open water receptacles, a long-continued 


effect may be obtained through the residual action of the | 
chemical, but in ponds and streams the effect is much shorter, 


because of the binding action of mud. Amounts of DDT 


greater than 0-2 lb. per acre may prove fatal to fish and wild 


life. . , 
One of the most valuable characteristics of DDT is its ten- 
dency to remain deadly to insects over a long period. In 


applying solutions to walls and other large surface areas, a 


coarse spray is usually employed, but in applying it to screens 


1. sath ie acca Medical Dictionary. Livingstone. Pp. 168. 
- 3. ° 
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or mesh surfaces, brushes may be used. Although the 
treated areas remain effective for some time, the insects com- 
ing in contact with the chemical may not dig for an hour or 
more. . 


Royal College of Obstetricians and Gynæcologists 


At a meeting of the council held on Oct. 6, with Mr. Eardley 
Holland, the president, in the chair, the following were 
admitted to the membership : 


T. S. M. Barnett, Alexander Buchan, Daphne W. C. 
Aileen M. Dickins, É. D. Y. Grasby, M. W. Hemans, Ursula M. 
Lister, Agnes M. D. Milne, Abd El-Salem M. El- l Minaba, 
Kripananda Mitra, Joan P. Moignard, Padma Raj, W. B. Shute, 
Beatrice M. Smyth, J. M. Thomson. 


Return to Practice 


The Central Medical War Committee announces that the 
following have resumed civilian practice : 


MT. A.CLARKE, FRCS, Ersham Lodge, New Dover Road, Canter- 
ury 

Dr. L. “i. HOWELLS, 71, Cathedral Road, Cardiff. 

Dr. THomMas HUNT, FRCP, 49, Wimpole Street, London, W1. 

Mr. H. VERNON INGRAM, Ferndale, Clayton Road, Newcastle- 
. upon-Tyne 2 (as from Oct. 29) 
. .Mr. B. W. RYCROFT, OBE, MD, FRCS, 149, Harley Street, W1. 

Dr. J. D. Suwpson, 69, Bridge Street Cambridge. 

Mr. ARTHUR S. WESSON, FROP, FRCS, University College Hospital, 

Gower Street, London, WC1. 
Sir RUSSELL WILKINSON, KOVO, MRCS, 82, Portland Place, Wi. 


Future of Physiotherapy 

Mr. Aneurin Bevan, Minister of Health, will take the chair 
at a meeting to be held at 3 pm on Saturday, Oct. 20, at 28, 
Portland Place, London, W1, when Mr.' V. Zachary Cope, 
FRCS, president of the Board of Registration of Medical 
Auxiliaries, will speak on the place of physiotherapy in a 
Tickets may be obtained from 
the secretary of the Society of igi cia 24, South 
“Molton Street, London, W1. 


Royal Society of Medicine 

There will be a general meeting of fellows on Tuesday, 
Oct. 16, at 5 pm. On Oct. 19, at 6 pm, Dr. W. M. Levitt will 
give his presidential address to the section of radiology on 
responsibility for accidents in radiological departments, and 
on the same day, at 8 pm, Prof. F..J. Browne will deliver his 
presidential addresstothe section ofobstetrics and gynecology. 
He is to speak on the obstetric unit and its place in a national 
maternity service. 


Royal Institute of Public Health and Hygiene 


During the autumn session the following lectures will be 
delivered at 28, Portland Place, London, W1, on Wednesdays 
at 3.30 Pm: Mr. F. D. Saner, cancer of the breast (Oct. 17) ; 

Dr. A. Doyne Bell, responsibility for child health (Oct. 24) ; 
Major ‘Joseph, Minton, eye diseases in the East (Oct. 31); 
Mr. R. P. Qsborne, treatment of burns (Nov. 7); Mr. Anthony 
Green, radiology (Nov. 14); Mr. J. C. Ainsworth-Davis, 
urology (Nov. 21); and Dr. me we Payne, diabetes in 
childhood (Nov. 28). 


Mechanical Respirators sent to Prague 

: A number of “iron lungs ” were sent by air to Prague in 
September for use in the poliomyelitis outbreak. At the 
request of Unrra, Dr. William Gunn, medical superintendent 
of the North-western (LCC) Hospital, went to Prague to 
demonstrate their application. 


Central Midwives Board 
Mr. A. J. BENNETT, assistant secretary to the board, has 
been appointed its secretary and chief executive officer, in 


succession to Mr. Leslie Farrer-Brown, now secretary to the 
Nuffield Foundation. 


LCC Housing Scheme 


On Tuesday last the housing and public health committee 
brought before the Council schemes for erecting 3850: dwell- 
ings at a cost of about £4;800,000 on a site of 576 acres at 
Loughton, Essex, and for acquiring 1481 acres for housing 
purposes at Dagnam Park, Romford, at a cost of £250,000. 
The plans for Loughton provide for 3358 houses of three to 
five rooms, 384 two-room flats in two-story buildings, and 108 
one-room bungalows suitable for the aged. The dwellings, it 
is stated, wil] all be of “‘ a néw type.” Sites are reserved for 
five senior and six junior schools, four churches, sixty shops, a 
cinema, and two refreshment houses, while. Loughton. Hall 
will be used as a community centre. About 62 acres is to be 
allocated to light industries, and a. third .of this-will at first 
be used for the erection of emergency factory-made houses. 


Chun,~. 


. MIDDLETON, MARGARET, MB LOND. 


Faculty of Ophthalmologists 

Our last issue contained (p. 448) an announcement on the 
new Faculty of Ophthalmologists. The constitution, func- 
tions, and management of the Faculty were outlined in a 
previous statement, published in February, which has now 
been amended but in general terms remains valid. This 
previous statement, which was summarised in The Lancet, 
appeared in full in the British Medical Journal of Feb. 3, 1945 
(p. 160), and in the February number of the British Journal 
of Ophthalmology. 


- Association of Industrial Medical Officers 


The annual general meeting of the Scottish group will be 
held on Wednesday, Oct. 17, at 3.15 pm, in the Institute of 
Hygiene, University of Glasgow. 

Royal Society of Tropical Medicine and Hygiene 

_ At 26, Portland Place, London, W1, on Thursday, Oct. 18, 
at 8 pm, Dr. C. M. Wenyon, FRS, will "deliver his presidential 
address on tropical medicine 1 in war and peace. 


METHYL THIOURACL, for the treatment of thyrotoxicosis, 
can now be obtained from British Drug Houses, Ltd. 


CORRIGENDUM, —In Dr. Day’s letter of Oct. 6 (p. 449), for 


“ cystometry ”? read ‘‘ cyrtometry.’’ His address should be 
the Mundesley Sanatorium. 3 
Appoint 


BROWN, ANNIE, MB LOND., DCH : part- -time senior MO to outpatient 
department, Hospital for Sick Children, Great Ormond Street. 

*COHN, ERNST, MD BERLIN: vem: asst. MOH for East Ham. 
GUN-MUNRO, S. D., MB LOND.: DMO, Windward Islands, British 

. West: Indies. 
p art-time senior MO to out- 
oe department, Hospital for ick Children, Great Ormond 
eet 
+ Subject to approval of Ministry of Health. 

London Hospital.—The following temporary appointments are 


announced : 

DICK, Wing-Commander I. L., MD EDIN., FRCSE, first assistant 
to the accident and orthopedic department. ; 

STEAD, Lieut.-Colonel J. R. S. G., mares, first assistant to Mr. 
Souttar and Mr. Perry. 

SHILLINGFORD, J. P., 
the medical unit. 

PASSE, E. R. G. , FRCS, DLO, first assistant to the aural department 
(part-time). 

The following factory surgeons have been appointed : 

GOLDIE, A. M., MB GLASG.: Coatbridge, Lanark. 

Knox, H. N., MRCS : Tring, Herts. 

LAURIE, J. C., MB GLASG. : Glasgow North. 


Births, Marriages, and Deaths 


BIRTHS 


MD HARYARD, MB LOND., first assistant to 


COPLANS. —On Sept. 28, at Frmouih, the wife of E Lieut. - 


Commander Robert Coplans, RN—a son. 

CusacK.—On Sept. 27, at Newry, Northern Ireland, the wife of 
Surgeon Commander J. J. Cusack, RN—@ son. 

EAstcotr. —On Sept. 25, in London, the wife of Surgeon Lieutenant 
H. H. G. Eastcott, RNVR—a daughter. 


Gass.—-On Sept. 28, in "London, the wife of Captain T. Gass. RAMC— 


& daughter. 


’ JACKSON.—On Oct. 4, at Twickenham, the wife of Mr. J. M. J ackson, 


FRCSE—a daughter. 

Morris.—On Oct. 1, in London, the wife of Captain Kenneth 
Morris, RAMC—a 80N. 

PAInN.—On "Sent. 30, at Northampton, the wife of Captain W. J. L. 

RAMC—a daug 
WEIR. R—On Sept. 27, ae Husby, the wife of Surgeon Lieutenant 
M. M. Weir, RNVR—o daughter 

WENYON -—On Sept. 30, the wilo of Lieut. -Colonel E. J.M. WENYON, 

raMco—twin daughters. 


MARRIAGES 
COWAN—ORMBOD.—On Sept. 25, at Edgbaston, Birmingham, 
Stuart Lawson Cowan, D 80, to Constance Margaret Ormrod, BM. 
GRYLLS—DUNNE.—On Sept. 28, at Dartmouth, Henry Grylls, 
captain RAMO, to Johanna Dunne, QAIMNSR. 
HUTCHISON—NIBLETTr.—On Sept. 22, at Colombo, J. B. Hutchison, 
FRCS, surgeon commander RNVR, of Glasgow, to N. E. Niblett, 


QARNNSR. 
LANGHAM-HOBART— TERRY THOMAS .—On Sept. 19, at ‘Cairo, 
to Jean Mair 


Neville Langham-Hobart, squadron-leader, 
Terry Thomas, MB, flight-lieutenant. 
MUNDIE—CLEMENT.—On Sept. 15, at Capetown, ‘James H. F. 
Mundie, surgeon lieutenant RNVR, to Dorothie Betty Clement. 
RoOBERTS—HAGGER.—On Sept. 19, in Karachi, Iain Gunn Stoberta, 
. MB, to Joan Margaret Hagger, PMRAFNSR. e, 
DEATHS 


l AITCHISON.—On Oct. 6. at Hunton Bridge, King’s Langley, Violet 


Mary Hawthorn Aitchison (née Rendall), MRCS, DMRE. 
CHANCE.—On Sept. 28, Clifford Cuthbert Chance, MC, MB ABERD. 
KIDSON.—On Oct. 1, "at Northw ood, Campbell William Kidson, 

M B BIRM., major RAMC. 

LANCASTER.—On Oct. 4,at Lyme Regis, Erncst Le Cronier Lancaster, 

RM OXFD, JP, formerly of Swansea, aged 83. 

MOTTRAM.—On Oct. 4, at Northwood, Ja ames Ceol ; Mortrani, 

MB LOND. 
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THIOURACIL IN GOITRE 
HAROLD COOKSON, MD, B SO BIRM., FROP 
_ PHYSICIAN, CORNELIA HOSPITAL, POOLE . 


Smnck iodine has been used as a preliminary to thy- 
roidectomy, toxic goitre has been treated with most 
success by surgical removal of a large part of the thyroid 
gland. Operative mortality has fallen to a low level, 
especially in expert hands, and control of the disease 
may be regarded as very satisfactory. Nevertheless, 
there has been obvious need of a biochemical antidote, 
more potent and more permanent in its action than 
iodine, for the excessive secretion of thyroxine, which is 
here assumed to be the only means by which the thyroid 
can produce toxemia. Such an antidote, though it 
would not deal with the actual cause of the disease, would 
represent an advance on surgery. 

There were carly crude attempts along this line with the 
milk and serum of animals deprived of their thyroids. Later, 
after the discovery of the thyroid-stimulating hormone of 
the pituitary, antithyrotropic hormone (Cope 1938) and large 
doses of ovarian follicular hormone (Spence 1936, Cookson 
1936b, Farbman 1944) were used with the object of inhibitirg 
the output of.thyrotropin. Both these methods failed, the 
first perhaps because the material used was of animal and not 
human origin, and the second because it inhibits the secretion 
of gonadotropic hormone only (Spence 1936, Jones and 
MacGregor 1936) and not the activity of the anterior pituitary 
asa whole. These experiments were based on the hypothesis 
that in toxic goitre the thyroid is overstimulated by the 
pituitary, and subsequent work indicates that this assumption 
was correct. This is not to say that no other factor ever 
operates ; there may be others—e.g., increased blood-supply, 
as in coarctation of the aorta (Cookson 1936a). 


In 1941 a new chapter in the biochemistry of the 
thyroid opened with the discovery that sulphaguanidine 
could producevery great thyroid enlargement (Mackenzie, 
Mackenzie, and McCollum 1941), the histological 
picture being similar to that seen in primary exoph- 
thalmic goitre not ‘treated with iodine. At the same 
time the growth of the animals was retarded and there 
was Other evidence to suggest that thyroid activity was 
deficient. Experimental production of hyperplastic 
goitre in rats was also reported soon after by Kennedy 
(1942), using thiourea, and by Richter and Clisby (1942), 
using phenylthiocarbamide, a thiourea derivative. 

Further work indicated that the goitre was due to 
increased pituitary activity, that the action of thyroxine 
on the tissues was not affected (Mackenzie and Mackenzie 
1943, Astwood et al. 1943), that many other related 
. compounds, of which the most potent and least toxic 

was thiouracil, had a similar action (Astwood 1943a), 
and that these substances could neutralise the toxic 
effects of thyroxine in the human subject (Astwood 1943b, 
Himsworth 19438, 1944, Williams and Bissell 1948, 
Bartels 1944, 1945, Nussey 1944, Paschkis 1944, Williams 
etal. 1944, Williams 1944a, 1944b, Reveno 1944, Joll 1944, 
Rawson et al. 1944, Thomson 1944, Palmer 1945, Eaton 
1945, Leys 1945a, Williams and Clute 1945, Leathart 1945). 
A fuller bibliography is given by Williams (1944b). 


Present Investigation 


_- Observations have been made over a period of twenty 
months on 66 patients with goitre, with the primary 
object of determining the action of thiouracil in toxic 
goitre. The diagnosis of toxic goitre is often easy, but 
sometimes it is difficult, and this difficulty may persist 
after estimation of the basal metabolic rate (BMR). 
When a eee has a goitre and symptoms such as 
tachycardia, tremor, loss of weight, nervousness, and 
even auricular fibrillation, it is not always certain that 
the goitre is responsible for these symptoms, or, if so, 
to what extent. For this reason the cases were divided 
into three groups according to whether on clinical grounds 
the goitre was toxic, probably toxic, or only doubtfully 
so. In some patients it became evident that the goitre 
was playing no part in their symptoms, and the results 


in these thus provided information about the effects of 


thiouracil in non-toxic goitre. | l 
GROUP I.—CLINICALLY TOXIC GOITRE 


This group of 33 patients, 32 of whom were women, 
ranged from 15 to 81 years in age, with an average of 


6373 


48 (Cookson 1939). The goitre was nodular except in two 
girls of 15 and 18, in whom it was smooth. All had such 
classical symptoms that the clinical diagnosis appeared 
certain. The BMR was taken as the best. index of the 
excess of thyroxine acting on the tissues at any given 
time. The BMR before treatment .with thiouracil . 
ranged from +15% to +75% with an average of +45%. 
The drug was given in a daily dose of 1 g. (0:2 g. five 
times a day) in the cases which first came under observa- 


‘tion, but the initial dose has since been progressively 


reduced and is now 0-2 g. three times daily. Fig. 1 
shows the initial BMR and later readings after giving 
thiouracil in 31 cases. With a few exceptions to be 
mentioned, the BMR begins to fall in 1-2 weeks and has 
usually reached norma] within 6 weeks, though there is a 
considerable variation in the time required, with extremes 
of 3-16 weeks. No close relation between the length of 
this period and the severity of the case, nor to previous 
treatment with iodine, was found. l 

Within a few days or a week the patient may say she 
feels better, but it is unusual to get much objective 


ONY 
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Fig. |—Initial and subsequent BMR are shown for 31 patients with toxic 
goitre. Abscisss represents weeks of treatment with thiouracil ; 
ordinates show percentage of BMR above or below normal. The 
two lines on the right represent the fali in BMR In 2 patients treated 
for relapse. . l 


improvement in less than 3 weeks. From the end of 
this time a change in appearance becomes obvious, the 
face fills out, and its strained lined appearance goes, 
while the complexion, which is characteristically sallow 
or pigmented, becomes lighter. The pulse-rate falls, 
weight is gained, appetite improves in the older patient 
though it may diminish in the young, the skin becomes 
cooler and drier, and tremor and nervousness are lost. 
The patient becomes calm and can sit still; she looks 
and, as she often expresses it, ‘‘ feels quite a different 
person ” (fig. 4). Her movements are not so quick and 
jerky, yet she has much more energy to do her work. 
The effect on eye signs is not so striking; stare and lid 
retraction and eyelid swelling diminish, but exoph- 
thalmos is not reduced. On the other hand, no instance 
of increased exophthalmos or of diplopia or ophthalmo- 
plegia has been noted after thiouracil. In the first 
weeks no change can be detected in the size or consistence 
of the thyroid gland. 
- The general effect in this group of patients was similar 
to that of a subtotal thyroidectomy ; and, though the 
immediate results are less rapid, a patient is doing her 
work at an earlier date than if she had undergone a 
thyroidectomy. About three months is required for 
normal health and activity to be regained. It was 
fairly easy to produce myxcedematous symptoms in 
this group of patients by giving thiouracil 0-6 or 0-8 g. 
daily after the BMR had reached normal. This was 
noted in 6 patients. They complained of a feeling of 
heaviness and tightness of the skin, or said they felt 
blown up, also of coldness, fatigue, and deafness. Their 
appearance was bloated, the pulse-rate slow, fingers 
puffy (one patient found it impossible to get a ring off 
her finger), and the BMR has been found as low as — 30%. 
An unduly high level of blood-cholesterol has not, how- 
ever, been found. ae | 
Maintenance.—After the first three or four weeks’ 
treatment the dose of thiouracil was reduced, and when 
the BMR fell to normal it was further reduced. The 
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dosage adopted in the later cases was 0-2 g. three times 
daily for the first three or four weeks, then 0-2 g. once 
‘or twice daily until the BMR fell to normal. After this 
a maintenance dose of 0-2 g. daily is usually required, 
though 0:3 g. (0-1 g. t.i.d.) may have to be given, or 
0-1 g. daily may be enough. In some it was possible 
to omit the drug, though with two exceptions there has 
been a recurrence of symptoms within three months. 
When thiouracil was again given the symptoms were 
rapidly relieved, more quickly than with the initial 
course of treatment, a BMR of +20 to +30% falling 
to normal in about a fortnight (fig. 1). The two excep- 
tions who have not required any of the drug for more 
than three months are a woman, aged 30, who has taken 
none for 19 weeks, and a man, aged 68, who has had 
none for 8 months. Both remain well. 

The thyroid gland showed little change in the early 
weeks and months of treatment. The size and con- 
sistence of the swelling are difficult to measure objectively, 
and it was sometimes impossible to confirm the patient’s 
opinion that it had become smaller and softer. Never- 
theless, changes so definite as to be beyond doubt were 
noted when the drug had been taken for some months, 
the thyroid gland being larger and firmer in some, 
smaller and softer in a smaller number. In one, who 
took thiouracil on and off for eight months, the drug 
was omitted at the end of this time because of toxic 
symptoms. Six weeks later her moderate-sized nodular 


goitre had almost disappeared and there had been no. 


recurrence of thyroid toxemia. The drug was given 
to one patient with an exceptionally large goitre. Her 
symptoms were relieved and she has returned to work. 
No increase in the size of the goitre, nor any pressure 
symptoms, have developed, and she does not wish the 
thyroidectomy which has been advised. 

Cardiovascular System.—The X-ray appearances of 
the heart and great vessels have not been affected in the 
period of observation, except for reduced pulsation. The 
effects on auricular fibrillation are described below. Early 
left ventricular failure, as indicated by triple rhythm, 
disappeared in two cases after thiouracil and no other 
form of treatment. ) l 

_ Failures.—Thiouracil failed to control the disease in 
five instances. 


A woman, aged 75, came under treatment almost moribund, 
with mental symptoms, auricular fibrillation, congestive 
failure, and a goitre which extended into the thorax for 
5in. She died after six days’ treatment including thiouracil. 

Another woman, aged 81, with fibrillation and failure did 
not respond. She had been under her own doctor’s observa- 
tion for three months with regular tachycardia and congestive 
failure ; her movements were quick and manner alert. The 
BMR estimation, postponed until she had been treated for 
18 days, as she seemed too ill for a satisfactory test,was + 14%. 
No further test was possible. Her ventricular rate was well 
controlled with digitalis, but congestive failure increased and 
mental symptoms appeared. She died eight weeks after 
coming under observation, during which she received 23:4 g. 
of thiouracil. l 

_In a third woman, aged 57, a diagnosis of toxic goitre 
seemed well established by a nodular goitre, auricular fibrilla- 
tion, the radiographic appearance of the heart, which showed 


some prominence of the pulmonary artery but none of the 


left auricle and no evidence of a primary cardiac lesion. 
The BMR, + 45%, and blood-cholesterol, 80 mg. per 100 c.cm., 
both supported the diagnosis, but after 17 days of thiouracil 
the BMR had risen to +47%, blood-cholesterol to 142 mg. 
per 100 c.cm. Thereafter the BMR fell but could not be 
reduced below -++ 20%, and the ventricular rate remained high 
unless digitalis was also given. She did not gain any weight. 
- She dropped dead three weeks after discharge from hospital ; 
there was no necropsy. This case may perhaps be regarded 
as a partial failure to respond to thiouracil. 


The remaining two women who did not react favourably 


to thiouracil were pregnant. One, aged 29, seven months 
pregnant, had taken iodine for 13 months previously ; BMR 
+52%; basal pulse-rate 84 per min.; _ blood-cholesterol 
95 mg. per 100 c.cm.; after taking thiouracil 0:8 g. daily 
for three weeks, BMR +112%, basal pulse-rate 88, blood- 
cholesterol 160 mg. per 100 c.cm. She did not complain of 
any symptoms and had gained 3 lb. but had developed 
cedema of the legs. A few days later she went into labour 
prematurely. | 


In the second, an eight-months’ pregnant woman aged 32, 
the BMR rose from + 40% to +51% in 44 days, during which 
she received thiouracil 18 g.; the pulse-rate remained about 
100; blood-cholesterol rose from 160 mg. to 200 mg. per 
100 c.cm. Accurate BMR estimations are difficult in late 
pregnancy ; but, disregarding the readings obtained in these 
two cases, there was no benefit from thiouracil on periods 
of three and six weeks. 


GROUP I.—PROBABLY TOXIC GOITRE 


There were 22 patients in whom the diagnosis of toxic 
goitre seemed probable but not certain. Of these, 21 
were women, of ages ranging from 19 to 76 years 
(average 44). BMR ranged from 100% normal to +39%, 
average +18%. Three had previously had thyroid- 
ectomy, which had relieved their symptoms for some 
years. In most of the patients there was subjective 
and objective improvement after thiouracil, but the 
results were less striking than in group I (fig. 2). The 
BMR fell slightly or moderately in the course of 3-8 
weeks, there was a reduction in pulse-rate, and a gain in 
weight of afew pounds but not more. In two thiouracil 
was stopped because of toxic reactions. In six the 
drug had no significant favourable effect. 


One was a woman aged 76 who for three years had been 
under observation for diabetes, goitre, and persistent tachy- 
cardia of 110 to 120. During 229 days she received 99 g. of 
thiouracil, but the pulse-rate was unaffected, and, although 
her weight increased by 9 1b., she felt no better. She was too 
nervous for the BMR test. . 

Two women, aged 40 and 60, with goitre, hypertension, and 
tachycardia, and a maximal BMR of + 19%, lost weight under 
the treatment, and neither the BMR nor the blood-cholesterol 
level altered significantly. In one, however, the pulse-rate 
fell gradually from 112 to 84 in the course of 12 weeks. One 
woman with auricular fibrillation, wasting, goitre, and normal 
blood-pressure showed no improvement in six weeks. Her 
BMR remained at + 15%. : 

The fifth case was a woman who was kept under observation 
from the age of 38 to 42 with goitre, tachycardia (104-120), 
tremor of the hands, and BP 165/95; at the end of this 
period her BMR was 100% normal, basal pulse-rate 86. After 
59 days on 1 g. of thiouracil daily, the BMR was unchanged, 
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Fig. 2—Effects of thiouracil on BMR in 19 patients with probable but 
not certain toxic goitre. Asterisks indicate BMR after thyroid- 
ectomy in 2 cases. PAF = paroxysm of auricular fibriilation. 


basal pulse-rate 80, but she had gained 9 Ib. The drug was 
continued in reduced dosage till she had completed 208 days’ 
treatment (total thiouracil 96 g.), when BMR was +12%, 
basal pulse-rate 82, but she had gained 11 lb. Subtotal 
thyroidectomy was then done; four weeks later the BMR 
was —16%, basal pulse-rate 86, blood-cholesterol 200 mg. 
per 100 c.cm. compared with 120 mg. per 100 c.cm. two weeks 
before operation. In the following three months she improved 
subjectively, feeling and looking much steadier. The 
ambulant pulse-rate was lower, but her weight did not exceed 
that before operation. : 

The sixth case, a woman of 52, who had a nodular goitre of 
considerable size, complained of attacks of palpitation; in 
one attack witnessed the pulse-rate was 180 and regular, but 
it stopped before an electrocardiogram could be taken. Her 
BMR was + 28% before treatment, and +25% after 33 g. of 
thiouracil in 35 days. The drug was continued in reduced 
dose for 397 days (total amount 210 g.). She gained 7 1b. 
but was otherwise unimproved. Subtotal thyroidectomy 
was then done, and 48 hours later there. was a paroxysm of 
auricular fibrillation lasting four hours. Three months later 
BMR was —4%, basal pulse-rate 66, and weight 6 lb. more 
than before operation. She felt that the operation had 
improved her health considerably. The postoperative 
fibrillation suggests that excess of thyroxine was still present 
in spite of the administration of a large quantity of thiouracil. 
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GROUP YI.—DOUBTFUL TOXIC GOITRE 


In this group there were 11 women, aged 22-72 years, 
average 44; the BMR was within normal limits, ranging 
from —12% to +18%, with an average of +2:-4%. In 
l woman it could not be determined because of nervous- 
ness. The goitre was nodular in 9, smooth in 1; in the 
remaining case, in which thyroidectomy had previously 
been done, no thyroid enlargement could be detected. 

, The chief symp- 
toms of tachy- 
cardia, nervous- 
ness, loss of weight 
and energy, and 
tremor were only 
very doubtfully of 
goitrous origin. 
Thiouracil (0-6-1-0 
g. daily) was given 
for 28-112 days, 
except in one 

` case, where it was 
stopped on the 8th day because of malaise and head- 
ache. In none was there any subjective or objective 
improvement ; weight remained stationary or was lost, 
there was no consistent reduction in heart-rate, and the 
BMR was unaffected (fig. 3). In control periods of 
observation, when a sedative only was given, there was 
generally some improvement. — | 
In no patient in groups 1 and m did the symptoms 
or signs of myxcedema appear, in spite of prolonged and 
What would now beregarded as heavy dosage of thiouracil. 
This contrasts strongly with the definitely toxic cases of 
group I, in which myxcedematous symptoms could be 
readily brought out with smaller doses in a shorter period. 
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Fig 3.—Effects of thiouracil on BMR In 9 
patients with doubtful toxic goitre. 


BLOOD-CHOLESTEROL 


It is generally accepted that in hypothyroidism the 
blood-cholesterol level rises above normal, but the 


relation between hyperthyroidism and a low blood- 


cholesterol level is less well established. If this relation- 
ship could be shown to be close, the blood-cholesterol 
level might be used as an index of the degree of hyper- 
thyroidism in preference to the more subjective method 
of BMR estimation. 

Repeated estimations of blood-cholesterol (using 
whole blood taken in the fasting state after a 
BMR test) were made in 52 cases, the results classified 
as subnormal if under 150 mg. per 100 c.cm., and 
normal if between 150 and 250 mg. per 100 c.cm. 
‘(Stokes 1941). ‘There was no instance of hyper- 
cholesterolemia. — 


In group 1 (cases of definite toxic goitre) 24 patients had 
iow, and 5’ normal, blood-cholesterol levels before treatment. 
After thiouracil the blood-cholesterol level which had at 
first been low rose in 19, was unchanged in 2, and fell in 3. 
In 4 cases with initially low levels, there was a rise in 2, no 
change in 1, and a fall in 1. 

In group n (probable toxic goitre) the initial blood-choles- 
terol level was low in 10, normal in 5. ‘After treatment the 
low values showed a rise in 3, no change in 3, and a fall in 4; 
with 5 which had been normal, 1 rose, 1 showed no- change, 
and 3 fell. i 

In group Im (doubtful toxic goitre) the initial values were 
4 low and 4 normal; after thiouracil ‘3 of the subnormals 
rose, 1 fell, and of the normals 1 rose, 1 was unchanged, and 
2 fell. 

So far as the results in this small number can be 
accepted they suggest, when compared with BMR 
estimations, that in a large majority of clear-cut cases 
of toxic goitre the blood-cholesterol] level is low, and that 
under thiouracil therapy it rises as the BMR falls. 
However, a lag in the changes of blood-cholesterol 


level was sometimes noted, these not being conspicuous - 


till some weeks after a considerable reduction in the BMR. 
Moreover, there were one or two exceptions in which the 
inverse relation between blood-cholesterol and BMR 
was absent. In mild or doubtful cases the blood- 
cholesterol levels were on the whole low but showed no 
uniform changes after thiouracil. The results indicate 
that the blood-cholesterol level bears a close inverse 
relation to the BMR, but that it is not so close that it 
can be used as a substitute for BMR estimation in assess- 
ing hyperthyroidism. l 


AURICULAR FIBRILLATION 


The potency of any measure used to control thyroid 
secretion can be well tested by its ability to arrest 
goitrous auricular fibrillation and restore normal rhythm. 
Iodine, for example, will not restore normal rhythm, nor 
will X-ray therapy ; on the other hand, thyroidectomy 
generally does. Dunhill (1937) and Lahey and Hurxthal 
(1934) restored normal rhythm by thyroidectomy in 
80% and 71% respectively ; Dunhill’s figure including 
those in which quinidine also was used. | i 

Restoration of normal rhythm by thiouracil has been 
reported by Nussey (1944), Leys (1945a), Melton (1944), 
Reveno (1944), and Thomson (1944). 

In the present series 10 women, aged 43 to 72, had 
auricular fibrillation. In 3 normal rhythm was restored 
in 3-10 weeks (figs. 5 and 6). In 2 of these the ventri- 
cular rate was reduced before the return of sinus rhythm ; 
in the other it was not. No digitalis was used at this 
particular time. 


Of the 7 in whom thiouracil did not restore normal rhythm, 
l was treated for six days only before death; and 1 had 


(b) (c) 


History of nervousness and loss of weight 


i (a) 

Fig. 4—Woman aged 77. 
from 152 Ib. to 70 Ib. In two years; general pruritus, dysphagia, 
husky voice, failing vision, and prominence of eyes for a few months. 
A very small thyroid nodule paipabie deep in suprasternal notch ; 
pulse-rate 104, normal rhythm ; BP 185/90 mm. Hg ; BMR +-40%; 
blood-cholesterol 95 mg. per 100 c.cm. 


(a) Sept. 6, 1944, before treatment ; weight 70 ib. 

(b) Oct. 4, 1944, after 30 days’ treatment with thiouracil (23 g.) ; 
weight 89 Ib. ; pulse-rate 80 ; eyes less staring ; BMR —9% ; blood». 

_ cholesterol i58 mg. per 100 ccm. 

(c) Feb. 13, 1945, after five months’ treatment; weight 109 Ib. 3 
pulse-rate 76 ; BP 190/110; at work ali day. Has been followed up 
for a further five months and keeps in excelient health on thiouracil 
0-1 g. twice daily ; thyroid no ionger paipable. 


mitral stenosis in addition to toxic goitre; 1 showed little 
or no response to the drug by any of the usual criteria, and 
her BMR could not be reduced to normal. Nevertheless she 
was in fair health when the ventricular rate was brought under 
control, as it was with some difficulty, with digitalis. This 
patient dropped dead eight weeks after beginning treatment. 

Of the remaining 4, 1 aged 81 had congestive failure; 1 
was stout and, apart from the combination of goitre and 
fibrillation, did not suggest hyperthyroidism ; and in 2 the 
BMR was within normal! limits. | 

When thiouracil did not restore normal rhythm it was also 
without effect on the ventricular rate in 5; in the remaining 
2 the effect could not be determined, because digitalis was 
given concurrently. 


TOXIC EFFECTS OF THIOURACIL 


Thiouracil shows toxic effects in 10-20% of cases, and 
no series of cases so far reported has been entirely free 
from these effects. The commonest are skin rashes of 
various types, adenitis, enlargement of submaxillary 
glands, joint pains, headaches, and gastro-intestinal 
symptoms, including nausea, vomiting, abdominal pain, 
and diarrhoea. - A febrile reaction about the eighth day 
sometimes develops, with or without a rash or other 
symptoms, and this suggests a sensitivity state. 
Readministration of the drug after an interval in such 
cases usually causes an immediate reaction. , 

Jaundice has been reported a few times (Sloan and 
Shorr 1944, Kahn and Stock 1944, Paschkis 1944, 
Gargill and Lesses 1945) and cedema (Williams et al. 
1944). Exophthalmos may increase (Williams and Clute 
1945). Heart-block has been seen (Morlock 1945) and 
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heart-block with 
pericarditis after 
methyl thiouracil 
(Bain 1945). 
' The intense 
hyperplasia 
(Donald and 
Dunlop 1945) 
which may de- 
velop in the thy- 
roid has raised the 
question of possi- 
ble malignant. 
changes; Biels-- 
chowsky (1944) 
has produced a 
neoplasm in the’ 
thyroid of a rat 
by giving a car- 
cinogenic agent 
with thiourea. 
The most serious 
toxic effect is on 
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the hæmopoietic system, and some cases, a few of them 
fatal, of granulopenia have been published (Ferrer et al. 
1945, Gargill and Lesses 1945, Himsworth 1944, Kahn and 
Stock 1944); 3 of these patients were taking 0-2-0-6 g. of 
thiouracil daily when the fatal complication developed, 
1 having had the drug on and off for a year. 

Various remedies to protect against injury to the 
marrow have been suggested: thiamine and brewers’ 
yeast by Williams and Clute (1945), folic acid by Golds- 
smith et al. (1944), proteolised liver by Leys (1945b). 
Pyridoxine hydrochloride intravenously was used by 
Cantor and Scott (1945) to treat a patient with a granu- 
locytic angina, who recovered. The methyl compound 
of thiouracil is on trial as possibly a less toxic preparation 
(Leys 1945a, 1945b), but its superiority is not yet certain. 
It has been suggested that these drugs are more liable 
to produce toxic effects when there is intercurrent 
infection ; but it may be that in some instances such 
infections are the result of previous toxic action. 

In the present investigation there were mild toxic effects 
‘ in 6 patients (9%) and moderate symptoms in a further 6 
(9%). The number of granulocytes was not decreased. 

Headaches were complained of by 3 patients, but they 
disappeared when dosage was reduced, or in one instance by 
substituting methyl thiouracil. 


Raised temperature, malaise, and limb pains were noted. 


in 3, the highest temperature recorded being 103° F. In 1 of 
. these there was also severe abdominal pain, vomiting, and 
diarrhoea ; yet after an interval she tolerated a second course 
well. Another became sensitised to thiouracil, so that 0-2 g. 
was followed in a few hours by a severe febrile reaction ; but 
she was unaffected by methyl thiouracil. Urticarial and 


morbilliform rashes developed in 3, nausea or vomiting in. 


3, and articular pains and stiff neck in 3. 

Unusual cerebral symptoms developed in 1 case, including 
drowsiness amounting almost to stupor, increased deafness, 
with headache, and aching under the jaw. When tablets 
of sodium bicarbonate indistinguishable from thiouracil were 


given, all symp- 
toms disappeared in 
48 hours. Methyl 
thiouracil was then 
given, without the 
patient’s knowledge 
of the change, and 
this at first had no 
ill effects, though 
after some weeks 
when having 0-2 g. . 
daily, she began to 
complain of tight- 
ness in the neck and 
-upperchest, blurred 
vision, anorexia, 
and depression. 
After a further week 
on 0-1 g. daily she 
felt well. This 
patient had treat- 
ment for 1] months, 
and at the end 


Fig. 6 


Fig. 5—Woman aged 69 ; nodular and cystic goitre ; first noticed lump 
in neck 19 years before ; main symptom, loss of weight two months ; 
auricular fibrillation, ventricular rate [56 per min., not controlled 
‘with digitalis; BMR +-35% ; blood-cholestero! 80 mg. per 100 c.cm.; 
after 23 days on thiouracil (18-4 g.) BMR +15% ; (a) auricular fibrilia- 
tion, ventricular rate 124 per min.; blood-cholesteroi 87 mg. per 100 
c.cm.; weight increase 4} Ib.; return of normal rhythm on 29th day of 

i treatment ; (b) tracing taken 5 days later shows normal rhythm, rate 
64 per min. After 4 months requires maintenance dose of thiouracil 
0'i g. three times daily. Feels very well. Gain in weight of 14 ib. 


Fig, 6—Woman aged 43; nodular goitre first noticed by the patient 
months before ; symptoms for 4 years, including headaches, loss of 
‘weight (70 lb.), paipitation, nervousness, and shakiness ; on first 
examination puise regular, rate [18 per min.; BP 160/80; fine 
tremor ; skin warm and moist ; stiil well-nourished ; while awaiting 
admission auricular fibrillation and congestive failure developed ; 
ventricular rate 150 per min.; BMR -447% ; blood-cholestero] 
222 mg. per 100 c.cni. ; 3 weeks’ treatment with thiouraci!l produced 
little change, and the ventricular rate was still 140 per min. ; 2 days 

_ before she noted that palpitation had ceased; after 5 weeks’ treatment 
normal rhythm was recorded, rate 78 per min. ; appearance so much 
improved that she was hardly recognisable. BMR —14%; blood- 
choiestero! 150 mg. per 100 c.cm. (the fali after thiouracii is unusual) ; 

_ weight gain of 7 tb. ; well after 16 months’ treatment, but stopping 
treatment for 3 weeks caused relapse with paroxysm of fibriilation. 
Very susceptible to antithyroid action of thiouracil, the dose of which 
has to be constantly adjusted to avoid either hypo-or hyper-thyroidism. 


of this time, in spite of recurrent symptoms for which 
thiouracil must be blamed, there was no hyperthyroidism 
and her goitre had almost disappeared. 


Of those developing a toxic reaction the drug has 
been. permanently withdrawn in 3—all such mild or 
doubtful cases that the risk of continued treatment was 
not considered worth while. 


+ 


Discussion 


The results obtained in this and other published trials 
indicate that thiouracil can neutralise hypersecretion 
of thyroxine when tested on cases in which the clinica] 
diagnosis of toxic goitre is beyond doubt. In this class 
there was no instance of its failure, apart from 2 patients 
in late pregnancy and 2 elderly women with fibrillation 
and heart-failure, one of them moribund when treatment 
was begun. It may be, however, that the chronic mild 
toxemia of a large degenerated thyroid gland cannot 
be combated, as suggested by 2 patients in group nm 
who improved after subsequent thyroidectomy, 1 of 
them having a postoperative paroxysm of fibrillation. 

We are now almost in the position of being able to 
test the disease against the drug, rather than of testing 
the drug against the disease. That is to say, a secondary 
use to which thiouracil may be put is as a diagnostic 
agent in deciding to what extent, if any, symptoms are 
due to goitre or to other factors, neurosis in particular, 
though it must be recognised that sometimes an anxiety 
neurosis is combined with toxic goitre (Rasmussen 
1937, Moschcowitz and Bernstein 1944). If symptoms 
are non-goitrous in origin, thiouracil has no effect and is 
usually incapable in ordinary clinical doses of depressing 
thyroid function, even though it be administered for 
many months. 

As the action of thiouracil is still very imperfectly 
known, rules for its use cannot yet be formulated, but 
the question of its standing as an alternative to thy- 
roidectomy in the treatment of toxic goitre must arise. 
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The relative merits of the two methods have to be con- 
sidered in relation to relief of symptoms, risk, aftercare, 
length of invalidism, and patients’ inclination. There 
are also particular circumstances in which one offers 
advantages over the other. Thiouracil will control 
hyperthyroidism as well as thyroidectomy and allow a 
quicker return to full activity ; an ambulant patient 
need not be admitted to hospital for treatment with the 


&- 

As for the risk, the case-mortality of thyroidectomy 
is 0-5%-2% in expert hands, higher in others. These 
figures mean little, however, unless the type of case is 
known. 

Dunhill (1937) gave his operative mortality at 2:-6%, but 
the proportion of his cases with fibrillation and congestive 
failure seems to have been large ; Lahey and Hurxthal (1934) 
had a case-mortality of 4:25% in 312 thyrocardiacs; and 
Hudson (1945) operated on 457 goitres with mild to severe 
toxemia without a death, and on 125 with cardiovascular 
complications with 4 deaths. 

Injury. to the recurrent laryngeal nerves, tetany, and 
myxcedema are complications which somes: but not often, 
follow operation. 


The risk of fatality in eonneion with thiouracil is 
entirely a question of extreme depression of the leuco- 


poietic system ; the case-mortality from this is under 1% 


in the 600-700 cases so far published. It may be that 
the risk will be reduced with the smaller doses now used, 
but it has not been eliminated. 

The other and milder toxic effects are distressing, but 
transient if the drug is stopped or the dose reduced. 
With a few of them, however, it is prudent to abandon 
the treatment. In the elderly with cardiovascular 
complications the risks with thiouracil are no greater 
than in the young, and here the drug has the advantage 
over operation. In children also medical treatment has 
a claim to be used, as it is difficult to balance the amount 
of thyroid to be left at operation against the needs of 
growth. On the other hand, with thiouracil the secre- 
tion of the thyroid can be readily controlled by varying 
the dose. ! 

A large goitre is better removed, and this is imperative 
if there are pressure symptoms. Indeed, any patient 
who desires to be rid of the swelling in her neck should 
have operation, although reduction in size or even 
complete disappearance of the goitre is possible on 
thiouracil. g 

The aftercare when symptoms have cleared is much 
more troublesome both for the patient and her medical 
attendant, with thiouracil than with surgery, as she has 
to be kept under supervision for an indefinitely long 
period. I have had two patients under treatment for 
18 months, both still requiring thiouracil 0-2 g. daily, 
but with adjustment one way or the other from time to 
time to maintain health. 

The drug has also to be considered as a supplement to 
besides an alternative to surgery. Used with iodine in 
preparation for operation it should be possible to detoxi- 
cate patients completely, so that when this course is 
decided on it will be even safer than in the past. It is 
a fact, however, that patients in the older age-groups 
with cardiac complications often go unrecognised for 
what they are, or are treated with iodine, for too long. 
In these the disease may be too far advanced for them 
to be saved by any method. 


Summary 


Observations on 66 patients have shown that thiouracil 
is a potent antidote for excessive thyroid secretion, 
though under certain conditions, which are described, it 
may fail. It requires several weeks as a rule to restore 
function to normal. 

Hypothyroidism is readily produced i in those formerly 
suffering from hyperthyroidism, but extremely difficult 
or impossible to produce with similar dosage in those 
with mildly overactive or normally active goitres. 

A depressed blood-cholesterol level was found to be 
fairly closely correlated with a raised BMR, but not so 
closely that it could be used as a substitute for deter- 
mination of the BMR. 

Observations are reported on the action of thiouracil 
in auricular fibrillation associated with goitre. 

Toxic effects were seen in 18% and are a drawback to 
the method. 


~ 
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The relative merits and disadvantages of thiouracil 
and surgery and their use in succession are discussed. 


ADDENDUM 


Since the above was written, toxic reactions have 
developed in 3 further patients in the series, bringing 
the total incidence of these reactions to 23%. 


The first, a woman of 65, developed iritis in one eye after 
6 weeks’ treatment with thiouracil and while taking 0:2 g. 
daily. Subsequent trial with 0-1 g. of the drug daily, and a 
third trial of 0-1 g. of methyl thiouracil produced a recurrence 
of the iritis and rise of temperature within 36 hr. on each 
occasion. The white-cells were normal. 

Another woman, aged 54, developed painful oedema of 
the ankles and one hand with granulopenia (polymorph-oount 
1702). Thiouracil was stopped, and a week later the poly- 
morph-count had risen to 3480 per c.mm. During the 3 
weeks before the appearance of these symptoms she had taken 
only 0-2 g. of the drug on five occasions. Before this she had 
been quite well on 0-1 or 0:2 g. daily for 18 months. The 
swelling of the ankles, which suggested a periarthritis, per- 
sisted for several weeks after thiouracil was stopped, which 
raises some doubt about whether or not it should be attributed 
to the drug. 

The third patient, a woman aged 44, had likewise been 
under treatment with an excellent result for 16 months, when 
she developed severe frontal headache. At this time the dose 
of thiouracil was 0:1 g. t.i.d. Methyl thiouracil 0-2 g. daily 
was substituted, and the headache disappeared ; but she had 
severe pain in the wrists, slight pyrexia (98°6° F), and a 
polymorph-count of 2250 per cmm. When the drug was 
stopped, she lost her pains and the polymorph-count rose. 

It is evident that a long period of perfect tolerance 
may be brought to an end by toxic reactions of various 
kinds, and it follows from this that the incidence of these 
reactions in any investigation on thiouracil will increase — 
in proportion to the period of observation. 

The thiouracil was supplied by British Drug Houses Ltd. 
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AFTER the invasion of Europe the orthopædic unit 
at this hospital received a number of casualties with 
wounds in the region of the hip-joint and with high 
fractures of the femur. Most of these have now been 
followed sufficiently far for the end-result to be known 
or forecast with reasonable certainty.. We have found 
the results disappointing and feel that our treatment 
at the base hospital has been somewhat unsatisfactory. 
` The object of this paper is to outline the methods 
used and to suggest improvements. Injuries of this 
type seemed to us to present the greatest difficulties, 
and a search in the published literature for assistance 
and advice proved disappointing. 

In the war of 1914-18 (Oficial Medical History of the War) 
these cases do not seem to have been looked-upon as pre- 
senting any very special problem of treatment except that of 
transport. Any form of abduction splinting was found almost 
impracticable, and the Thomas splint was later used whether 
or not the wounds were situated in positions convenient for 
the splint ring. The hip was held in a position suitable for 
ankylosis, which was encouraged and in most cases ultim- 
ately took place, and the customary end-result was a stiff 
hip, more or less short, with one or more discharging sinuses. 
These seem often to have persisted for years. 

The Official Medical History of the War gives the overall 
mortality of wounds of the hip as 60%, chiefly accounted for 
by visceral injuries. With British surgeons the problem of 
drainage does not seem to have loomed very large and, when 
performed, consisted in the opening of surface abscesses and 
the curettage of sinuses. Attention seems to have been 
drawn, however, to the importance of removal of the frag- 
mented head of the femur if possible in the early stages. 

. The only reference to the hip found in the Field Surgery 
_ Pocket Book (1944), issued by the War Office, is that “‘ infection 

of the hip and shoulder is liable to be overlooked.” This 
scarcely seems to cover the subject. 


A group of Russian surgeons has recently published 
papers, reviewed by Aird (1945), indicating a far more 
radical approach than has previously seemed acceptable 
in this country. Resection of the joint is resorted to 
in the early stages in those cases where toxeemia does not 
respond to more conservative measures. Disarticula- 
tion at the hip is also often advised. 

This paper is based on a study of 44 cases treated at 
this hospital. As they have been received here 1-4 
weeks after wounding they are necessarily selected. 
Most of such wounds received in the battlefield are 
complicated by other more serious injuries, which are 
obviously responsible for the high mortality. Conse- 
quently the cases reaching a base hospital are either 
uncomplicated in this sense, or the complications have 
been treated and at least partly overcome. 

Two types of injury are here under consideration : 
obvious wounds of the hip-joint, and fractures of the 
neck and peritrochanteric regions'of the femur with 
doubtful penetration of the hip-joint. Many ofthe X-ray 
films of this latter type show multiple widely scattered 
foreign bodies and in almost every case severely com- 
minuted fractures. The hip may have been affected ; 
but, unless the joint suppurated, its involvement might 
not have been appreciated. _ 


‘TREATMENT CARRIED OUT 


The primary treatment, apart from first-aid dressing 
and the application of a Thomas splint, has been 
almost always within the first 24 hours and in about half 
the cases within half that time. The wounds have been 
explored and enlarged, any easily accessible foreign 
body has been removed, and in many cases fragments 
of bone have been unhesitatingly sacrificed. 

In about two-thirds of the cases a plaster spica was 
used as the early immobilisation for transport, and in the 
remainder a Thomas splint. The patients were almost 
all evacuated by air, and at the receiving hospital the 
first plaster or splint was usually changed and the wound 
dressed and, where necessary, re-explored. 

On arrival at this hospital half the patients were, or 
clearly had been, toxeemic—i.e., in 22 cases there has 


WOUNDS IN REGION OF HIP-JOINT 


focr. 20, 1945 


been a more or less lengthy period during which the 
infection was not under control, in most cases a result of 
inadequate drainage or immobilisation or both. Sys- 
temic penicillin and sulphonamides had been used 
almost as a routine, often with additional local therapy. 

At the base hospital 26 were treated throughout in 
plaster spicas, and the remainder had tibial skeletal 
traction on a Thomas splint as soon as possible with 
early movements of the knee-joint. Delayed suture 
of wounds was done on 6 occasions only. Sequestrec- 
tomies were performed in 16 patients and in 9 of these 
more than once; 5 major operations for drainage 
were done of the type advised by Girdlestone (1943), or 
some modification of it. 


RESULTS. 


In 13 out of 16 cases in which the hip-joint became 
septic, ankylosis of that joint took place. Although in 
some cases this was not by bone, there was no useful 
range of movement. In 16 the wounds were unhealed 
at the end of six months. 
more of shortening. 


CAUSES’ OF SLOW HEALING 


Inadequate or Delayed Primary Treatment.—The differ- 
ence between delay of more or less than 12 hr does not 
seem to have been significant in this series, and inade- 
quacy of primary treatment seems a more likely defect. 
For those with no experience of surgery in forward areas~ 
the difficulties in this type of case can only be imagined, 
and_criticism from the base hospital is misplaced. In 
any circumstances wounds in the region of the hip are 
among the most difficult to excise efficiently or drain 
adequately. In a fair proportion of these cases re- 
exploration, with enlargement of the wounds and drain- 
age of abscesses, was necessary within the first few days, 
and this fact alone suggests that the primary treatment 
was not effective. 

The previous treatment performed on the many 
thousands of cases passing through this hospital has been 
of such a uniformly high standard that any remarks 
about the inadequacy of such treatment are in no sense 
a reflection on the surgeons concerned. The key to 


In 6 there was an inch or 


early healing of wounds is delayed primary suture, but 


for this to be successful the primary surgery must have 
been wholly efficient. It seems likely that the diffi- 
culties of primary treatment of hip wounds make satis- 
factory delayed closure less often possible than in other 
regions. l 

Inadequate Late Treatment.—At a later stage we have 
been slow to appreciate and treat the case that required 
only the’ removal of a foreign body or fragment of dead 
bone to promote healing of the wound. The most 
difficult cases, however, are those in which an abscess 
cavity in bone, or surrounded by dense scar tissue, is 
not being drained and is keeping the whole infective 
process active. Sometimes such a cavity may be 
situated within the pelvis. | 


One of the patients in this series received a wound of the 
hip with fractures of the head and neck of the femur and 
the acetabular floor. At the primary treatment the absence 
of the head had been noted and the acetabulum was felt to 
be empty. It had not then been realised that the shattered 
head had been driven into the pelvis through the floor of the 
acetabulum. 

In a second case the head had remained in the socket, 
and the femur had shortened at the fractured neck, the great 
trochanter riding up towards the ilium. The wound did not 
heal. An excision of the Girdlestone type was done, and the 
sequestrated fragments of the head were removed, followed 
by rapid healing of the wound. The operation was done 


.9 months after wounding—9 months of bed, spica, sepsis, 


and ill health. It should have been done many weeks earlier. 
| SHORTENING 


Shortening is of less importance and is inevitable in 
many of these cases. Where the head of the femur has 
been destroyed or removed, length must obviously be 
sacrificed. In the cases without involvement of the 
head, where the fractures lie in the peritrochanteric 
region, shortening should not take place. It is very 
liable to do so with increasing coxa vara and outward 
bowing at or below the trochanters. In these instances, 
where ankylosis is not inevitable, we feel that the plaster 
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pios is an undesirable method of treatment except in 
e earliest stages and for transport. A spica may 
immobilise and support the soft tissues, but it exercises 
the same doubtful function on the knee and ankle, and 
evensome timesontheuninjured joints ofthe opposite limb. 

The object of plaster immobilisation in a compound 
fracture is to promote union of the fracture and to assist 
healing of the soft parts. In transtrochanteric fractures 
union is not a great problem and here the usefulness of 
plaster is outweighed by its disadvantages. The chief 
difficulty in these cases is not delay in union but shorten- 
ing, and the plaster does not apply and maintain traction 


effectively—or,ifso, only in the hands of the fortunate few. | 


Pressure sores are only too common under the average 

spica applied by the average surgeon, particularly in 
patients emaciated by severe sepsis and in those with 
anesthesia from sciatic injuries. Moreover, permanent 
limitation of movement at the knee may preclude 
operation for the nerve lesion. Another danger in- 
sufficiently emphasised is that of disturbing the uniting 
fracture during the changing of the plaster. 
The difficulties of appreciating uncontrolled sepsis 
in the wounds are increased when penicillin is being 
used. Unless the area concerned can be easily inspected, 
these difficulties become almost insuperable. On several 
occasions, also, the diagnosis of intra-abdominal com- 
plications has been greatly hindered by the’presence z 
& spica. l 

For all these reasons we feel that the spica, which may 
be the most satisfactory method when ankylosis of the 
hip is required, must be, in the other type, looked upon 
as the last resort and an admission of failure. 


TREATMENT AND RESULTS OF WOUNDS OF HIP-JOINT 


| JOINT JOINT NOT: 


[INFECTED | INFECTED Total 

No. of cases .... f 24 20 44 
Results known z Se 16 11 -27 
Ankylosed .. — gee at ' 13 s 13 
Good hip range EA a 10 10 
Fair hip range ° .. 2 2 4 
More than 1 in. short 6 ss 6 
Unhealed at 6 months 9 7 16 
Treated in spica `.. ‘ae 19 7 26 
Treated in Thomas splint 5 12 17 
Delayed suture... a 2 4 . 6 
Major drainage 5 oe 5 
Intrapelvic complications 7 2 9 
Sciatic lesions Ss 4 5 9 
Toxæmia 13 7 20 
7 8 15 


Still under treatment 


OTHER METHODS OF SPLINTAGE 


Apart from the spica and the slung Thomas splint with 
skeletal traction, three other methods have been used. 
The first is a combination of these two. If the ring of a 
Thomas splint is incorporated in the body of a spica, 
traction can be satisfactorily maintained, and the ring 
may be supported by plaster struts to avoid contact 
with neighbouring wounds. At the same time some 
degree of immobilisation at the hip can be secured where 
this is thought necessary. We have found this method 
of splinting useful on several occasions. It combines 
the advantages of immobilisation with those of traction, 
the leg of the spica being replaced by a Thomas splint. 

The second method used occasionally has been the 
plaster bed. Again traction has been satisfactorily used 
with this by incorporating a knee-flexion piece at the 
end both of the bed and of the turning case. 

Thirdly, the Jones abduction frame has been used, and 
we have attributed our lack of success with this method 
to the fact that the frames could seldom be said to fit 
the patients, and that there has been insufficient nursing 
experience with the apparatus. 

the later stages we have found the walking spica 
useful in cases where it is necessary to hold the hip when 
ankylosis is desired but is not yet solid. 

The accompanying table sets out some details of the 
types of cases and of the results. 


TREATMENT SUGGESTED 


Because there has been comparatively little written 
on the subject, our methods have been to some extent 
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those of trial and error. No lives have been lost, and . 
no limbs have been lost ; but it seems that, with added 
experience and knowledge of the difficulties, the morbidity 
in many cases could have been shortened and possibly 
lessened. As a result of these experiences and these 
errors we feel that our subsequent treatment of similar. 
injuries will be on the following lines. l 

Primary Treatmeni.—In many cases the treatment of 
the wounds and of the damaged bone will necessarily 
take second place to that of the more serious abdominal 
and bladder complications and of the associated shock. 
Radiography is helpful, before primary treatment is 
undertaken, to determine the position of the larger 
foreign bodies, the nature of the fracture and the degree 
of comminution, and, if possible, whetler the hip is 
likely to have been involved or not. The wounds should 
be explored and excised in the usual way. The larger 
foreign bodies and, especially, any associated pieces of 
clothing should be removed if easily accessible. Frag-. 
ments of bone, however loose they may appear, should 
not be lightly removed, unless they constitute all or part 
of the head of the femur. Some attempt should be made 
to discover whether the track penetrated the pelvis, 
and a rectal examination should not be neglected. The 
skin should not be sutured, and the minimum of skin 
should be excised. The primary treatment should 
conclude with the application of a spica for t ort 
only in those cases in which the joint is or is likely to be 
involved and in which the position of the wounds makes 
the use of the Tobruk type of splint inadvisable. 

Systemic penicillin and sulphonamides should be used 
for the first four or five days, and all subsequent pro- 
cedures, wound closure, removal of plaster, change of 


‘splint, sequestrectomy, and so on, should be performed 


under a protecting dose of penicillin (Innes and Ellis, 
1945). The use of the single ‘‘ boost ’’ dose or of the 
short systemic course in these circumstances has been 
proved over and over again of the greatest importance. 
On the few occasions when this precaution has been 
omitted the sort of manipulation above mentioned has 
usually been followed by a flare of temperature and a 
temporary deterioration in the patient’s general condition. 

Definitive Treatment.—As soon as the patient reaches 
the base hospital, the splint or plaster should be removed 
and the wounds examined. A study of the position 


-= and condition of these, an estimation of the patient’s 


general condition, and an examination of the X-ray 
films will enable a decision to be reached on the line to 
be followed. If the hip is likely to be infected and 
ankylosis is the end-result in view, plaster immobilisa- 


suture should be done if possible. 

A Steinmann pin through the tibial crest below the 
tubercle is the most satisfactory way of applying 
skeletal traction. Fixed traction is used at first. When 
the reduction is satisfactory and the local and general 
infective process is seen to be well under control, sliding 
traction replaces this and knee movements are started. 

If the temperature does not settle and the general 
condition of the patient improve rapidly, the cause 
should be sought early. At this early stage the reason 


. is usually the presence of an undrained pocket surround- 


ing 3 foreign body, often associated with fragments of 
cloth. 
If sinuses persist at a later stage, again the reasons 


‘should be reviewed at short intervals. When a seques- 


trum is responsible for the continued discharge from 
such a sinus, its removal is usually folowed by rapid 
healing. When, however, there is a bone cavity or an 
area of ill-defined osteitis in cancellous bone, the diff- 
culties are vastly greater. Such a cavity will never heal, 
or at least only after many months, unless it is obliter- 
ated, and the most successful way of doing this seems to 
be by filling it with purely cancellous chip grafts from 
the ilium. This procedure is very often highly satis- 
factory, especially under the protection of penicillin. 
Intrapelvic or other deep-seated sepsis should. be 
noted early; and, if some radical procedure of the 
Girdlestone type is required, it should be done early 
rather than late. This operation, or some modification 
of it, has been done in 5 cases in this series. Although 
it has been said that it is justifiable only as a life-saving 
measure, we feel that this view misplaces the emphasis 
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of its usefulness. It may be a life-saving measure, but 
it is certainly a morbidity-saving one. The functional 
results have been said to be so bad that it should only 
be used as a last resort. We have not found this to be 
so—at least in these few cases. 
carefully studied in Girdlestone’s original paper (1943) 
by anyone embarking on the operation. 


SUMMARY 


On the experience gained from the treatment of 44 
cases of compound fractures in and near the hip-joint 
the following principles are suggested : 

(1) Early treatment of the wound, with removal of 
large foreign bodies and devitalised tissues, but not of 
fragments of bone unless these are part of the head of 
the femur. 

(2) Delayed primary or secondary suture of wounds. 

(3) Early decision whether ankylosis is either in- 
evitable or desirable. | 

(4) Treatment in a spica only where ankylosis of 
the hip is required. 

(5) Treatment of other cases in a Thomas splint 
with skeletal traction. 

(6) Investigation of the causes of persistent sinuses 
under the three headings of foreign body, sequestrum, 
and undrained cavity. 

(7) Early treatment of these causes. 

(8) Early appreciation of those cases that require 
radical drainage and the use of the type of operation 
advised by Girdlestone in this connexion. 

The opinions expressed here are those of the orthopedic 
unit at this hospital under the direction of Mr. V. H. Ellis, 
to whom I am greatly indebted for help and advice. My 
thanks are also due to the other surgeons under whose im- 
mediate care these patients were treated. 
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MILITARY PSYCHIATRIC CASUALTIES 
EXPERIENCE WITH 12,000 CASES 


HAROLD PALMER, MD MANC., MRCP, DPM 
LIEUT.-COLONEL RAMO 
(Concluded from p. 457) 
| Method of Handling — | 
Two sets of machinery are required to deal with the 
psychiatric casualty : one to combat demoralisation and 
promote rehabilitation ; the other to provide specific 
psychiatric treatment. In practice these two processes 
must be combined ; but there may be set-ups which are 
primarily clinical and others that are primarily military. 


The evolution of appropriate methods was worked out . 


by Brigadier G. W. B. James in relation to the 8th Army. 
The machinery then devised has varied in application to 
different conditions of terrain and strategy and will 
always need to be elastic to conform with tactical con- 
siderations. The total set-up requires the administra- 
tion of five separate processes: filtration, treatment, 
rehabilitation, reallocation, and evacuation. The organi- 
sation is based on the familiar pattern of division, corps, 
advanced base, and base, and omission of any one of 
these will be harmful. While the efficiency of the psychi- 
atric services will depend more than anything else on the 
clinical vigilance and psychiatric acumen of the RMO who 
constitutes the first link in the chain, the psychiatric 
emphasis will usually fall on the. set-up located at the 
advance base. 


ADVANCE FILTRATION UNITS : DIVISIONAL REST CENTRES ; 
CORPS EXHAUSTION CENTRES 

The main task for the psychiatrist at this level is diag- 

nostic ; there is no time, and the atmosphere and the 

conditions of work are not suitable, for much that can 
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Its details should be- 
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legitimately be called psychotherapy. The first task is 
to sort out the men with anguish reactions and those with 
campaign neuroses and move them without delay to the 
main filtration centre. The men with panic reactions 
should be handled as follows: 


Allowance is made for a stay of 5 days, during whicb the 
man should be given as much sleep as he feels he requires, 
aided by sedatives. Good hot meals, hot showers, and, 
ideally, a complete change of kit should be provided. These 
centres should be provided on both a divisional and corps 
basis. Documentation should be minimal, and the atmosphere 
as impersonal and objective as possible until the discharge 
interview. 


About 30% of the men treated thus will justiflably be 
returned to their units ; they should be given vigorous 
but kindly exhortation ahout the direction in which their 
future duty lies. The remaining 70%, including the really 
sick men and those of poor combatant capacity, will then 
be evacuated to the main filtration centre. | 


MAIN FILTRATION CENTRE 


It is here that much of the specific psychotherapy will 
be given. This centre will usually be attached to an 
advanced general hospital. Speed of attack, rapid 
expert assessment, and a dynamic atmosphere which 
never gives the man cause to feel that ‘“ nothing has been 
done ” for him will create the right atmosphere, which is 
so important in governing the soldier’s subsequent 
reaction to handling. Warmth of personality and com- 
ee understanding are not incompatible with 
these. 

Men with simple stress reactions who have passed 
through the forward units will at most be given 48 hours’ 
rest or, if they have already had this, will be passed on — 
immediately to the rehabilitation centre. Anguish 
reactions require immediate psychiatric . treatment. 
This consists of a general attack on dissociative and 
anxiety features within a total framework of an implied 
attack on incipient demoralisation. Dissociative fea- 
tures, although amenable in some measure to persuasion 
and suggestion, can with‘ confidence be cleared up by 
abreaction. I always use ether, and the technique is as 
follows: 

Ether Abreaction.—A typical instance would be tha 
of a patient complaining of headache, insomnia, mild 
depression, and general feelings of tension-anxiety, who 
has returned from the front line as a battle casualty. 
He appeared scared, tremulous, and torpid. He may or 
may not remember spontaneously that his symptoms date 
from being ‘‘ blown up.” The history is somewhat as 
follows : he may or may not have been aware of a gradual 
oncoming loss of grip, and there may or may not have 
been immediate antecedent circumstances, such as the 
death of a close comrade, bad news from home, or a 
“ near miss.’ He often describes himself as having felt 
that he was in such a tight spot that there was no way 
out, and he did not expect to survive. Often, in such 
circumstances, he will have taken cover in a slit-trench 
and become mildly “‘ jittery ” ; shells are dropping round 
him, when suddenly he hears an explosion, perhaps sees 
a flash, and then recalls nothing until he is in a MDS 
being attended to by the orderlies. An observer would, 
however, probably fill in the details somewhat as follows : 
after the explosion the man may have gone berserk or 
may have lain cringing or “ jittery ” in the slit-trench or 
apparently stuporose, or he may have simply appeared 
dazed and only required modified assistance to reach 
a truck. On his arrival at the MDS the symptoms 
described above assert themselves. 


Technique.—The patient is placed on a couch, his confidence 
secured, and full rapport established. A full and detailed 
account of incidents surrounding his loss of memory has mean- 
while been obtained. It is then explained to. him that an 
explosion can blow not only. metal into his flesh but also fear 
into his mind, and that, until that fear is removed, his 
symptoms will persist. He is persuaded that this process is 
easy and effective, and a brief description of the treatment 
is given. i 

He is asked to lio on a couch and told that he is going to be 
given a little ether, during which he must attempt to live over 
the episode again in his mind, as vividly as if he were watching 
the whole of the events he has already described being 
re-enacted on a cinema screen. He is then told to close his 
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eyes, and ether is slowly administered with an open mask, 
the physician starting him off by saying somewhat as follows : 
“ Now, there you are again in the slit trench. You can see it 
all perfectly clear again. Who is with you, and what is 
happening ?” -Very rapidly he is encouraged and persuaded 
to begin his tale. | 7 
` - After a minute the physician assumes a more dramatic and 
vivid form of address, a towel is placed on the mask, and in the 
classic case the patient rapidly changes his-narrative fashion 
from a reflective to a vivid topical mode, as if he were taking 
part once more in the events on the battlefield. He comes. to 
the point where the shell exploded, when he may pass into a 
state closely resembling that which existed on the battlefield, 
At this point further research is necessary to determine what 
is the correct procedure, but on the whole one tends to stop 
the ether, smartly rouse the patient, and obtain from him 
details of his subsequent behaviour by a mixture of persuasion 
and encouragement. This need only be done in the barest 
outline ; and, as soon as one has got him to the point which he 
originally remembered, he is rapidly and thoroughly woken up 
and the whole story recalled to him. Once again what follows 
requires: research to determine the correct procedure. In 
many cases the patient spontaneously bursts into a flood of 


tears. Where this has not happened an attempt has often 


been made to induce an emotional reaction, often to the 
-extent of using maudlin suggestion. Strong suggestion is then 
given him that he feels better, and that his symptoms will 
disappear, and he is sent back to the ward to sleep for a 
varying period up to 24 hr under sedatives. 


Narcosis Therapy.—The anxiety features are specific- 
ally amenable to narcosis, administered as a therapeutic 
ritual rather than in the form of simple continuous seda- 
tion. A standard course of 3-5 days is given, consisting 
of approximately 18 hr sleep out of. the 24 hr, but 
some patients only require 1 day, and some require 10. 
I consider that the best results are obtained by. the use 
of a barbiturate with paraldehyde. Possibly ‘ sodium 
amytal ’ is the barbiturate of choice, but ‘ Somnifaine ’ 
and phenobarbitone are effective. The barbiturate is 
given to-maintain a base-line of somnolent quietude, and 
the paraldehyde is used as a hypnotic to ensure sleep. 
Picrotoxin should always be available, and adequate 
fluid intake is the best safeguard against complications. 
I have had no fatalities in well over 500 consecutive cases 
treated. During periods of activity I use the treatment in 
anything up to 20% of my cases, and I regard it as the 
most valuable single therapeutic agent at our disposal in a 
forward military psychiatric unit. l 


i , 
REHABILITATION CENTRE 


Most of the cases will be passed from the main filtration 
centre direct to a rehabilitation centre, and I do not 
allow patients to remain in the main filtration centre 
longer than 10 days, with a statistical average . of 
5 days. — | 

The patients, having passed through the filtration 
centre, where 35% have been subjected to more or less 
specific forms of psychiatric treatment, have now arrived 
at the rehabilitation centre. Provision for beds should 
be made in the proportion of 1 bed at the filtration centre 
to 6 at the rehabilitation centre, and the psychiatrists 
available should be divided equally between the two 


centres. 
The rehabilitation centre should provide : 


1..A controlled paramedical and paramilitary atmosphere 
which will discourage the development of invalid reactions 
but permit the salvaging of missed therapeutic oppor- 
tunities. . > 

2. A time during which welfare and other problems can 
be attended to efficiently. 

3. A regime for the promotion of maximal physical well- 
being, which is the basis of all smart military turnout. 

4. A framework for social rehabilitation, during which the 
tendency of the neurotic soldier to isolate himself can be 
combated. . | 

5. A psychiatric framework which will combat the 
tendency to valetudinarian self-justification. | 

= 6.. A regime in which the soldier can regain the concept 

- of himself as having a duty to his country, a responsibility 
to: his comrades, and a sense of pride in his profession as a 
soldier—in short, make him once more into a good soldier 

` with a high sense of honour and duty. The motto here is 
-“ discipline, skill, morale.” | 
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Besides these six basic aims, the rehabilitation centre 


achieves results which, though not related immediately 
to the soldier, by themselves justify its creation and. 
maintenance. , | oe 
The following considerations originally prompted the 
set-up of the first military psychiatric rehabilitation 
centre in the OMF in February 1944 ; ie 


1. It acts as an expansible bulb in what may be regarded 
as a man-power pressure circuit, relieving the strain on the 
filtration centre during a big attack. 

' 2. It acts as a reservoir of treated cases where they can 
- await disposal and avoid the demoralising influence which 
so often attends the neurotic’s stay in holding units. 

3. It provides an ideal location for the PSO. 

4. It acts as a sump for psychiatric cases which otherwise 
would collect in holding units and medical units such as 
convalescent depots and general, hospitals, which have no 
psychiatric facilities. 


The basic training programme can be divided into 
military training, physical training and recreation, Army 
education, medical and psychiatric supervision, general 
company administration, and welfare and padres. A 


‘special warning is necessary to prevent routine fatigues 


and medical-inspection attendance from encroaching on 
the programme. The average routine stay in the depot 
should not be less than a month, but it is doubtful if any 
man benefits by a stay longer than 6 weeks. | 

On arrival at the centre the men will be divided into 
the three main streams : 


1, Those who are truly convalescent—i.e., the recently | 
sick men. 
2. The main training company. 
: 3. The hardening high-grade company. into which likely 
material should be sifted at the earliest opportunity. 

On the basis of a 1000-bed unit, the ratio of company 
strength will work out as 1:3:1. Headquarters unit 
should cover all company fatigues and items of admini- 
stration, and it is an advantage to have the high-grade 
company separated by some distance from the other two. 
It should be easy to return patients from the rehabilita- 
tion centre to the filtration centre ; as much as 10% may 
be returned. This does not mean that their being sent to 
the rehabilitation centre has been premature, but it is 
a penalty of the dynamic policy, which is the most 
important feature of this organisation. The psychiatric 
rehabilitation form initiated in the filtration centre should 
be passed on to the rehabilitation centre, and there 
should be free and frank interchange of views between 


. the staffs of the two units, who operate as members of 


the same team. 
' REALLOCATION 


Final disposition should be rapid and as direct as poss- 


ible to the unit, and all down-graded men should be seen 


by a PSO. This interview should take place during the 
third week’s stay at the centre, and the man should be 
held at the centre until it is possible that he can be posted 
direct to his unit or with a minimal delay to the inter- 
mediate holding unit. Transit camps are to be avoided 
as far as possible. The medical officers at all holding 
units should be constantly reminded of their responsi- 
bility in handling psychiatric cases and instructed to 
handle them with benevolent firmness. This should not 
preclude the occasional request for a reassessment but 
must definitely exclude the encouragement of neurotic sick 
parading. The MOs and commanding officers of such 
units have a special responsibility in such matters and 
should inform their warrant officers and NCOs of the 
correct attitude towards ex-psychiatric cases passed to 
them for disposal. 

The above description implies that the staff is whole-. 
heartedly interested in the problem in hand. Itis utterly 
useless and indeed harmful.to entrust this work to 
anybody who does not understand, or is not prepared 
to try to understand, the problems involved. Finally I 
reiterate that the primary vehicle of our endeavours must 
be an atmosphere of dynamic activity. i 


BASE PSYCHIATRIO UNIT: BASE PSYCHIATRIC WING OF 
REAR GENERAL HOSPITAL — 


Admissions to this unit should not constitute more: 


than 10% of all cases, of which 5% represents cases. for 


evacuation. The remaining 5% should be the cases of 


+ 
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genuine campaign neuroses and personality disorders. 
These cases require very expert and intensive handling, 
and the unit should have the fullest clinical programmes. 
The atmosphere here may approximate to that of a well- 
run civilian unit, because the cases if properly selected 
are in men of high morale in whom the breakdown is 
entirely genuine. 

Discipline should be relaxed to the minimum necessary 
to administer the hospital unit. Stay should be allowed 
up to 6 weeks but never longer than 3 months. A valu- 
able aspect of the unit’s activities will be diversional 
therapy ; one of the most valuable activities is husbandry. 
In 1943 I placed 150 of my campaign neuroses on a farm 
in Tripoli. The results were gratifying. The term 
psychotherapy can be very misleading, but at this level 
it is capable of complete and sincere application. 


EVACUATION UNITS 


There should ideally be wards of the main evacuation 
unit for the Command. The clinical policy of such a unit 
will depend entirely on the facilities for evacuation. 
Where these are poor this unit will grow into a large unit, 
which will then raise the question of the provision of a 
base neuropathic general hospital, which will absorb the 
base psychiatric unit as detailed above. Such a situation 
arose in the ME in 1941 owing to the closure of the 
Mediterranean to Allied transport, but the discussion of 
such a unit is not the concern of this paper. 


Results 


The above methods applied to the 8th Army made it 
possible to send 98% of men back to full duty, of whom 
not less than 30% returned to full battle duty. The 
methods played a useful part in the total medical set-up, 
by conserving man-power, and it anticipated degrees of 
demoralisation which might not have declared themselves 
until the end of hostilities. 


Summary 


The Army psychiatrist is concerned not only with the 
soldier’s capacity to fight but also with his willingness to 
fight. Although the general concept of psychoneurotic 
conflict is applicable to psychiatric casualties, the 
critical factor in two-thirds of the cases is morale. The 
traditional view of the Army is thus essentially correct. 
_ Cases may be classified both according to their morale 
and according to whether the predominant symptoms are 
anxiety or dissociation. These groups in turn can be 
divided into two subgroups: in the first the patient’s 
behaviour is under his control, although he does have 
mild symptoms ; in the second there is a degree of mental 
stress or anguish which produces torpor. It is suggested 
that torpor is the true criterion of illness. Men exhibit- 
ing it are usually of good morale. 3 

Methods and techniques are described, of which speed 
and vigour at the filtration level, a full therapeutic 
programme at the main filtration level, and good man 
management at the rehabilitation level are essential. 
The specific therapeutic techniques used have been ether 
abreaction and narcosis therapy. 
`- Problems arising from the soldier’s acceptance of the 
role of invalid are discussed. Although the advantages 
of selection of recruits are emphasised, no reasons have 
been found to keep the potential neurotic from the com- 
batant zone. Good morale will keep many a neurotic at 
work, and psychiatrists should be as much concerned 
with good leadership as with good treatment. To meet 
these requirements an administrative set-up operating 
five procedures—filtration, treatment, rehabilitation, 
reallocation, and evacuation— is necessary. These oper- 
ate in general at three characteristic levels, and the work 
at each level is described. With an organisation of this 
‘kind it was found possible in the 8th Army to return 
98% of men to full duty, 30% being to combatant duty. 

Prophylaxis is discussed, and the rôle of the junior 
NCO is mentioned as one of importance. 

The general psychiatric approach of this paper is 
pragmatic. It-.accepts the fact that hereditary, con- 
stitutional, and familial factors are usually involved, and 
it sees that in most of the patients the organisation of 


the ego is so weak that their behaviour is influenced by. 


unconscious motives to a greater degree than in more 
‘sthenic personalities. Emphasis is placed on the pro- 
motion of morale through a special type of therapeutic 


4 


discipline, which aims at creating effective ego ideals in 
relation to the defeat of the enemy, the creation of a sense 
of pride in the profession of arms, and a sense of loyalty 
to one’s comrades and duty to one’s country. 


Environment is important in handling the neurotic, 


and experience shows that a military environment can. 


be provided which is as efficient as the usual hospital 
atmosphere. A direct military approach need not inter- 
fere with a sympathetic interest in the separate problems 
of each man, and is fully compatible with sympathy for 
suffering and respect for the inadequate man. 


_ These methods, originally planned by Brigadier G. W. B. 
James, were put into operation under the administrative 
command of Major-General A. Galloway, with the general 
assistance of my immediate senior chiefs, Colonel L. Rowlette, 
Colonel R. M. Savege, and Colonel J. T. McOuatt. It remains 
for me to refer to the work of Lieut.-Cotonel H. B. Craigie ; 
and finally to Corporals F. Wright and A. Graham, both of 
the RAMC, for loyal and valuable service. 


URINARY EXCRETION OF | 
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. So long ago as 1909 Hausmann suggested that the 
sensitivity of pellagra patients to sunlight might be 
due to the accumulation of porphyrins in this disease. 
Since then numerous reports have appeared, some 
supporting the suggestion, others discounting it oh the 
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' grounds that no large increase of porphyrin excretion 
` could be detected. 


Interest in this matter was reawakened when Beckh, 
Bllinger, and Spies (1937), using a colorimetric method 
to determine porphyrin, said: ‘‘ These studies show that 
increased porphyrinuria is an integral part of the pellagra 
syndrome and its presence can be used as an early 
objective test.” They added that the coproporphyrins 
excreted might account for the photosensitisation 
observed in some pellagrins. Nicotinic acid was said 
to restore the porphyrin excretion to normal not only 
in pellagra but also in various other conditions with 
porphyrinuria. Unfortunately, the colorimetric method 
used was far from specific, and it was not long before 
their results and claims were subjected to severe criticism, 
Watson (1938, 1939) and Meiklejohn and Kark (1939) 
showing that urorosein is partly responsible for the colour 
reaction. Watson and Layne (1943) have shown that 
the chromogen of the Beckh, Ellinger, and Spies reaction 
is also found in normal urines and bears no relation to 
deficiency of nicotinic acid. 

Out of the resulting confusion contradictory claims 
have once again begun to appear. Watson (1938) has 
found, by a fluorimetric method of determination, 
increased porphyrin excretion in 3 out of 4 cases of 
alcoholic pellagra and improvement, although not to 
within normal limits, after nicotinic-acid medication. 
It was thought possible that the porphyrinuria in these 
cases might in part at least be due to hepatic insufficiency 
following the abuse of alcohol. Layne and Watson 
(1943) said that 3 dogs on the Goldberger black-tongue 
diet maintained a normal excretion of urinary copro- 
porphyrin uninfluenced by the onset of symptoms 
or medication with nicotinic acid. Dobriner et al. 
(1938) reported increased porphyrin excretion in an 


‘alcoholic pellagrin ; and similar but smaller increases in 
-urinary and fecal coproporphyrin have been observed in 


treated and untreated pellagrins by McAnally, Smith, 
and Perlzweig (quoted by Harris and Harris 1941). On 
the other hand, Passmore et al. (1940), investigating 5 
cases of stomatitis and glossitis in India attributable to a 
defective intake of the vitamin-B, complex, found the 
urinary porphyrin without exception to be within normal] 
limits. Meiklejohn and Kark (1939) reported porphyrin 
excretion within normal limits in 4 cases of endemic 


* The main conclusions reached in this study were stated by Z. A, 
Leitner during the discussion on biochemistry and psychiatry 


at the Royal Society of Medicine on May 24, 1945 


THE LANCET] 


pellagra, and Kark and Meiklejohn (1941) described 7 
cases of pellagra (4 being alcoholic) in only 1 of which, 
oe aimee was there an abnormally high excretion 
of porphyrin 

It is highly probable that the difference in experi- 
mental findings between different groups of investigators 
is in part to be explained by the degree of liver dysfunc- 
tion in their patients: Nutritional deficiences, such as 
pellagra, in poor people are often associated with chronic 
alcoholism, with a consequent likelihood of impaired 
liver function. Nesbitt and Snell (1942), surveying 
various hepatic diseases, consider the degree of porphyr- 
inuria to afford a fair index to the degree of damage 
suffered by the liver parenchyma. A relation between 
liver injury and urinary excretion of porphyrin has also 
been suggested by other workers (Franke 1936, Riming- 
toi Dobriner and Rhoads 1940, Localio et al. 

In the present communication we bring forward 
evidence, obtained from 15 non-alcoholic pellagra cases 
in institutions, which strongly supports the conclusion 
that porphyrinuria is not an essential feature of pellagra 
unaccompanied by alcoholism, and endorses the dictum 
of Kark and Meiklejohn (1941) that an examination 
of the urine for increased porphyrin does not in any way 
aid in the diagnosis of pellagra. We also record urinary 
excretion of porphyrin in 7 patients with Korsakow’s 
syndrome, all these cases except one being attributable 
to alcoholism, but in only 2 was the output abnormal. 
Finally, we include a case of beriberi in a publican who 
was a heavy drinker and whose porphyrin excretion 
was much increased. 


MATERIALS AND METHODS 


, The first ten cases in the accompanying table were in 
psychotic patients and have been described by Hardwick 
(1943), who has ee their symptoms and discussed 
their setiology. 

In nearly all the cases 24-hr specimens ‘of urine were 
collected and the ether-soluble porphyrins determined 
- in an aliquot by the fluorimetric method of Rimington 
(1943); in one or two instances random samples were 
all that could be obtained. 

As the upper limit of normal daily excretion of urinary 
porpbyrin we have adopted the figure of 90 ug. suggested 


Kark and Meiklejohn (1941), although Dobriner | 


ts al. (1937) place the upper limit at 120 ug., and Jope 
and O’Brien (1943) have found values up to 150 ug. in 
a 24-hr normal] collection. Our experience supports 
the figure of 90 yg. 

DISCUSSION 


Our experimental findings are recorded in the table. 
That the 15 cases listed as pellagra were indeed examples 
of the condition is supported by the prompt and dramatic 
response in each patient to the administration of nicotinic 
acid (Hardwick 1943). They were also, except one or two 
cases, seen and confirmed as pellagra by Professor 
Sydenstricker. All determinations of urinary-porphyrin 
excretion were made before the institution of nicotinic- 
oor therapy and only in cases 6 and 13 were values above 

g. in 24 hr recorded.* In case 6 a septic state, 
Haalt ta by sores on the arms and hands, may have 
contributed to the high figure, which was not altered by 

nicotinic-acid administration; and in case 13 some 
degree of liver dysfunction: was apparent from the 
considerable quantity of urobilinogen present -in the 
urine. Case 11 deserves some comment. 


The patient, a housewife aged 64, had had ten years’ 
epigastrio discomfort soon after meals. She was treated 
in outpatient departments and kept herself on a special diet 
which contained practically no meat. She had a chronic 
cough for many years. Nine months before our examination 
pulmonary tuberculosis had been diagnosed and she was sent 
to a sanatorium, where her condition improved for 8 months 
until she suddenly developed diarrhea. A few days later she 
had increasing anorexia accompanied by mouth ulcers which 
almost made it impossible for her to eat ; then she suddenly 
became uncodperative and confused. She was considered 
unsuitable for further sanatorium treatment and was sent 
back to hospital. 

On examination she was irritable, resentful, confused, dis- 
orientated, and wasted, body-weight 5 st. 12 lb., face red and 


* In case 8 the mean of two pre-treatment values was 99°25 ug. 
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URINARY COPROPORPHYRIN EXORETION IN 4ION-ALCOHOLIC 
PELLAGRA, KORSAKOW ’s SYNDROME DUE TO ALCOHOLISM, 
AND BERIBERI í 


ju | aay 
3 Po ia oł 
` Diagnosis e| Sex| 237 B 
Š | de® | BES 
>) Ay oS 
Pellagra plus: | 
1 | Imbecility be .. | 36/ F 4 18 
2 | Catatonic schizophrenia .. ° «2 | 41] E | 1260 76 
3 | Chronic 5 wie -. | 38 | F | 1400 8°4 
4 | Paraphrenic $3 wag -- | 60; F es 99 
5 Schizophrenia. -. | 40; F a 59 
6 | Ditto with septic sores 42 | F | 1179 | 103 
(After He eae seatenent with nico- ; 
tinic cid) ee ee ee 118 
7 Schizophrenia ws eg -. | 40] F as 67 
8 ave ` .. | 35 | F | 1050 | 105 
Ditto (3 days later) |. <. | we | os | 1870 | 93-5 
9 | Schizophrenia ` ; .. | 55 | F | 1193 | 477 
10 Delusional insanity 60 | F | 1136 56-8 
11 | Pulmonary and intestinal tuberculosis 64 | F 880 11-9 
Ditto (39 4 days later) .. .. | e | 1000 54 
12 | Schizophrenia -. | 47 | F | 1150 3°5 
13 | Ditto (excess of urobilinogen) .. |46) F | 2016 | 154-8 
14 | Schizophrenia .. | 43 | F 715 33-2 
15 5 A 46 | F | 1525 | 31-7 
16 | Korsakow’s eyudroué oa .. | 52| F | 1100 14 
17 5 F cat .. | 48 | F | 1630| 41 
18 r 5> E .. | 48 | M ei 135 
Ditto (3 months later) ne .. | >- | -e | 1280 | 60-2 
19 | Korsakow’s syndrome — os -. | 65 | M a 91 
Ditto (3 months later) ea oe | >. | -e | 1100 51-7 
20 | Korsakow’s syndrome s.e > e| 59] M ws 58 
Ditto (3 months later) Da eee |.. © a. | 2370 47-4 
21 | Korsakow’s syndrom 49i M 930 | 149 
22 | Ditto with diabetes insipidus (has ; 
never been a drinker 54 | M zo 29 
23 | Beriberi in a heavy drinker 41|M 560 | 369 
Ditto (45 ays later, after B, and : l 
marmite medication, followed BY 
pronounced improvemer:t) 430 | 318 - 


scaly, Siombiing sunburn, specal at Ane nasolabial folds 
and round the eyes. The back of both hands and fingers, 
as far as exposed to the sunlight, were red, scaly, and infil- 
trated, with deep bleeding fissures over the right metacarpo- 
phalangeal joints. Dry fissure of upper lip, angular stomatitis 
with cracks; tongue deep red, smooth, denuded, and shiny 
with atrophied. papille partly fissured ; scattered | small 
ulcers visible. Sputum: tubercle bacilli present. ESR 
37 mm. per hour. Hb 62%. Red cells 4,900,000. Colour 
index 0:6. Mean red-cell diameter 6-6y. White cells 12,000 ; 
differential count normal, Complete achlorhydria. Urinary 
porphyrin on two occasions 11-9 and 54 yg. in 24 hr. Slit- 
lamp examination (Professor Sydenstricker) showed extensive 
corneal vascularisation., On combined nicotinic-acid and 
riboflavine treatment her mental condition and her face 
improved within a week, her hands and lips in less than 
three weeks. The patient died six months later, and the - 
PM revealed extensive intestinal tuberculosis besides the 7 
pulmonary lesion. 


This case-history illustrates how, for instance, a 
sudden onset of diarrhoea due to intestinal tuberculosis 
may precipitate the development of a pellagrous condi- 
tion. The sequel of events appeared to be diarrhoa, 
anorexia, sore mouth, inability to take food, depression, 
and confusion, leading up to typical fully developed 
pel'agra. 

The case of beriberi (No. 23) is also | informative. 

Patient has always been a heavy drinker, mainly whisky, — 
gin, and beer, and recently he has taken hardly any food. 
He has previously been healthy and has had no major illness. 
Shortness of breath first arose a year ago About two months 
ago he felt weakness of his legs, followed by pains and cedema, 
and for two weeks was completely bedridden. On examina- 
tion he showed complete absence of tendon reflexes, tenderness 
of the limbs, gross. cedema, anasarca and ascites, dilated heart, 
and congested lung bases. Liver enlarged below umbilicus. 
Electrocardiogram of very low voltage. Porphyrin excretion 
on admission 369 ug. in 560 c.cm. of urine output in 24 hr, 
He had daily injections of 25 mg. of aneurine and $ oz. of 
‘Marmite ’ orally, and his symptoms, including heart-failure, 
peripheral neuritis, and cedema, disappeared. Six weeks 
later there was only a small amount of ascitic fluid left, 


whereas the porphyrin excretion in 24 hr. was still 318 g. 
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` CONCLUSIONS a 

It appears from our results that, although pellagra 
uncomplicated by alcoholism is not accompanied by 
increased porphyrin output in the urine, neither is alco- 
holism per se necessarily sufficient to excite this symptom, 
if one may judge from the 6 cases of Korsakow’s syn- 
drome in alcoholics only 2 of whom showed abnormally 
high porphyrin excretion. A combination of circum- 
stances or deficiencies contributory to particular types 
of hepatic lesion may be requisite before porphyrin 
elimination becomes disturbed. The relative frequency 
with which an increased amount of urinary copropor- 
phyrin has been reliably reported in cases of pellagra 
plus alcoholism is of considerable interest in this con- 
nexion, and one is tempted to speculate whether the 
combination of factors, deficiency due to restricted or 
unbalanced diet plus toxic assault, may play the same 
part here as has been shown, for example, in the case of 
arsphenamine poisoning reported by Messinger and 
Hawkins (1940), or the case of chronic hepatitis of 
alcoholic etiology complicated by the sprue syndrome 
reported by Leitner (1942), or the now numerous 
examples of the protection afforded to the liver by 
methionine against injury by such toxic agents as 
chloroform, &c. 

The case of beriberi is interesting in that, in spite 
of dramatic improvement in the clinical condition 
brought about by appropriate therapy, the porphyrin 
excretion remained unchanged, indicating presumably 
& permanent hepatic lesion. 


SUMMARY , 

Urinary coproporphyrin excretion has been found, 
except in two cases explicable on other grounds, to lie 
within normal limits in a series of 15 non-alcoliolic 
pellagra patients whose prompt and satisfactory response 
to nicotinic-acid medication substantiated ‘the diagnosis 
of their condition. 

In a series of 7 patients with Korsakow’s syndrome, in 
6 instances referable to alcoholism, only 2 showed 
abnormally high uri porphyrin excretion. 
_ A case of beriberi (alcoholic) had a marked porphyr- 
inuria, which remained unchanged despite appropriate 
medication and much improvement in general condition. 

These studies further emphasise that porphyrinuria is 


not an essential feature of pellagra, and that determina- - 


tion of urinary porphyrin does not in any way aid in the 
diagnosis of the condition. Alcoholism per se appears 
to be insufficient necessarily to produce porphyrinuria. 

The factors or combination of factors which may lead 
to porphyrinuria in persons with pellagra, simultaneousl 
exposing their livers to assault by quantities of alcohol, 
have been considered in the light of recent findings 
relating extent of hepatic injury to level of intake of an 
essential factor, such as protein or methionine, in the 
presence of a toxic agent. _ 

We are grateful to Sir Allen Daley and Dr. R. C. Harkness 
for the facilities which were placed at our disposal to 
carry out these investigations in various LCC hospitals, 
and to the several medical superintendents and medical 
officers concerned, particularly Drs. W. A. Caldwell, E. Davis, 
B. Gottlieb, and S. W. Hardwick, and Prof. S. Nevin. 
We are also greatly indebted to Sir Philip Manson-Bahr and 
Prof. V. P. Sydenstricker for generous help and advice. 
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MUSTARD-GAS BURNS 


I. J. THOMAS, FROSE 
RESIDENT SURGICAL OFFICER, 


J. GOUGH, M D WALES 
LECTURER IN PATHOLOGY, 
CARDIFF ROYAL WELSH NATIONAL SCHOOL 

INFIRMARY OF MEDICINE 


On April 24, 1944, a boy, aged 17, stole a 6-lb. canister 
of mustard-gas from an ammunition store. He opened 
the canister the same evening and poured the fluid into 
two mineral-water bottles. While doing so he splashed 
some of it on his hands and wiped most of it off with 
grass. He then placed the two bottles out of sight in 
a corner of the garden of his home. . 

Next morning his hands were sore and blistered, and 
there were blisters on his right knee and right great toe, 
but he did not associate them with the fluid he had been 
playing with the previous evening. During the day the 
blisters coalesced and were seen by his doctor, who 
prescribed sulphanilamide powder and calamine lotion. 
He, along with 18 other persons, was subsequently 
admitted to hospital and treated for burns. His case 
was not one of the more serious ones and therefore does 
not require special description. ; l 


SR CASE-RECORDS 

Cass 1.—Fatal burns. On the evening of April 30 at about 
6 pm the boy’s sister, aged 7, found one of the bottles contain- 
ing about 1} pints of liquid mustard-gas and loosened the 
stopper. She shook the bottle vigorously, spilling about 
+ pint, some of which splashed over her. She ran into the 
house, crying and complaining that her eyes were burning. 
Her father noted that she had some of the yellowish brown 
liquid on her hair and on the front of her dress, but he did 
not see any on her face. Her eyes were closed, and she 
complained that they were burning. Within 2-3 min. of 
the accident he bathed them with tap-water and later with 


- boracic lotion. Half an hour after the contamination her 


mother washed her hair with soap and water, rinsing it well, 
and removed her clothes. age 

At 8.30 that evening the child was taken to the casualty - 
department of the hospital, but the true nature of the condi- 
tion was not then recognised, there being only @ very slight 
erythema of the medial aspect of the right thigh. Her eyes 
appeared normal, and she was considered fit to go home, but 
that night she was restless and vomited 5 times. Next 
morning, blisters were seen on her right thigh and she was 
admitted to hospital at noon, 18 hr after the accident. She 
was then in a severely shocked condition. Her pulse-rate 
was 190, pulse of very poor volume, and temperature 95° F. 
Her regpirations were shallow, 34 per min., and blood-pressure 
100/70. She was restless and in semi-coma but was not 
aphonic. During the first 3 hr after admission she vomited 
once, there was well-marked cedema and pallor of the face, 
especially of the eyelids, and slight exudation at the lid 
margins, but no erythema. It was not possible to open the 
eyelids without causing great pain, but there was no lesion 
of the eyeballs. On the right cheek there was a blister ? in. 
in diameter, and round the lips were numerous small blebs. 
There were also 3 small blisters under the chin. On the dorsal 
aspects of both arms and hands were erythema and many ~ 
blisters of various sizes, but the palms of the ‘hands were 
unaffected. The blisters were of the solid type, containing 
fibrin clots. . | 

Three-quarters of an hour after admission nikethamide 
2 c.cm. was given by intramuscular injection with slight 
improvement. An hour after admission a blood examination 
showed : red cells 5,510,000 per c.mm., hemoglobin 102%, 
colour-index 0-9. For this reason no transfusion was given. ` 

Three hours after admission she was given morphine gr. } 
and atropine gr. 1/150, and $ hr later, under very light gas- 
and-oxygen anesthesia, the affected areas were cleaned with 
‘Cetavion,’ the blistered skin removed, and 2% sulphanila- 
mide cream applied. | 

The patient withstood the operation well. Her general 
condition when she left the operating-theatre showed no 
appreciable deterioration. At 6.30 pm on the same afternoon 
she was examined by Prof. J. A. Nixon, and at this time 
no signs of tracheitis, bronchitis, or bronchopneumonia were 
noted, although the facial oedema was increased and now 
pitted on pressure. 7 | 

‘At 2 am on the next day she had a dry cough and was 
rather restless. Aphonia seemed to be present at this time, 
As she had not passed urine since admission, a catheter was, 


ppe pe we ee 


` 


‘and there were large blisters over the knuckles. 
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passed and 8 oz. was withdrawn. It contained albumin. At- 
3.30 am morphine gr. $ was given, and she became less restless, ,ilamide cream applied. 


At 6 am the cough was still troublesome, but at 8 am it was 
more loose and productive. She then seemed slightly 


“ bubbly,” and there was some cyanosis. Signs of tracheitis, . 


bronchitis, and early pulmonary cdema were now present. 
Her temperature rose to 101° F and her pulse-rate to 200, 
the pulse being now of very poor volume. Continuous oxygen 
was administered, and nikethamide 2 c.cm. given. | 

At 10 am she passed into complete coma, and at 12.40 pm, 
424 hr after contamination, she died. ; 

Summary of autopsy report.—There was necrosis of the 
mucous membrane of the pharynx, larynx, and trachea. 
The affected surfaces were grey and sloughing, and a mem- 
branous cast similar in appearance to that of diphtheria ħad 
formed. Pus could be squeezed from the bronchi, and 


bronchopneumonia was found microscopically. There was- 
interstitial emphysema especially in the anterior parts of 
the lungs.. The tissues of the neck were cedematous, and the ` 


cervical lymph-glands were enlarged and soft. Most of the 
mucosa of the stomach had sloughed, and bloodstained fluid 
was present in the lumen. 

The burns of the skin were mainly superficial, but some 
were deep. Sections of the burns of the thigh showed that 


where blisters had developed, the separation was between the 


epidermis and the dermis.‘ Except for their mouths the hair 
follicles were intact. In the deeper burns the epidermis 
was missing and the superficial part of the dermis necrotic 
but the deeper parts of the hair follicles had survived. 

The eyes did not show any damage either grossly or micro- 
scopically. No changes were found in the liver, heart, or 
brain. Some of the convoluted tubules of the kidneys showed 
necrosis and a deposit of granular basophil material. The 
cervical lymph-glands showed acute inflammation and deple- 
tion of lymphoid tissue. — 

On May 1, the day on which the above case was 
admitted, seven other cases were brought to hospital, 
four being brothers and sisters of the above child, 
including the youth who first obtained the mustard-gas. 
On the 2nd six cases, on the 3rd four cases, and on the 
5th one last case was admitted. Some of the patients 
were children who had played in the contaminated 
garden ; others were affected by contact with those 
children or their clothes. One adult and one child were 
affected merely by walking in the lane outside the 
garden. The adult had a burn on the face, and the child 
one on the knee. In three others, one of whom had 


typical: severe burns on the abdomen and thighs, -no ' 


contact could be traced. 
Case 2.—Severe respiratory involvement with recovery. 
A boy, aged 9, who gave no history of contact with the 


mustard-gas but lived near the house of the previous patient, — 
felt sick and vomited on April 29. Next morning the back 


of his right hand was painful and red, and later in the day it 
blistered. On the morning of May 1 the skin of his abdomen 
and right side of his face was red and painful, and there were 
a few small blisters on his abdomen. He complained of slight 
loss of appetite and of a burning sensation in the affected 
areas. 

He was admitted to hospital on May 2 at 1.30 pm, about 
53 hr after the onset of the first signs. His general condition 
was fair, and he had no pain. His temperature was 98°F, 
pulse-rate 86, respiration 22, and blood-pressure 105/75. 


There was erythema of his whole face, especially on the 


right side, and a bilateral mild conjunctivitis. His whole 


anterior chest wall was erythematous, varying from bright 


red to dusky violet, and there were numerous small blisters. 
The right axilla and upper arm were also erythematous and 
showed a few small blisters. The skin of the whole abdominal 
wall was bluish'red, with many small blisters giving a crocodile- 
skin appearance, A few large blisters were present, the largest 
being in the left iliac fossa and measuring lẹ in. in diameter. 
This was of the solid type and later proved to be a deep burn, 
There were small blisters of the dorsum of the penis, with 
diffuse erythema of the scrotum, penis, and perineum and 
well-marked oedema of the prepuce. There was a deep burn 
of the dorsum of the right hand and webs of the a 

n the 


medial aspect of the left knee there was a small area of ery- 


thema, and a similar area on the right knee with some vesicula- 


tion. The burns were mainly superficial but some areas were 

deep. In all about 30% of the body surface was affected.. 
At’3.30 pat on the day of admission under light gas-and- 

oxygen anæsthesia the affected areas were cleaned with 


~ 
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- well by June 1. 


‘glycerin 10 g., and water 45 g. 


- 


[ocr. 20, 1945 497 


cetavlon. - The blistered skin was removed and 2% sulphan- 
Next day the child was ‘restless. 
Blood examination showed : red cells 4,750,000, hæmoglobin 
92%, colour-index 1:0; white cells 12,200, neutrophil poly- 
morphs 70%. There was no albuminuria. 

On May 4 the patient seemed slightly cyanotic ; erythema ` 
of the whole of the back was noted, with a blister 1 in. in 
diameter on the right buttock. Smaller ones later developed 
between the scapule. Similar treatment was applied to 
these. His pulse-rate rose to 122,and his temperature to; 
100° F. His respirations were 26 per min. A few rales were 
present in his chest, and he developed a loose cough. ‘Sulpha- 
mezathine tablets were given, 2 g. statim and 1 g. four-hourly 
for 72 hr. Next day the cough was still present. Oxygen 
was given. Radiography of the chest showed nothing 
abnormal. -On the 6th his general condition was much 
improved, but he still had a slight cough. On the 8th the 
improvement was maintained. Blood-count showed: red 
cells 4,240,000, hemoglobin 74%, white cells 13,000, neutrophil 
polymorphs 64%. nae . i 

_On May 10 the patient was much better, and the dressings . 
were removed for the first time on this, the 8th day. Some 
of the more superficially burnt areas were healed and showed 
a@ copper or brownish pigmentation. All other areas were 
clean, except one near the penis and perineum. A swab 
taken from this region showed coagulase-positive Staphy- 
lococcus aureus. 

Next day the patient was comfortable, but the penis 
remained cedematous, and slight exudation was present, a 
swab from which yielded coliform organisms, Staph. albus 
and Micrococcus tetragenus. On May 12 the hand sloughs 
were separating. On the 13th Staph. aureus was cultured 
from the exudate. By Mayl6, the 14th day after admission 
to hospital, all areas were healed except small scabs on the 
dorsum of the right hand and in the right iliac fossa and a 


. moist area 1 cm. in diameter on the dorsum of the penis. 


These healed within the next week. There was slight stiffness 
of the fingers of the right hand at first, but this rapidly 
improved with exercise, and the patient was completely 


The brownish pigmentation remained and was very notice- 
able in the right axilla and both groins: A gradual desquama- 
tion of the skin subsequently took place. The patient was 
discharged in the 7th week. 

In the other 17 cases the lesions were confined to 
the skin. In all of them there was a latent period of 
8-24 hr before the signs developed. Erythema first 
developed, ‘then blistering. The blisters, especially 


‘when large, were of the solid type. 


TREATMENT 


The cases in this series were first seen at stages varying 
from 18 hr to a few days after contact with mustard- 
gas; hence preventive treatment could not be carried - 
out. It was decided therefore to treat them as ordinary 
thermal burns. In the children light gas-and-oxygen 
angesthesia was employed for the initial cleansing of the 
skin, but in most of the adults no anszsthetic was used. . 
The cleansing was done as early and as thoroughly as- 
possible with swabs soaked in 1% cetavlon. The. 
blisters were opened with swabs, and the loose epithe- 
lium peeled off or removed with scissors. Cream 
containing either 2% or 10% sulphanilamide was then 
applied to the raw surfaces, the weaker cream being 
used where the burns were extensive: ‘ Lanette wax. 
SX’ 10 g., ol. ricini 25 g., sulphanilamide 2%:or 10%, 
Gauze or tulle-gras was 
used for dressing. The dressings were left on for 7-10. 
days to avoid cross-infection. When the first. dressing . 
was removed, most of the superficial burns were healed, | 
but the deeper ones usually required fresh dressings of- 
sulphanilamide cream, and this was continued at intervals 
of 5-6 days until healing took place. 

| COMMENT a 

In this series of cases the results of local treatment 
conformed with those which we‘have had with ordinary © 
thermal burns. The superficial burns were healed in- 
10 days and the other deeper burns, ‘none of which were 
very large, in 3-6 weeks. | oa, | 

iration of the blisters is advised by some authori- 
ties, but if blisters are numerous or solid this is obvi- 
ously impracticable, and it is then better to open them 
and remove the epithelium, so that the antiseptic treate | 
ment may be applied to the new surface. 
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The coppery pigmentation which usually follows the 


burns was well seen in nearly all the cases, but this — 


gradually disappeared with the desquamation of the 
superficial layers of the skin. | 
The patient who developed chest signs but recovered 
appeared to benefit from sulphamezathine. Since 
mustard-gas is toxic to the bone-marrow, objection may 
be raised to the too ready giving of sulphonamides, but 
the leucocyte-count in this case did not show any signs 
of toxic action. l 
-~ A point of some importance is that in the first case, 
where liquid mustard-gas was apparently splashed on the 
face, there was considerable œdema with only little 
vesication, and the eyes were not affected. This may 
well have been due to the eyes being washed with water 
immediately after exposure, supporting strongly the 
advice generally given to do this as first aid. 


| SUMMARY 

A boy stole a canister of mustard-gas and opened it. 

He and 18 other persons became contaminated with 
the poison. One died from burns of the respiratory tract ; 
immediate washing of the eyes may have prevented 
ocular damage in this patient. 

Most of the skin burns healed well after cleaning with 
cetavlon and applications of sulphanilamide cream. 

We wish to thank the members of the honorary surgical 
staff of the Cardiff Royal Infirmary for permission to publish 
these cases. 


Reviews of Books 


Pulmonary Tuberculosis in the Adult 


Max PINNER, MD, chief of the division of pulmonary 
diseases, Montefiore Hospital, New York; editor, 
American Review of Tuberculosis; clinical professor 
of medicine, College of Physicians and Surgeons, Columbia 
University, NewYork.(Charles C. Thomas. Pp.579. $7-50.) 


THE most exciting books are those which not only add 
to one’s fragmentary knowledge of a subject, but also 
give the fragments a twist so that they fall into a pattern 
which makes sense, where before was chaos. Our know- 
ledge of pulmonary tuberculosis is fragmentary ; the 
basic indisputable facts are few; their distortion by 
preconceived prejudices is procrustean. Dr. Max Pinner 
has set out to piece together basic facts and seasoned 
hypotheses into a pattern which is plausible and, in his 
own words, ‘‘ consistent within itself.’’ And he has 
succeeded. Where there are missing links in the pattern, 
he boldly draws attention to them. Where there are 
alternative solutions he displays them all,.weighs them 
up and puts forward his own personal choice. In his 
preface he makes the modest disclaimer—“. .. This 
book does not attempt to tell the student how to diagnose 
the disease nor how to treat it; [nor]... how to do 
this that or the other thing in the practical performance 
of the clinician’s (or the pathologist’s or the bacteri- 
ologist’s) duties.” This is true only in the narrowest 
sense, for nobody could possibly study this work without 
gaining a clearer conception of the disease he was com- 
bating; and a deepened understanding of the whys 
and wherefores must necessarily lead. to a more intelli- 
gent appreciation and better application of technical 
procedures. — ` : ae = | 

. Though there is a steadily developing chain of reason- 
_ ing throughout the work, it falls roughly into three 
sections. The first four chapters give a character- 
study of the tubercle bacillus, describe in detail the 
different tissue-reactions to infection and their patho- 
genic determinants, and lead to a logical digression on 
the problems of immunity and the rightful place of 


tuberculin. The next section deals with the initiation : 


of active disease in all its different manifestations (from 
primary complex to bronchial tuberculosis) and its 
clinical revelation by the exercise of diagnostic principles 
and laboratory procedures. Before embarking on 
discussion of surgical interference, Dr. Pinner has 


assembled a unique symposium on the physiological . 


rinciples of respiration, where all terms subsequently to 
be used are clearly defined; and this chapter leads 
naturally to a clear exposition of the principles of 
collapse therapy. Medical treatment comes late in the 
book and thus appears to receive less emphasis than the 
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ancillary measures. Stress is laid upon strict bed-rest— 
strict physical rest—but no indication is given of the 
importance of mental or emotional rest. This is really 
the only notable omission in the book and is all the more 
remarkable in these days of psychosomatic enlighten- 
ment, when it is generally realised how despotically the 
psychological ‘‘inner’”’ milieu can govern progress 
and prognosis. Constitutional, environmental, socio- 
economic factors, et al., in the war between tuberculosis 
and the community, however, are carefully assessed in 
the final chapter on epidemiological principles. 3 

At the end of each chapter there are the usual refer- 
ences to the relevant literature, but also after each 
reference is a comment, sometimes a sentence, some- 
times a précis and appraisal of the work in question, all 
of which serve their purpose as guide-posts to more — 
complete information. These miniature abstracts supply 
nearly a quarter of the bulk of the reading matter. 


The Tissues of the Body 


An Introduction to the Study of Anatomy. (2nd ed.) 
W. E. Le Gros CLARK, Frcs, FRS. (Oxford University 
Press. Pp. 388. 21s.) : 
THIS second edition is but a few pages longer than its 
predecessor ; yet a considerable amount. of new informa- 
tion, derived from recent research, has been skilfully 
woven into the text. Revision and rearrangement have 
been managed without altering the general layout of 
the text ; a few illustrations have been replaced by new 
ones, and there are some welcome additions. This 
stimulating account of body mechanisms, illuminated 
by sidelights from pathology, endocrinology, tissue- 
culture work, and other sources, may profitably be read 
by students of all generations. 


Opposing Aspects of Social and Political Thought 


F. PARKES WEBER, MD CAMB., FRCP ; W. HENRY. LEWIN. 
(H. K. Lewis. Pp. 34. 2s. 6d.) _ o 


Mr. Lewin has produced in booklet form a correspond- l 


-ence between Dr. Parkes Weber and himself in which 


their views on some problems of biology, ethics, and 
politics are exchanged. The lines of thought on which 
the opinions of the writers are evolved remind one forci- 
bly of Wiliam James’s antithesis between the ‘‘ tender- 
minded ” rationalist and the ‘‘ tough-minded ” empiricist. 
The data provided by biological and sociological observa- 
tion equip Mr. Lewin with positive views which point to 
clear-cut courses of action, on individualistic lines. Dr. 
Parkes Weber, while seldom disputing the major premise, 
is restrained by his ‘‘ gospel of doubt ” and for the most 
part emerges as the advocate of middle courses. As a dis- 
putation between two mature and penetrating thinkers the 
correspondence will provide stimulusand pleasure to many.. 


Clinical Aspects of Sepsis in Gunshot Wounds. 
Prof. A. V. MELNIKOV, colonel of Red Army Medical 
Services; translator, Dr. S. Yale. (Medical Publications. 

Pp. 176. 15s.) . | . 
FIERCE fighting, difficulties of transport, and appalling 
weather conditions made sepsis in gunshot wounds a far 
more serious problem in the armies of our allies on the 
Eastern front than it was in any of the campaigns in 
which the British armies were engaged. Professor 
Colonel Melnikov records his views and his experiences, 
basing his conclusions on 100 cases treated in the Kirov 


_ hospitals and a large number observed during his work 


as a surgeon with the Red Army Medical Service. He 
uses the. word “sepsis ” to indicate a grave systemic 
infection, rather than in the more general sense of inva- 


sion of tissues by pyogenic micro-organisms. The treat- 
ment of this serious group of cases has been by radical 


surgery, transfusion, and, in the case of limb injuries, 
immobilisation in plaster-of-paris. Sulphonamide 
therapy is dismissed briefly, and penicillin was not avail- 


able at the time when these observations were made. 


Of the 100 cases observed at Kirov 35 died. 

The difference in experience and outlook, the extreme 
degree to which classification is carried, and the use of 
familiar terms in an unfamiliar sense make this book 
difficult reading, but it is essential that all should study 
it who wish to gain an insight into the difficulties under — 
which the medical services of our Russian allies have 
been working, and the courageous way in which these 
difficulties have been tackled. | | 
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“ Finally there is one important observation that | would 
bring to your notice : Patients treated with cestrin, for 
_ whatever complaint, frequently volunteer the information 
that they experience a sense of well-being. All of us 
suffer only too frequently from the voluble and discon- 
tented menopausal patient, with all her aches and pains, 
and I have been gratified by the CHANGE OF MENTAL 
ATTITUDE which cestrin has afforded to some of the 
patients, converting them almost into cheerful kindly rays 
of sunshine.”—PROC. ROY. SOC. MED. Vol. XXIX. Page 1094 
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LONDON : SATURDAY, OOTOBER 20, 1945 
í 
Doctors. for Industry 


A COMMITTEE set up by the Association of Industrial 


| 


Medical Officers? holds that ‘‘no national health . 


service can be adequate that does not include, as an 
integral and properly coördinated part of the whole, 
an industrial health service,” and regrets that “ 

far, no plan of any kind for ‘the development of this 
service has been evolved by a responsible Government 
department.”’. But believing that national provision 
of an industrial health service cannot and should not 
be long deferred, it maintains that “adequate 


facilities for education and training of those doctors, 


nurses, and others who take part in it must be pro- 
vided at the earliest opportunity.” Thisis an opinion 
which is easy to share. Never at any time was 
there more opportunity or more reason for encourag- 
ing the deyelopment of the industrial health services. 
War-time experience in factories has proved not 
only their social but also their industrial value : it is 
generally recognised that they have aided efficiency, 


increased production, and reduced absence of workers , 


through minor illnesses and injuries. 

Hitherto the full development of such a service 
has been handicapped by lack of people trained, or 
available for training, in this specialised work. As 
demobilisation proceeds, many doctors, nurses, and 
orderlies seeking fresh employment may be attracted 


- to this new and important branch of medical practice, 


andit should not be difficult to recruit enough men and 
women to satisfy the full needs of the service, if only 
they can be offered proper training, and pleasant 
enough prospects thereafter. The committee leaves us 


in no doubt about the scope and variety of the 


work to be done in connexion with factories, mines, 
quarries, docks, shipbuilding yards, railways, shipping, 
the building industry, agriculture, and commerce— 
not to mention research and teaching. But when 
it turns to the provisions so far made for training in 
industrial medicine it finds them very far short of 
what ‘is needed: Recent developments, including 
the foundation of chairs or readerships in industrial 
health at Manchester, Durham, and Glasgow, are 
helpful, but it would like to see similar departments 
in the universities of London, Birmingham, and Liver- 
pool. Moreover, throughout the teaching of medical 
undergraduates, more should be said not only about 
the effect of occupation on illness but also about the 
economic repercussions of illness on the patient and 
his family. The student should learn to recognise 
that when he treats a patient, the “ treatment is not 
complete until he is again able to earn his living.” 
The committee demands that “ teachers of medicine 
and surgery should themselves understand something 
of the principles of industrial health.” It suggests, 
too, that the student should have ‘a course of at 
least six lectures on occupational medicine and spend 


1. The members were Dr. W. E. Chiesman (chairman), Dr. J. C. 
B ©, Dr. Donald Hunter, Dr. . Lane, Dr. T. A. 
Davies, Dr. T. Gwynne Maitland, Dr. D. C. Norris, Dr. C. L. 
Potts, Dr. R. S. F. Schilling, Dr. Donald Stewart, and Dr. 
K. M. As Perry (Secretary): 


CT -should be given by the Royal Colleges. 


at least three days within the factory when the normal 
work of the industrial medical. officer can be explained 
_ to him.” 

The main vocational training of those who geek a 
career in’ industrial medicine, will, however, not 
begin until after qualification : indeed, the committee 
does not want it to begin until the aspirant has had, 
after qualifying, ‘‘ at least.two years in which to 
gain clinical experience, both in house appointments 
and in general practice.” It will then be necessary 
“ to offer three distinct types of training: (i) for the 
man who is to devote his life to this type of work 
and who intends to become a consultant in it; (ii) 
for the man who intends to become an industrial 
medical - officer, whether part-time or whole-time ; 
and (iii) for special appointments (such as.those of 
the present examining surgeons and factory medical 
inspectors).’’ (The apparent implication in this grouping 
is that medical inspectors of factories are not to be 
classed as consultants; but the truth is that no other 


‘group of doctors has. had a wider experience of indus- 


trial affairs and none has a better claim to consultant 
rank.) From this the report goes on to differentiate 


between the type and length of training needed 


for these different groups. For our part we. could 
have wished that the committee had concentrated 
more on thesteps necessary to attract and train a much 


larger number of part-time and whole-time industrial 


doctors ; for these are the men and women needed 
now. Doubtless in their ranks suitable candidates . 
will later be found to train as consultants, teachers, 
research-workers, and medical inspectors of factories ; 
and admittedly, all these groups will have to have a 
longer and more specialised training than the ordinary 
works doctor. But would it not be better for them 
to have this special training after they have gained 
practical experience in industry, rather than make an 
academic decision to specialise while ‘still at hespital 
or university ? 7 

However this is decided,. the urgency lies in the 
training of the rank and file, and we are glad that 
the committee everywhere recognises the necessity 


of training for part-time as well as whole-time service. 


The part-time industrial doctor (usually spending the 
rest of his time in general practice) can play an 


important part; for much of the industry of this 


country is organised. in units which are too small or 


too scattered profitably to use or to share _ the 


services of a whole-time medical officer. In the 


proposed syllabus of training prominence is rightly 


given to the physiology and psychology of work, the 


‘principles of social and preventive medicine, and the 
-working environment, 
‘resettlement in industry. Naturally, occupational 
‘diseases have also to be studied, but they are not 
allowed to dominate the picture. If we are designing 


and to reablement and > 


a service that will bring health to industry, rather than 


‘one that will merely. treat industrial disease, this is 


the right approach. 
Finally, the committee discusses the advisability 


of offering diplomas in industrial health. Despite 


strong arguments which it draws from the experience 
of other specialties, it eventually decides that such 
a diploma is now a necessity, and “‘ recommends that 
if a Diploma in Industrial Health is instituted it 
It would not 
be in.the best interests of industrial medicine if 
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diplomas in the subject were instituted by separate 
universities or other bodies throughout the country.” 


This last eventuality, however, seems not unlikely. . 


As announced in our issue of Oct. 6, the Society of 
Apothecaries of London have already declared their 
intention of granting a special diploma, and other 
examining bodies may follow. In our view it is 
important to train as many doctors for industry as is 
feasible ; but the course of training of three (or at 
most six) months sufficing for this purpose would 
hardly justify the award of a special diploma. If the 
establishment of a diploma were to have the effect of 
‘excluding from industrial posts all those who did not 
possess it, a disservice would undoubtedly have been 
done to industry. For those who do seek academic 
recognition of special study and special experience 


in this branch of medicine, an alternative would ~ 


be to modify the course for the diploma in public 
health so that (after initial training in environmental 
and preventive medicine) the candidate could 
specialise in different groups of subjects, one of 
which might be industrial medicine. The new 
syllabus proposed in a report from the Society of 
Officers of Health (see p. 514) includes a basic course for 
doctors undertaking any form of public-health work. 


Normal Life of the Red Cell 


Because it is easily removed from its normal 
environment and easily replaced, more is known 
about the behaviour and chemistry of the blood than 
of any other tissue. But there is still much specu- 
lation about the individual red cell. Is each cell just 
a protoplasmic mass, an envelope for the carriage of 
hæmoglobin, or is it a tissue cell which by evolution 
has lost its nucleus but retains the biological property 
of having a more or less fixed life? On the former 
view one would expect that destruction would be 
indiscriminate ; on the latter that each cell would 
live its normal life-span, wear out, and be removed at 
a set time, which could be determined. 

Many attempts have been made to estimate the 
average life-span of the individual red cell through 
transfusion experiments. ASHBY ! in 1919 evolved a 
technique for identifying heterologous but compatible 
transfused cells in a recipient’s circulation—e.g., 
O blood in an A recipient. The principle of this 
method is to count the donor’s cells by using as a 
diluting fluid not Hayem’s or another routine diluent 
but a serum which will completely agglutinate the 
recipient’s own red cells, leaving the donor’s cells 
unagglutinated. By following the inagglutinable 
cell-count from the time of transfusion until it reaches 
the low level of the pretransfusion “ blank ”’ count, 
one can calculate the life of the donor’s red cells in the 
recipient’s circulation. ASHBY’s own early results 
‘were somewhat variable, but later modifications of 
the method have increased its accuracy. Using DACIE 
and MoLuison’s? modification, CALLENDER and her 
colleagues è in Wirts’s department at Oxford have 
confirmed the estimate of AsHBy and others‘ ë that 
the life of the red cell under these conditions is about 
120 days. Unlike most of the previous workers they 


1. Ashby, W. J. exp. Med. 1919, 29, 267. 
2. Dacie, J. V., Mollison, P. L. Lancet, 1943, i, 550. : 
3. Callender, S. T., Powell, E. O., Witts, L. J. J. Path. Bact. 1945, 
57, 129. 
4. Weiner, A. S. J. Amer. med. Ass. 1934, 102, 1779; Mollison, P. L., 
` Young, I. M. Quart. J. exp. Physiol. 1942, 31, 359. 
§. Brown ., Hayward, O., Powell, E. O., Witts, L. J. J. Path. 


: ,G.M 
Bact. 1944, 56, 81. 
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used normal subjects as the recipients. These subjects 
had been bled over the preceding few hours an amount 
of blood equal in red-cell content to that of the blood 
transfused, so that the recipient’s erythropoiesis was 
disturbed as little as possible. Their careful follow-up 
of the elimination of the donor cells showed that, 
apart from a slightly increased rate of destruction in 
some cases in the first few days, a fixed proportion of 
the blood was eliminated each day. From this it was 
possible to prove mathematically that each cell must 
live for a fixed time and then be destroyed. ‘It would 
have been preferable in these experiments' to have 
used absolutely fresh blood instead of blood stored up 
to six days ; otherwise the planning of the experiment 
was admirable. In almost all the previous investi- 
gations the subjects were suffering from some form of 
anzmia or other disease, or were normal persons 
under conditions of considerable physiological stress. 
When normal subjects have been used the methods 
of examination have often been open to grave 
criticisms. Oxford workers’ had previously shown 
by the Ashby method that in certain diseases and 
anzmias the destruction of transfused cells, while 
directly proportional to time, was more rapid than 
in the normal subject. On the other hand, in some 
hemolytic anemias the elimination curve was not 
linear but roughly exponential. The factors which 
produced curvature in the decay curve resided in the 
recipient and were probably related to his disease. 
Indiscriminate destruction of red cells, regardless of 
their age, would give an exponential decay curve. 
This indiscriminate process may be active in some 
hemolytic states. | 
It is sometimes possible to deduce the life-span of 
the red cell mathematically—for instance, from the 
time the red-cell count takes to reach its maximum 
when man is exposed to low. atmospheric pressure at 
high altitudes * or from the time it takes to return 
to its pretransfusion level after transfusion of large 
amounts of blood (as in cases of aplastic anzemia),’ 
or from the time it takes to reach the normal level 
again after a hemorrhage.® These deductions give 
a life-span of 14-35 days. But it is notable that the 
subjects of the experiment have grave disturbances of 
erythropoiesis either from disease or from physio- 
logical stress. ScHigpT,’ who summarises much of 
this work, also quotes the observations made on pig- 
ment excretion, from which it is possible to calculate 
the red-cell life. The average amounts of bilirubin 
excreted daily by patients with bile fistule can be 
assessed, and from these figures red-cell life has been 
estimated as from 15 days?’ to 40 days; but part of 
the bilirubin produced by red-cell destruction may 
be retained... Urobilinogen excretion has also been 
used as a basis for the calculation. Ifno urobilinogen 
were re-absorbed and used again, the life-span would 
be 100-200 days, but it is claimed that three-quarters 
of the total produced is re-absorbed.% WATSON 38 
severely criticises almost all the methods used for 
measuring the daily excretion of urobilinogen. He 
6. Escobar, R. A., Baldwin, F. M. Amer. J. Physiol. 1934, 107, 249. 
7. Isaacs, R. Physiol. Rer. 1937, 17, 291. 
8. Sta ar a J. med. Sci. 1937, 193, 313; Acta med. scand. ` 
9. Brugsch, T., Retzlaff, K. Z. erp. Path. Ther. 1912, 11, 508. 


10. Bingold, Folia hemat., Lpz. 1930, 42, 192 

11. ee O., McMaster, P. D., Rous, P. J. erp. Med. 1923, 

12. Eppinger, H., Charnas, D. Zeit. klin. Med. 1913, 78, 387. 

13. Watson, C. J. in Downey's Handbook of Hamatology, London, 
1938, Vol. IV, Arch. intern. Med. 1937, 59, 196. 
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doubts the validity of the assumption that hæmo- 
globin changes quantitatively into bilirubin, but 
taking 300 mg. as the most reliable estimate of the 
bilirubin in the 24-hourly bile * concludes that the 
daily wastage of hemoglobin is 0:8% and the life of 
the red cell 140-160 days. Thus from the same 
published figures the answer can be deduced as under 
50 or 150 days. | 

Results equally difficult to interpret are obtained 
by another method. It is possible to calculate the 
life-span of the red cell from that of the reticulocyte, 
if one knows the percentage of reticulocytes in the 
circulating red cells. Baar and Lioyp ™ hold that 
the reticulocyte’s maturation-time of 24 hours or 
more as previously determined is too long. Their. 
own results show a linear decrease in the reticulocyte- 
counts during the first 4 hours or so of incubation and 
then a progressive slowing of maturation. They 
attribute this retardation to necrobiotic changes in 
the cells, and calculate the maturation-time as 7 
hours by extending the linear part of the decay curve. 
The postulate of necrobiosis is, however, untenable. 
It was made because the cells showed an altered 
osmotic behaviour with hypotonic salines, a phenome- 


non which MAIZELS and PATERSON 1: have ‘shown does- 


not affect the viability of the cell. On the basis of a 
7-hour reticulocyte maturation-time BAAR and LLOYD 
deduce a 42-day life for the whole red cell, a figure 
which on the evidence is too low. They have 
attempted to confirm the 42-day life by another 
method.. They transfused normal blood to patients 
with acholuric jaundice and tried to follow the 
survival of the transfused blood by analysing the 
recipients’ Price-Jones curves into donor cells and 
recipient’s cells—a method bristling with assump- 
tions, one being that the donor’s cells maintain a 
pre-transfusion morphology in the recipient’s plasma 
until their elimination. Even if this and ‘other 
assumptions were tenable the recipients had gross 
abnormalities of erythropoiesis and erythroclasis ; so 
deduction of the normal life-span of the red cell 
from these data is impossible. 

Up to now, though the Ashby method they ° ‘use 
has not entirely escaped criticism, the results of the 
Oxford workers seem to give the nearest approach 
to a reliable answer to this problem. 


Future. of the Ministry. of F ööd 


In the war of 1914-18 a special Ministry was 
established to regulate the supply and consumption 
of food and encourage its production.” This Ministry 
came to an end in 1921, by which time it had no longer 
any useful function. Its chief service to the nation~ 
was its discovery of means of enlarging the bottlenecks 
through which food passes on its way from producer to 
consumer, and of controlling the price the consumer 
So essential. are these powers to a war-time 
economy that the Ministry was hastily resuscitated 
in 1939, and it has since fulfilled its functions in a way 
which has on the whole won general approval. The 
food resources of the country have been more equally 
distributed than ever before. 

H. Die .hepato-lienalen Erkrankungen. 


14. me Berlin, 
Adler, A. Z. ges. exp. Med. 1925, 46, 371. 
15. Baar, f. S., Lloyd, T. W. Arch. Dis. Childh. 1943, 18, 1; Ibid, 


16. Matels, M., Paterson, J. H. Lancet, 1940, ii, 417. 
17. Marrack, J. R. Food and Planning, London, 1942, 
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On each occasion the Ministry has been set up to: 
deal with a grave emergency ; and the question arises 
whether we are now to prolong its life indefinitely into 
an era which we hope may be peaceful. Should it 
become a permanency, or relegate its functions to 
other departments such as the Ministries of Health 
and Agriculture ? Le GROS CLARK,” who tabulates 
the “ weighty arguments ” in favour of permanency, 
also points out that they must be accepted with 
reserve. Much of the success of-war-time nutrition 
we owe, he says, to high employment and good wages 
rather than to the direct action of the Ministry of 
Food, and unless the Government pursues a policy 
of high employment and high wages in the years to 
come we cannot expect, a permanent Ministry of Food 
to be of much value. Also, when food is no longer 


scarce, will it be reasonable to preserve a Ministry 
which was called into being to mitigate the effects 


of shortage ? Unfortunately for this last objection, 
and for the public, there is no immediate prospect of 
abundance of food in Great Britain, and a world 
shortage for many years to come is inevitable. It is 
for these reasons that, though the Ministry of Food 
would doubtless benefit by reconstruction, its imme- 
diate liquidation would be a grave mistake, . If it 
disappeared, the production and distribution of food 
would presumably fall into the hands of a number. of 
marketing boards in which, judging by precedent, 
the producers and distributors would be represented, 
but not the consumers. One function of a recon- 
structed Ministry should be to represent the consumer 
on these boards. Another function, at least equally 
important, should. be to codperate with the main food-, 
producing ‘countries, whether of totalitarian or 
individualist economies, in regulating the flow of food 
into our markets. It is difficult, indeed, to see how 
the ideals of the Hot Springs conference can be 
realised in this country without a Ministry of Food; for 
the future production j and consumption of food cannot 
be left to the “ laws ” of old-fashioned economics.: _ 

To keep agriculture on its present footing—and a 
sound agriculture is a prime necessity for any country 
in the world—the Government will have to guarantee 
to farmers a fair price for their products. And if 
guaranteed prices and subsidies are to be the rule the 
Government may, as in war-time, have to take action 
against inefficiency in farming.. If the praduction 
of food is considered to this extent to be a concern of 
the State, so also may its distribution. Even assum- 
ing a policy of high employment and high wages, 
there. will still be:need of an authority which can 
control those blocks and diversions of food traffic 
which in former times have often been so costly to 
the consumer. Nowadays, moreover, we should deem 
our rulers negligent if they did not accumulate “ buffer 
stocks ’ —of wheat and sugar for example—to smooth 
out the fluctuations due to gluts and shortages.. For 
some time to come, in fact, a bold policy of food 
control will still be required ; which fits in with the 
Homer SECRETARY’S assurance in last week’s debate 
that ‘‘ while shortages last and economic difficulties . 
confront us the utmost efforts will be made by the 
Government to ensure that fair dealing as between 
one citizen and another shall still be secured by the 
State.” 


18. Le Gros Clark, F. Food Controls of me Future. 


Food Manu- 
facture 1945, ’20, 123, 161, 210. u 


502 THE LANOET] 


NUTRITION IN ITALY 


[ocr. 20, 1945 


a a ar 


` Annotations | 


BENEVOLENCE AT CHRISTMAS 

SOME people can wish others well, and act upon it, all 
the year round; but many of us find this Cheeryble 
standard of benevolence out of our class. We all have 
our benevolent moments, however, and it is a good thing 
for usif one of these happens to coincide with the annual 
Christmas appeal of the Royal Medical Benevolent 
Fund ; for then we have the satisfaction of knowing that 
our kindly impulses will be directed to good purpose. 
The appeal published in another column this week from 
the new president of the Fund, Sir Arnold Lawson, is one 
that must impress us all. l 

In an annual review of the Fund’s work, Sir Arnold 
notes the rise in investments from £109,428 in 1927 to 
£307,248 in 1944, with a comparable rise in income. 


Distribution has gone up from £11,916 in 1927 to £25,284- 


‘in 1944. Nowadays the administrators of the Fund 
set themselves a higher standard of relief than used to be 
possible : they plan to give every case a minimum allow- 
ance of 30s. a week after the rent has been paid. Those 
who need special care and attention have been helped to 
meet the expenses of nursing-homes, and there is a project 
under consideration to provide a home or homes for old 
people who need residential care. Medical students have 
responded well to an appeal for support, and old sub- 
scribers have remained loyal. Letters from recipients of 
Christmas grants show as usual how imaginative it was 
to establish a custom which brings so much pleasure and 
ease to doctors and their kin who have fallen on evil days. 


THE REGISTERED DISABLED 


SINCE the end of September the Ministry of Labour has 
been compiling the voluntary national register of dis- 
abled persons. The final numbers on the register are 
expected to be in the neighbourhood of 2 million, with a 
wage-bill amounting to £300 million a year. These 
figures were quoted by Lord Rushcliffe, presiding at a 
conference on health and work arranged by the British 
Council for Rehabilitation on Oct. 10. 

It is believed that most of'‘the disabled on the register 
will be able to take jabs on equal terms with the fit ; 
and, to make this possible, services are being provided 
under the Act to give these disabled men and women 
whatever physical or mental treatment or vocational 
training they need to fit them for work. Employers of 
20 or more workers will be under a statutory obligation 
to fill vacancies with people on the register until they 
have reached the quota prescribed for their industry. To 
reable these people thoroughly, doctors in charge of their 
treatment may need to keep an eye on them until they 
are settled in industry ; and the industry should keep in 
touch with those who get injured until they are fit to 


return to work. To help the Ministry of Labour, and 


to foster this joint interest, employers, workers, and 
doctors have been brought together on the National 
Advisory Council, under the chairmanship of Lord Ridley. 
Local advisory committees on disablement, with panels 
of experts to advise them, have also been set up in some 
270 places ; and these will keep in touch with local 
industries, employment exchanges, hospitals, welfare 
organisations, and voluntary bodies. The local advisory 
committees are in touch with the Ministry through the 
disablement rehabilitation officer (DRO), whose task it 
is to shepherd the disabled man from the hospital back 
to the workshops. PEP has criticised the present DROs,} 
` but it is likely that, when there are more candidates, 
the type of man chosen will be better suited to the job. 

It will be a skilled task to place each disabled worker in 
the right work; but, as a correspondent of the Times 
points out,? the difficulties will be lightened by the use 
of a new form drawn up by the Ministry of Labour with 


l. See Lancet, Sept. 15, p. 343. ` 2. Times, Oct. 10, p. 5. 


the help of experts from the Ministry of Health : and’ 
Pensions. This provides a means of analysing physical 
function in such a way that it can be interpreted in terms 
of working capacity.. The questions can be answered 
with a “‘ yes ” or a “no” by the examining doctor : for 
example, can the man lift a weight of 20—56 1b., can he 
climb a ladder, can he work in extremes of hot and cold ? 
Industry, the Times writer says, must now produce a 
counterpart form, showing what demands different jobs 
make on the worker. 


NUTRITION IN ITALY 


‘A RELATIVELY rapid method of assessing the nutrition 
of the inhabitants of a region must prove valuable in 
the coming months. An UNRRA team, working in Italy 
under Dr. A. J. McQueeney and Dr. J. Metcoff, has 
shown that a fair estimate can be based on the exam- 
ination of children and of pregnant and nursing women, 
since these are the people who sufier first and worst from 
food shortage. Speaking at UNRRa’s London headquarters 
on Oct. 9, Dr. Metcoff said that the team carried out 34 
nutritional surveys, samples being drawn from among 
the poorest members of the population; the results 
therefore reflect not the average Italian nutrition, but 
nutrition at the lowest level. Some 2500 children, and 
600 pregnant or nursing mothers were examined in 
districts in and near Rome, eastward to Ravenna and 
Milan and southward as far as Pontecorvo. The data 
from all these places showed that the nutrition of the 
children, judged by height and weight, fell roughly 
within the lower limits of the normal range for American 
children. Some form of nutritional deficiency was evi- 
dent in 31% of them, and in 90% of these the deficiency 
disease was rickets. The remaining 10% mostly had 
riboflavine and vitamin-A deficiencies. Anæmia and 
gross malnutrition accounted for only 1-2%; indeed 
there were only 17 grossly malnourished infants in the 
whole survey, and these were all in institutions—either 
hospitals or orphanages. No evidence was found of 
either vitamin-B, deficiency or pellagra. Of the preg- 
nant and nursing women 3:5% had classical nutritional 
deficiencies, mainly of riboflavine and vitamin A. There 
were only 4 cases of anæmia among them. ’ 

The team, besides assessing the degree and extent 
of malnutrition as evidenced by clinical examination, 
and providing information for the use of UNRRA, was 
able to encourage Italian interest in the organisation of 
surveys and the treatment of malnutrition. A technical 
subcommittee which included the leading medical 
specialists was formed by the Italian government, and 
this body drafted a pamphlet on malnutrition which was 
sent to 20,000 doctors. The pamphlet set out basic 
criteria for the diagnosis of malnutrition, and was accom- 
panied by record cards on which detailed findings could 
be recorded. A notifying system, based on these records, 
has also been established, so that malnutrition is now . 
in effect notifiable in Italy. The criteria were proposed 
by the Italian subcommittee, and Metcoff thought it 
possible that in some respects they would not be fully 
acceptable to American or British physicians. They 
included, for children, famine cedema, signs of pellagra, 
purpura, signs of rickets or scurvy, craniotabes, night- 
blindness, keratomalacia, cheilosis, rhagades, spongy or 
bleeding gums, a red shiny tongue, or an atrophic © 
tongue indented by the teeth, and any evidences of 
neuritis or beriberi. In the pregnant or nursing women 
the examiner is required to note the presence of famine 
odema, hypertrophied or bleeding gums, night-blindness, 
neuritis, and signs of endocrine imbalance and of tuber- 
culosis, malaria, or syphilis. Tuberculosis is on the 
increase, but this can be ascribed in part to factors other 
than malnutrition—to overcrowding, the bréakdown | 
of sanitation, the closing of sanatoriums, and the dis- 
semination of infectious patients. Rickets has always 
been common in Italy and there seems to be no evidence 
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that it has suddenly increased. The Italian subcom- 
mittee has arranged, at five universities, refresher courses 
in pediatrics for Italian doctors ; and the Rome courses 
have already begun. They last a fortnight and include 
38 hours spent at lectures, and about an equal period 
spent in watching practical demonstrations and in visits. 
Many Italian doctors have been out of touch with 
medical advances for some years; they have proved 
extremely keen and gave much support and help to the 
American team. 


ANILINE POISONING FROM MARKING-INK 


NEARLY 60 years ago a curious outbreak of cyanosis 
among babies in London was traced to absorption of 
aniline from the marking-ink used to mark their 
napkins. The danger of using such napkins before 
they have been boiled or otherwise laundered seems to 
have been forgotten, because Graubarth and his col- 


leagues of New Orleans t now report 17 cases of poisoning - 


from this cause with 4 deaths, and they have collected 
nearly 40:reported instances of similar trouble. Of 
32 babies in the nursery at Touro Infirmary, 17 un- 
expectedly and gradually became cyanotic, with rapid 
and in some cases difficult breathing. All of those 
affected were wearing unwashed napkins stamped with 
an aniline dye, whereas the remaining 15 were wearing 
old napkins. War-time shortage, both of napkins and 
of staff, is blamed for the mishap, although it might, 
out of ignorance, happen anywhere. Other clinical 
manifestations included irritability, jaundice, loose 
stools, vomiting, hematuria, and in one instance an 
enlarged spleen. Of those who survived none showed 
any evidence of cerebral damage and there was no 
report of any refractory anemia. Of the 4 deaths, 3 
were in. premature babies. Differential diagnosis is 
concerned with other possible causes of cyanosis— 
congenital heart disease, enlarged thymus gland, pneu- 
monia (especially that associated with the aspiration of 
foreign material), intracranial hemorrhage, inhalation 
of coal-gas, various drugs, and disinfectants; all these 
were eliminated, and Graubarth made the diagnosis on 
the basis of a similar experience in Cincinnati in 1929. 


Treatment. included the administration of methylene 


blue, gr. 4 with each feed for 2 days, and the use of 
oxygen with 5% of carbon dioxide. Blood-transfusions 
were given to 9 infants. Neither oxygen nor méthylene 
blue had any obvious effect. Apart from the removal 
of the source of poisoning, transfusion of blood or red 
cells suspended in saline seems the most logical treat- 
ment. -The conclusion to be drawn from this accident 
is that all newly marked clothes must be laundered 
before being worn by babies, or indeed by anybody. 


EVOLUTION OF ANTIBIOTICS - 


In hjs Lister lecture to the Royal College of Surgeons: 


on Oct. 11, Sir Howard Florey, FRS, reviewed the history 
of the use of micro-organisms for therapeutic purposes 
from Pasteur to penicillin. He recalled that the term 
“ antibiotic ’? was introduced by Vuillemin in 1889 to 
indicate an organism which- was not a parasite but was 
strictly antagonistic towards the life of another organism, 
as a lion or a snake is antibiotic towards its prey. 
Pasteur and Joubert in 1877 were the first to describe 
antibiosis affecting a pathogenic micro-organism, when 
they showed that the rapid growth of the apthrax 
bacillus in urine can be stopped by addition of some 
common aerobic bacteria. By adding such bacteria to a 
suspension of anthrax bacilli they made it harmless when 
injected into animals, and “these facts,” they said, 
“ perhaps justify the highest hopes for therapeutics.” 
In 1885 Babés studied the mutual antagonism of different 


kinds of bacteria, which he recognised might be due to. 


definite chemical inhibitors, and he suggested that one 


1. Graubarth, J., Bloom, C. J., Coloman, F. C., Soloman, H. N. 
Amer. med. Ass, 1945, 128, 3155. . hanes 
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_ the active substance he called “‘ penicillin.” 
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kind might be used to cure an infection caused by 
another kind. Cantani, in the same year, in the treat- 
ment of tuberculosis, explored the idea of replacing one 

organism by another less harmful. In 1887 Garré 
demonstrated on agar plates antagonism such as that 
between Pseudomonas fluorescens and Staph. aureus and 
proved that it was not due merely to rapid growth of one 
organism at the expense of the other, but to a substance 
elaborated by one of the organisms and killing the other. 
His technique and that of Doehle, said Sir Howard, 
“differ little, if at all, from those employed by some 
workers at the present day.” After discussing the 
attempted use. of certain infections (such as erysipelas) 
to produee immunity against others more chronic (such 
as lupus) he described how in 1898 two Russians, Honl 
and Bukovsky, treated infected ulcers with “proteins ”. 
from cultures of Ps. pyocyanea. In the following year, 
Emmerich and Löw introduced the first antibac- 
terial extract into medicine—namely ‘‘ pyocyanase,”’ 
prepared from cultures of the same organism. This was 
undoubtedly bactericidal and was given for many 
different diseases and by many routes, even intrathecally. 
“ It can be said with some truth that there is little 
that has been done with penicillin which was not 
attempted with the earlier antibiotic, so far as the means 
then available allowed.” In 1898 Gosio produced a 
crystalline antibiotic, mycophenolic acid, from a mould. 
_ After recalling further work on related lines by Lode, 
Frost, and Nicolle; Vandremer’s use of aspergillus extracts 
against the tubercle bacillus both experimentally and 
clinically ; and various forms of ‘‘replacement therapy,” 
including Metchnikoff’s advocacy of colonising the bowel 
with B. acidophilus, the lecturer reached the 1920’s, when 
some new ideas and procedures were introduced. Experi- 
menters turned their attention to yeasts, actinomycetes, 
streptothrices, and spore-forming organisms, and Dubos 
produced his tyrothricin. Various antagonistic con- 
taminants were noticed in cultures before 1929 when 
Fleming found that a contaminated mould had lysed a 
culture of staphylococcus, and obtained from the mould 
Yet another 
decade was to pass before penicillin was put on a practical 
basis in 1940 by the.observations of the Oxford team, and 
only after 70 years of experiment on antibiotics did 
medicine find itself: possessed of ‘‘ an antiseptic beyond 
the dreams of Lister.” 


Sir JOHN ORR, MD, FRS, MP, is accompanying the British, 
delegation to the United Nations Congress on Food and 
Agriculture in an advisory capacity. 3 -_ 
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. . . Every successive war has narrowed the margin of 
safety by which the species itself survives in the midst of the 
powers of destruction it has devised. It is the aim of every 
belligerent during the war to break down not merely the 
material supports of the enemy’s fighting power but the very 
cohesion of the society they sustain. Experience all over 
Europe today shows that when hostilities end the forces of 
anarchy set in motion by war do not automatically cease to 
operate. The engines of victorious power, which have been 
hitherto used to destroy, have to be reversed and used con- 
structively to re-establish society and government among the 
defeated. But with every war there is more leeway to make 
up, more effort required to overcome the disruptive tendencies, 
before reconstruction proper can begin. In their striving for 
victory the allies created in Germany such devastation and 
destruction of the foundations of society as industrial Europe 
has never known. The proportion of their available strength 
that they must now devote to the mere cancelling out of what 
they themselves have done is perilously high. The danger is 
that there may ultimately be a war after which the continuing 
momentum of decay is too great to be balanced even by the 
entire strength of the victors—that is, that the progress 
towards a final collapse of civilisation will go on even after 
formal war has ceased. The menace of the atomic bomb is 
that this point would almost certainly be reached if war should 


‘ever again break out between the great Powers.”—From a 


leading article in THE Fmes, Oct. 9, p. 5. `. 
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Reconstruction 


HOSPITALS | 
MORE SURVEYS OF REGIONS 


None too soon, though not too late, we are receiving 
the reports that should form the basis of future hospital 
services. The first of the dozen area surveys undertaken 
by the Ministry of Health, or on its behalf by the Nuffield 
Provincial Hospitals Trust, described the state of affairs 
in London and the surrounding area.! This has since 
been supplemented by an independent report from the 
voluntary hospitals?; so the data for London and its 
“ hospital drainage area ” are now reasonably complete. 
Four other regional reports are reviewed below, and the 
pattern of thought of the surveyors is thus becoming 
apparent. 

These reports are not final ; they represent the views 
of those who compiled them, not of the Ministry. Hence 
' there is much diversity in the plans proposed for each 
area—a diversity greater than can be explained merely by 
reference to geographical or sociological considerations. 
This has at least the merit of enabling those who have the 
making of the final plans to test all and hold fast to that 
which is good. But the varying nomenclatures adopted 
certainly do not simplify comparisons. / 

- The London surveyors have rejected the conception 
of the key hospital, preferring a series of main or district 
hospitals, each with about 800 beds, serving a population 
of something between 100,000 and 200,000. The volun- 
tary hospitals’ report, on the other hand, is prepared to 
see the continuance of the general hospitals of 150-250 
beds, staffed by part-time specialists, while developing 
1000-bed key hospital teaching centres. There is little 
doubt that the solution offered by the Ministry’s sur- 
veyors is more likely to provide the higher quality of 
service for the hospital sick. . 7 

The proposals for South Wales follow closely those for 
London. District hospitals are called area hospitals ; 
but, with this modification, the suggestions are inter- 
changeable. The Eastern area report reverts to the key 
hospital, with three main provincial hospitals (similar to 
area hospitals in size and function), and a number of 
county general hospitals of 100 or more beds. The 
Berks, Bucks, and Oxfordshire report adds further to the 
complications by supplementing area hospitals with 
hospital centres. Northern Ireland reverts to key 
hospitals, plus area hospitals, here termed provincial 
hospitals. 7 } l 

All reports condemn the cottage hospital as it stands 
today, but propose to incorporate it in future schemes 
as a centre for the minor sick; the normal maternity case, 
and the emergency. At the same time, it must be linked 
with amajor hospital, and must have a visiting consultant 
staff to reinforce its general practitioners where necessary. 

` On fever hospitals, there is all but unanimity against 
the small isolated unit and in favour of the special block 
at a larger hospital. The exception is provided by the 
Eastern area report, whose authors still consider that the 
prime function of the fever hospital is isolation and the 
protection of the community. __ | 

General recognition is given to the need for increased 
accommodation for institutional midwifery, though 
whether this should be at cottage hospitals or the larger 
area hospitals is disputed. l 

In all the areas surveyed there is a deficiency of almost 
all types of bed ; but matters are worst in South Wales 
and Northėèrn Ireland. New hospitals. must have a high 
priority in our building plans, and the coming of a 
National Health Service which aims at providing the best 
for all must usher in a period of hospital building as 
vigorous as, and we may hope more æsthetically satisfy- 
ing than, the late Victorian era. | 


' `]. See Lancet, 1945, i, 600. ; 
2. Ibid, Sept. 15, pp. 342 and 345 3; Sept. 22, p. 377. 
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South Wales and Monmouthshire 


The second of the Ministry’s surveys, prepared for 
the Welsh Board of Health, covers South Wales and 
Monmouthshire.’ Its authors were appointed by the 
Ministry, not by the Nuffeld Provincial Hospitals Trust, 
and it is therefore ‘more in line with the hospital survey 
of London and the surrounding area than with the next 
two surveys (both the work of Nuffield sùrveyors). 

The South Wales area is exceptionally interesting 


from the point of view of hospital planning. It is roughly 


triangular, with its apex to the north and its 90-mile base 
formed by the South Wales coastline. The population, 
just short of 2 million in 1938, is concentrated in the 
south-east corner : more than 80% live in Glamorgan and 
Monmouthshire. As a result, hospital planning has to 
meet the needs of communities ranging from crowded — 
Swansea and Cardiff to sparsely populated mountain and 
agricultural areas. A further peculiarity is the presence 
of the mining valleys, each a one-industry community 
with a strong and lively local patriotism, often showing 


-itself in a miners’ hospital provided and controlled by its 


users. The units of local government are smaller than - 
in most parts of England ; of 17 boroughs, 7 have a 
population of less than 5000, while of 48 urban districts 
17 have populations of less than 2000. 

Not only is the area inherently interesting, but the 
observations of the surveyors are acute. They point 
out, for example, that the relatively satisfactory operat- 
ing-theatres and radiological departments in most 
hospitals are associated with the popular appeal which 
these two specialties have for the general public, whereas 
other less spectacular special needs are neglected. There 
is almost no aspect of hospital organisation—from record- 
keeping to psychiatric departments—on which they have 
not something useful to say. And their approach to the 
problem of hospital size, based on the necessity for 
segregation of special types of case into units of 
adequate size, has more than local value. | Be 

Three main types of hospital are proposed. Smal 
local or general-practitioner hospitals.should cope with 
medical cases not requiring detailed investigation, normal 
maternity cases, some of the chronic sick, and some forms 
of infectious disease. Area hospitals should be the main- 
stay of the service, staffed by specialists but also provid- 
ing local hospital services for the immediate vicinity. 
Certain area hospitals would provide individual highly 
specialised units and.would be termed group hospitals. 
Thus the-proposals are virtually identical with those 
made in the London survey. A careful examination of 
the degree of segregation necessary for. efficient work 
leads the surveyors to the conclusion that 500 beds is 
the best size for an area hospital. In one or two cases, 
however, they have been forced to recommend much 
smaller area hospitals. 

' Sparsely inhabited rural areas present a special prob- 

lem. The linkage between cottage and area hospitals 
must be even closer here than elsewhere ; not only must 
some major emergency surgery be done locally (thus 
necessitating an overlapping surgical specialist service) 
but nursing staffs should be linked, so that physical 
isolation may be overcome by an interchange of staff. 

South Wales shows the usual multiplicity of hospital- 
owning authorities, added to which its bed shortage is 
worse than elsewhere, while the proportion of obsolete 
accommodation is high. In 1938 there were 7945 beds, 
for purposes other than tuberculosis ; the surveyors esti- 
mate that at least another 7000 are needed. Maternity 
beds need to be increased from 340 to 980. ‘But, in 
addition, no fewer than 4089 beds are in hospitals or parts 
of hospitals which are quite unfit for use. Thus, in all, 
South Wales needs something over 11,000 new hospital 
beds. If this huge addition is to be made, detailed 
planning of the new hospitals becomes an urgent neces- 
sity, so that maximum utility is achieved. Such a plan 
is presented in the report. | | 

‘ South Wales is divided into 16 hospital areas, each 
determined by geographical and socio-economic factors. 
Their neéds are summarised in the following table. 

It is clear that South Wales is a distressed area so far 

as hospital accommodation is concerned. Yet hospitals 


3. Hospital Services of South Wales and Monmouthshire. By 
A. Trevor Jones, MD, MRCP, DPH, Prof. J. A. Nixon, OMG, MD, 
FROP, and Prof. R. M. F. Picken, MB, B 80, DPE. Welsh Board 


of Health, 1945. HM Stationery Office. . Pp. 120. 58. 
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g = group hospitals. 


require not merely wards and beds but also specialist 
medical and nursing staff. It looks as though South 
Wales is going to need two or even three five-year plans 
to put things right. 


The Eastern Area 


The survey of the Eastern area * is less comprehen- 
sive. . Furthermore, its authors (working for the Nuf- 
field Trust) have adopted different and generally less 
rigorous criteria, and give less space to problems of 
communication and administration. — 

The area covered includes Cambridge, Suffolk, Norfolk, 
the Isle of Ely, the Soke of Peterborough; and Huntingdon 
county, and its population is 1} million. There are no 
great urban centres, and the administrative authorities 
are too many and too small. As a result, specialist 
services are poorly developed : for example, in the whole 
area, there are only four psychiatric beds, and only two 
hospitals with a psychiatrist on the staff ! | i 

Instead of the three types of hospital generally 
favoured, four types are proposed : 


1. A key hospital for the whole region. 

2. Three principal hospitals in the three main geographical 
divisions. 

3. A number of county general hospitals of 100 or more beds, 
each affiliated to a principal hospital. 

4. Local hospitals‘ of under 100 beds, staffed by general 
practitioners, but with visiting consultants. 


These proposals are open to a number of familiar 
criticisms. To provide 3:5 acute beds per 1000 of 
population, an additional 1150 beds would be needed in 
the region as a whole. The radium and X-ray therapy 
facilities of the area are poor, and urgent temporary 
action seems to be called for. The surveyors hope that 
an adequate home midwifery service will encourage 
mothers to prefer domiciliary midwifery. Certainly, the 
existing maternity accommodation is quite insufficient. 
Of the treatment of infectious diseases the authors say : 
“ The idea, prevalent in some quarters, that every isola- 
tion hospital should be large enough to have a resident 
medical officer, its own laboratory, &c., is contrary to 
experience.” They favour the continuance of small 
isolation hospitals, but with some staff linkage. All this 
is disappointing, especially when we find 28 beds each 
recommended for Peterborough and Hunts. The survey, 
however, shows up the black spots and brings together 
the data needed for a comprehensive plan for the 
Eastern area. | 


Berks, Bucks, and Oxfordshire 


The next survey * is another of those sponsored by the 
Nuffield Trust, and is again less rigorous than those of 
surveyors appointed by the Ministry. It takes full 
account, however, of geographical features, transport, 
and the natural flow of patients, and is well illustrated 


4. Hospital Services of the Eastern Area. By Sir William Savage, 
MD, DPR, Sir Claude Frankau, CBE, DSO, MS, FRCS, and Sir Basil 
laa ry ea al of Health, 1945. HM Stationery Office. 
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5. Hospital Services of Berkshire, Buckinghamshire, and Oxford- 
8 By Mr. E. C. Bevers, FRCS, Prof. G. E. Gask, oma, 
D80, FRCS, and Prof. R. H. Parry, MD, FROP, DPH. Ministry 
of Health, 1945. HM Stationery Office. Pp. 92. 58. 
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with maps. Furthermore, valuable , subcommittee 
reports on the various specialist services are included. 
The region has two main centres (Oxford and Reading), 
and two subsidiary centres (Aylesbury and the Windsor- 
Slough conurbation). Its population is increasing 
rapidly and in 1938 was just over 850,000. Of its 75 
hospitals, 41 have less than 50 beds. The only two 


_ hospitals with over 300 beds are at Reading and Oxford. 


The pathological and orthopeedic services of the area are 
comparatively well organised, both on a regional basis, 


- with Oxford and Reading as the two main centres. 


The deficiency of beds is estimated at just under 3000, 
the present number being 5711, and there is a corre- 
sponding deficiency of medical personnel of consultant 
and specialist status. l 

The most interesting proposal of the report is the 
recommendation that cottage hospitals should develo 
into health centres. This cuts across the oft-expresse 
view that beds should not be available at health centres ; 
but it makes use of the fact that many cottage hospitals 
are already foci of the health services in their districts. 
Furthermore they propose to embody a main general- 
practitioner health centre with the outpatient depart- 
ment of each main hospital. This- would certainly have 
an advantage in teaching hospitals, but whether it would 
be really helpful elsewhere is less certain. 

Comparisons between the different surveys are 
rendered difficult as a result of the varying terminologies 
adopted.. In the present report, four types of hospital 
are suggested : 

1. The teaching hospital (Oxford). 
2. The area hospital (Reading, Slough-Windsor, and Ayles- 


bury). 
3. The hospital centre (Banbury, Newbury, High Wycombe, 
and Maidenhead). | 
4. The rural health centre (with under 50 beds, at some 22 
points in the region). . 
It is perhaps a pity that the Ministry of Health did no 
suggest a uniform terminology to the surveyors, before 
they started their tasks. = % | 


_ Northern Ireland 


The hospitals of Northern Ireland have been surveyed 
for the Nuffield Trust, and are described in a report 
to the Northern Ireland Regional Hospitals Council.’ 
The population of Northern Ireland is about 1,280,000, 
with the main concentration at Belfast (468,000) ; in the 
rest of the province, Londonderry alone has more than 
50,000 inhabitants.. Thus the problem is primarily one 
of serving an agricultural community ; but, thanks to the 
existence of good motor roads, no village is more than 
three hours’ journey from Belfast. — 

Once more, multiplicity of authorities presents a major 
problem. In 1938 there were no fewer than 170 medical 
officers of health for a population of 1} million. As in 
England, voluntary and municipal hospitals function 
alongside one another. ; 

The general scheme proposed is for a key hospital unit 
located at Belfast, with medical school attached, and for 
8 “provincial” hospitals each of about 500 beds at nodal 
points, staffed by specialists, and each serving a popula- 
tion of about 100,000. In. addition, there should be cot- 


tage hospitals staffed by general practitioners and linked 


with their appropriate provincial hospitals, using visiting 


consultants when necessary. 
In 1912, only 882 out of 10,884 births in Belfast took 


‘place in hospital ; in 1937, the corresponding number was 


2958 out of 9151. The provin, as a whole, the surveyors 
state, lags far behind what isrequired. Maternity blocks - 


should be provided at all provincial hospitals, with their 


obstetric specialists available for cottage hospitals and 
domiciliary work in case of need. Midwifery should be 


_ substituted for. the treatment of serious illness in cottage 


hospitals. | 
Northern Ireland has a distressingly high. tuberculosis 
death-rate : in 1937 it was 98 per 100,000, compared with 


‘70 for England and 74 for Scotland. More than half the 
deaths take place in patients’ homes, and at least 500 
‘more sanatorium beds are needed if provision is to be 


brought up to the level of England. 


6, Survey of the Hospital Services of Northern Ireland. By 


Stanley Barnes, MD, D 80, LL D, FRCP, Lieut.-General Sir 
-William MacArthur, KCB, MD, D RO, FRCP, and Duncan G. Leys, 
MD, FRCP. Nuffield Provincial Hospitals Trust. Pp.88. Unpriced. 
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A suggestion is made for the establishment at rural 
cottage hospitals of polyclinics. Here should be housed 
the ante- and post-natal clinic, tuberculosis clinic, the 
midwife and district nurse, and a casualty department 
with a small theatre, as well as rooms for general medical 
and surgical outpatient work. In smaller villages, 
polyclinics without beds should be set up. 

A Belfast hospital centre is proposed, to be developed 
on the basis of the Royal Victoria, Royal Maternity, and 
Sick Children’s Hospitals. Here a 23-acre site offers 


ideal accommodation for dental, eye, ear, nose and throat, - 


and orthopeedic hospitals. 

The administration proposed is based on regional 
advisory councils, with the retention of voluntary and 
municipal control of individual hospitals. In a reserva- 
tion, Dr. Duncan Leys opposes the perpetuation of two 
separate organisations, particularly in Belfast. He is 
considerably more critical than.is the main report. 
** The services in Northern Ireland,” he says, ‘‘ lag so far 
behind other regions, which are themselves considered 
to have great deficiencies, that there is all the more reason 
why our recommendations should be radical.” If 
Northern Ireland can ‘‘ afford ” less than other areas, 
then her resources must be supplemented from Imperial 
funds. Dr. Leys is also critical of the staffing proposals 
made for provincial hospitals ; anything less than first- 
rate specialist staff must be rejected, and such staff must 
be paid for the work they do. A note on hospital buildings 
by Dr. Stanley Barnes gives valuable practical hints to 
those concerned with new hospital construction, 

The whole report is written clearly and concisely, with 
explanations where necessary, and it contains a section on 
terminology, to enable it to be understood by the 
non-medical reader. 


Special Articles 


TRAINING FOR AMERICAN DOCTORS 
RELEASED FROM THE FORCES 


Tue American Medical Association has founded an 
information bureau for doctors leaving the Forces. This 
has now published, from 535 North Dearborn Street, 
Chicago 10, an Information Bulletin for Medical Officers, 
which interprets the Serviceman’s Readjustment Act of 
1944, and describes the postgraduate opportunities offered. 

To qualify for financial aid from the Administrator 
of Veterans’ Affairs, the ‘‘ veteran ’’ must have served 
90 days or more, and if over 25 must show that his 
education was interrupted or impeded. Those eligible 
are entitled to education or training, or to a refresher 
or retraining course lasting a year (or the equivalent 
of a year in continuous part-time study). At the end 
of a year’s course, other than a refresher or retraining 
course, the veteran is allowed further courses depending 
on the time he spent in the Service after Sept. 16, 1940. 
The total period of education or training may not exceed 
four years. 


He may attend any approved institution that will 


accept him, and. may change his course of instruction if 
-he has good reason ; but if his progress is unsatisfactory 
his course can be terminated. The fees are paid, and if 
necessary the cost of books and equipment and other 
‘mecessary expenses may be covered, up toa total payment 
of $500 for an ordinary school year. A veteran also gets 
a maintenance allowance,‘ while on a course, amounting 
to $50 a month or $75 if he has a dependant. He may, 
moreover, receive a loan to ‘buy or. repair his home or 
equip. his practice. 

ee frig by 21,029 voplies to a questionary already 
ties in these columns (Lancet 1945, i, 695) it seems that 
-20% of. doctors in the American Forces would like short 
refresher courses lasting less than six months, especially 
in medicine, surgery, general training, and obstetrics and 
gynecology. The medical schools and hospitals report 
that plenty of opportunities will be opentothem. There 
are 718 civilian hospitals approved for internships in 
the United States, offering 8000 house-appointments. 
Before the war the number of medical students graduating 
annually did not exceed 5500, but some held internships 
fortwo years ata time. In the coming months appoint- 
ments will be made for only one year, so. there should 
be plenty of vacancies for veterans who wish to take 
‘such posts. 


TRAINING FOR AMERICAN DOCTORS RELEASED FROM THE FORCES 


approved the'committee’s plan. 
decided that coöperation between the committee and the 
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Some 12,000 doctors have expressed a wish to take 
specialist courses of 6-36 months, and there are about 
700 civilian hospitals approved to give such training. 
An increase in resident posts is being arranged. 

The bureau has prepared summaries of information 
from the counties in the different States, to show the 
prospects for doctors entering practice. These give the 
population of the county and of the principal cities, and 
facts about miles of highways, telephone systems, hous- 
ing, schools and universities, rents, and. climate, ‘the 
names and addresses of the officers of the county medical 
society, the numbers of hospitals and beds, the birth-rate, 
the number of doctors already in practice or retired, and 
the public-health facilities. The bulletin also includes a 
table showing which States accept the medical qualifica- 
tions granted by other States. This problem of reci- 
procities is one complication of medical practice which we 
are spared in the United Kingdom. 

Apart from these civilian preparations, plans are being 
made by the American Army to provide courses for the 
doctors who choose to stay in the Forces. Fellowships, 
resident posts at Army hospitals, and specialist courses 
will be arranged,and those who have been doing adminis- 
trative work during the war are to have the opportunity 
to return to clinical work and to qualify as specialists. 


THE VOLIMS PLAN 


In June, 1944, at the request of the chairman of the 
Consultant Services Committee of the three Royal 
Colleges and other consultant representative bodies, a 
general meeting was held, at the Royal College of 
Physicians, of the non-undergraduate teaching con- 
sultants of the metropolitan area. This was confined 
to consultants attached to the 150 or more. non-under- 
graduate teaching voluntary hospitals of London 
—i.e., it excluded consultants attached to undergraduate 
teaching schools, and also those engaged whole-time in 
local-government service, 

After this meeting, a committee of 14 non-under- 
graduate teaching consultants of London was elected, 
with Mr. W. E. Tanner as chairman and Dr. T. Rowland 
Hill as secretary, and this committee has since worked 
regularly to prepare a plan fora consultant and specialist 
service for the nation. This plan, entitled A Regional 
Consultant and Specialist Medical Service based on Uni- 
versity Medical Centres, was published recently and has 
been widely circulated to consultants and others. Copies 
can be obtained from the secretary of the committee 
at 14, Wimpole Street, London, W1. 

In addition, this committee of non-undergraduate 
teaching consultants has three members on the Con- 
sultant Services Committee who play their part in 
expressing the opinions of the type of consultant they 
represent. Not long ago it convened a general meeting 
of non-undergraduate teaching consultants in the 
London area to report to them, to present its plan to 
them for their comments, and to refresh itself generally 
with their present opinions, The meeting unanimously 
It also unanimously 


lately-formed association of the major non-teaching 
voluntary hospitals should be as close as possible, and 
that as far as possible the same personnel should serve 
in the metropolitan area for the two bodies. 

Thecommittee isnow known as the VoLIMsCommittee, 
from the initial letters of Voluntary Boeplels Of London 
Independent of Medical Schools. 


Tue 1945 voline of the BRITISH ENOYOLOPÆDIA or MEDI- 
CAL PRACTICE and its cumulative supplement (Butterworth. 
Pp. 396 and 251. 37s. 6d. together) can now be set beside 
their forerunners. Medical progress is recorded under the 
main headings: critical surveys, drugs, and abstracts. 
Among the eleven surveys this year, each by an authority 
in his subject, are articles on the rapidly growing subjects of 
mental disease by R. D. Gillespie, tropical medicine by Sir 
Leonard Rogers, FRS, and diseases of the alimentary tract 
by the late Sir Arthur Hurst. Nearly 900 abstracts cover 
articles in British, American, Scandinavian, and Swiss 
journals, and it should soon be possible to review European 
journals thoroughly again. The high standard of this useful 
series was set by the first editor, Sir Humphry Rolleston, 
whose death in September of last year. was & greve blow to 
his associates in the work. 
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In England Now | 


A Running Commentary by Peripatetic Correspondents 

WALKING into an office of our Control Commission in 
Germany I found a prominent notice | 
WARUM EINFACH MACHEN WENN ES KOMPLIZIERT 
3 GENAU SO GEHT ? : 
which may be freely rendered for those unfamiliar with 
Boche as ‘“ Why simplify matters when you can do things 
the complicated way ?” The official then occupying the 
room could not identify the quotation, nor did he know 
who put it up. ‘‘ We- change rooms—and jobs for that 
matter—so quickly now,” he said. ‘“‘ It might have been 
anybody, but in the three days I’ve been here I’ve felt it 
must have been a Very Senior Person with a sense of the 
sardonic.” Iam glad to say the official did not obey the 
injunction on the wall but smoothed our path swiftly 
and effectively. | 
In the vast structure of British Bureaucracy there 
may be some few officials who take that wall notice as 
their guide because it gives them a greater sense of 
importance;. but there cannot be many, for the anony- 
mity of the Service and the well-defined hierarchy 
militate against it. Any impelled to follow it by 
malicious humour must be even fewer. Some, it is true, 
may choose the tortuous way because they don’t know 
enough to come in out of the hail, but these are the small 
fry. No, I think our officials who deliberately complicate 
matters are really astonishingly few. This is not a 
widely held view perhaps, and when one is faced with an 
income-tax form or a B of T circular there is 
a good deal of temptation to reverse the opinion. But 
one must remember the immense range of modern 
legislative activity—for which, of course, Parliament and 
ultimately the Man in the Street is responsible—and the 
colossal difficulty of framing a general regulation so that 
it covers all possible contingencies. Of course, the proof 
is the pragmatic test. The fighting men won the war, 
but they had to have supplies and support, and no 
human machine could have given them what they needed, 
or could tackle such a matter as the supply problems of 
the BAOR today, unless it was extremely efficient—and 
had a sense of humour. 

3 * * * | 

Listening to the RAF symphony orchestra playing the 
overture to Verdi’s Force of Destiny took me back to 
the performance of that great opera in Rome last spring. 
What a scene was there! One associates the turning up 
of the lights between the acts with lovely women in gala 
dress, their shoulders bare, their jewels sparkling, and 
their men-folk standing behind them in sombre contrast. 
‘Not so in May this year. The lights went up to show an 
opera-house packed with khaki. Young men of every 
rank and every unit from every part of the Empire and 
the States, enthusiastically applauding. A few civilians, 
their women-folk in afternoon dress, were scattered 
among the mass of military. I was anti-Gigli when it 
began. He had only just been allowed back after being 
suspected of being too great a supporter of Mussolini, and 
in the first act he was not ike Musso and was 
dressed in a costume such as he would have loved ; this 
increased my resentment and it may explain his transient 
exclusion. There was a sailor boy near me, a little 
midshipmite, who was an enthusiast for him ; he had 
many of his records, and had seized the opportunity of a 
day in Rome to see and hear the man himself. And so 
we settled down in friendly disagreement to enjoy the 
next scene in the great inn. ; i 

Then the‘personality of the man and the voice began to 
grow on me. He crept up to the other male singers ; 
then he passed them. He had with him a great soprano, 
a name forgotten for the moment, that in the future may 


rival Tetrazzini’s, and finally he caught her up and passed | 


her too. At the end of the great scene in the monastery 
I leant across to the midshipmite and whispered, ‘‘ I take 
back all I have said against Gigli.” 

. Why do they not put on this opera in England ? It is 
far better than Rigoletto, which deals with actions so 
foul that if any Englishman understood the plot he 
would never go and see it twice, whereas the story of the 
Force of Destiny, though sad, is dramatic with food for 
thought and. of a high moral code. The music is grand 
all through, without any tunes that can be hackneyed 
like the Duke’s song in Rigoletto. There are moreover 
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two things in it of special interest. One is an entry at 
dawn of a ragamuffin lot of tattered soldiers singing a 
slow marching song at a shuffle. It has nothing to do 
with the movement of the drama, but is introduced merely 
for its beauty. Why did not we encore it as we did all 
the great songs of the soloists ? For is not this a solo 


sung by a chorus ? ‘The other is the opening chords of the 


overture. I would venture to put them up against those 
of any other composers outside Beethoven and Sibelius. 
* * * 
They came, at first a few and then a drove, the 
AEsculapiads of the New World to succour wartorn 
Europe. Khaki-clad and with British names and 
customs they shared our clubs, our meetings, and our 
firesides. Up sprang their hospitals almost overnight : 
clean wards and messrooms, well-ordered stores, theatres, 
and pharmacies. In their laboratories were shiny benches, 
virgin glassware, and crystal-clear: solutions. Smart 
white-gaitered sentries ‘‘ checked in ” from their white- 
painted control offices. In the motor pool stood strange 
high monsters of the road, regimented for war and errands 
of mercy. ‘There were libraries, cinemas, and baseball 
grounds, as well as cosy bars with lantern lights, iced 
fruit cocktails, and exotic wall-paintings. They shared 
out parcels from home in their warm Nissen huts and put 
up on the stark concave walls photographs of their far- 
away families. Off plain deal tables they ate prefabric- 


- ated steaks and Maryland chickens with apricot jam. 
They poured out sweetcorn from cans and treated us to 


large fruity ices and hot chocolate sauce. There was 
pride in their handicraft, as their chapels showed, for 
only their best would do. Everywhere efficiency and 
quality, with sufficient of everything for the job in hand. 
Then came the convoys and.their jobs began. The 
sterilisers steamed, the X-ray plants hummed, and the 
centrifuges roared. The purple dressing-gowns of the 
convalescents made their welcome appearance as blood, 
penicillin, and faith in the future speeded them back to 
their units. i 

- The months passed and we got to know them— 
colonels, doctors, nurses, and enlisted men, : Many. were 
the meetings and the consultations. They treated our 
men and we treated theirs. They came to learn, youths 
of a young nation, but they taught us much. They 
transformed our sleepy towns into energetic schools of 
medicine. In leisure hours they swarmed our country 
lanes on bicycles and in rare bouts of sunshine played 
with our children on the greens, giving them candies and 
peanuts. Some married our daughters and our sons. 
They loved our ancient churches and studied the flowers 
in our meadows. They had aunts to visit, ancestral 
homes to photograph, and souvenirs to seek. The 
aroma of strange tobacco pervaded our streets. Hos- 
pitable and witty, they were the possessors of good 
mannersand good teeth. They tolerated good-humouredly 
our Jack of central heating and culinary understand- 
ing, and enjoyed above all the humble cup of tea in the 
family circle. They told us of their homes and we wrote 
to their families. Strange world that they who speak 
our language, share our jokes and ancestry, and fight 
the same battle against disease should be reckoned 
foreigners to us and we foreigners to them. Citizens of 
ithe same world, we must needs be in separate sovereign 
States and perhaps willy nilly be required to serve 
separate interests. 

They went as quickly as they came, for the lightning 
has severed the chains of bondage. - The hospital trains 
have ceased to run. The wounded are healed and have 
left for home. The hospital cities are dismantled and 
the men in the Nissen huts have packed their books, 
souvenirs, and photos and filed off to the ports in their 
fantastic trucks. The bulldozers have levelled the last 
dump of empty cans and all is still. There is dust on the 
empty shelves of the pharmacy, the little trim gardens are 
overgrown, and the white sentry-boxisempty. Now, only 
the miniature house is inhabited which the mess sergeants 
built for the tomtits. The abandoned huts sadden our 
eyes as we recall friendships fashioned in the hinterland 
of war. The stimulus of their presence is now a memory, 
for three thousand miles, anda disordered world economy, 
separates us from them, truly our cousins. And our 
lazy old town has lapsed into dreams again. 

But they will write and remember us. And we shall 
not forget them. | . 
. PS.—I wish we had a cosy bar in our hospital. 


a 
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Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP , 


THE serious business of this first session of the Labour 
Government of 1945 has begun. A Bill to enable neces- 
sary controls, including control of prices and of distribu- 
tion, has passed its second reading without a division. It 
is only challenged by the Opposition to the extent that 
they say it should not endure for more than two years, 
and the Government have decided it must endure for at 
least five years. A Bill has been introduced to bring the 
Bank of England under public control—and the reaction 
in the City is a rise in Bank shares, presumably because 
the proposed compensation payment to the shareholders 
for their holdings is regarded as favourable. The first 
instalment of the Government’s massive programme of 
Social Security legislation has passed its second reading, 
and there is promise of the rest early in 1946. Demobilisa- 
tion has been speeded up, including the demobilisation 
of doctors. Mr. Bevin has reported on the dislocation 
of the Foreign Secretary’s Conference, but he believes 
that things can yet be put right. | 

Faced with the complex business of getting Europe’s 
economic affairs into some sort of order before winter, 
and the problems arising from the liquidation of Japan- 
ese rule in the Far East, Parliament is working like a 
controlled dynamo, and its assemblies are quieter and 
less tempestuous than can easily be believed. 

The discussion on controls was technical rather than 
politically controversial. Again in the discussion on the 
Industrial Injuries Bill, one speaker after another 
showed a detailed grasp of social conditions. Many of 
the speeches were maidens—and very good maidens, 
knowledgeable, restrained, and well expressed. This 
is going to be a workmanlike Parliament, more given to 
economic discussion than ordinary party politics. 

The conference of the Food and Agriculture Organisa- 
tion of the United Nations—which arose out of discus- 
sions at Hot Springs—opened at Quebec on Oct. 16. 
And Sir John Orr, MD, FRS, MP, is acting as the Govern- 
ment’s scientific adviser. About the end of October 
there is to be a full-dress debate on the conditions facing 
Continental Europe this winter. 

Much work is going on in preparation for the presenta- 
tion of the Government’s proposals for a National Health 
Service. Discussions with the medical profession and 
others concerned must continue. But the practical 
building up of the GP strength in the country by demobili- 
sation from the Services has an Al priority at this time, 
and it looks as if the plans for extending the medical. 
services in our factories, our hospitals, and our homes 
will demand a bigger annual intake of students into 
the medical profession. . 

The relation between the National Health Service in 
this country and the Colonial Medical Service may perhaps 
become closer. And what is to be the future of the 
medical services of the Navy, the Army, and the Air 
Force, which must inevitably be of greater size than 
those of the regular forces before 1939 ? 


FROM THE PRESS GALLERY 
Compensation for Industrial Injuries 


On Oct. 10 and 11 the House of Commons considered 
the National Insurance (Industrial Injuries) Bill, third 
of the four Bills necessary to give effect to a comprehen- 
sive social insurance system. Mr. J. GRIFFITHS, Minister 
of National Insurance, in moving the second reading, 
said the scheme was based on insurance against risk and 
not on liability for compensation. By and large, every- 
one employed under contract of service or apprenticeship 
would become insurable without income limit, and 
several classes of people not necessarily covered by con- 
tract of service, such as taxi-drivers, were also included. 
The essential difference in this Bill from the present 
Workmen’s Compensation Acts was that benefits would 
be related to the degree of disability and not to loss of 
earning power. 

The Government proposed that the basic rate for 
injury benefit for 100% disablement should be 45s. 
and the worker could also claim an addition of 25% 
if he could show that by reason of his injury he was 


no longer able to follow his previous occupation or an 
occupation of equivalent standard. Benefit lasted for 
six months from the date of the accident, unless the 
injured man could start work before that time and asked 
to be assessed for pension. Pensions would be awarded 
in proportion to the degree of disablement and irrespective 
of a worker’s earnings. l : 

The whole scheme had been framed with the war 
pensions scheme in mind, and in making the regulations 
the Ministry of National Insurance would be. influenced 
by the schedule of assessment used by the Ministry of 
Pensions, but they would not necessarily be bound by 
it. Extra benefits would be provided for severe cases. 
For instance, if a man was rendered virtually unemploy- 
able by his injury—i.e.. if he was unable to earn more 
than £52 a year—and was likely to remain so, he could 
ask for an additional allowance of £1 a week. An 
additional allowance up to £1 a week might also be 
paid if constant attendance was needed, even if the 
necessary care was given by the injured worker’s wife. 
If a pensioner had to enter hospital for further treatment 
he would, while in hospital, receive pension at the 100% 
rate, irrespective of his normal assessment. There 
would, however, be a reduction of 10s. a week in respect 
of home savings and an attendance allowance would 
cease for that period. The Bill also made provision 
for dependants. 

Assessments for pension would be made by medical 
boards consisting of at least two doctors, though for 
minor cases of temporary disability a single doctor 
might sit if the claimant agreed. Medical appeal 
tribunals would deal with cases in which the injured man 
disputed his assessment, and disputes about the allow- 
ances of child dependants would come under the appeal 
machinery already provided in the Family Allowances 
Act. 

The Bill also provides for financial assistance to be 
given to those engaged on research into the causes and 
prevention of industrial accident and disease and for the 
Minister himself to employ people to carry out such 
research. The accident-rate in this country was still 
appalling, Mr. Griffiths affirmed, and he was desperately 
anxious to sce the position improved. He commended 
the Bill to the House, not only for its cash benefits, but 
also as the foundation upon which a great constructive 
human service could be built. 

Mr. OSBERT PEAKE compared the Bill in its import- 
ance and scope with Mr. Lloyd George’s National 
Insurance Act of 1911, and promised that there would 
be no danger toits passage from the Opposition ; indeed, 
he suggested, most of the critics were now to be found 
inside the ranks of the supporters of the Government. 
Mr. CLEMENT DAVIES, speaking from the Liberal benches, 
however, was disappointed with the Bill. It was an 
improvement, but he would have liked the Government 


to produce a broader, wiser measure, bringing in all 
"Sal acorn ~ 


members of the community. an 


gested that the benefits proposed did not 
take into account that for the first time the 


was contributing to his own compensati Some 
injured men, it was argued, would get less bi pefit froni 
the new scheme than they might have expe: ted under 
the existing law. 
PROTECTION OF HEALTH WORKERS 

Mr. R. CLITHEROW, a final-year medica } student, 
appealed to the Minister to include health we fkers who 
contracted tuberculosis through being directly |n contact 


with tuberculous patients in the course of th: 


duties or within some reasonable time afterwé The 
Liverpool corporation hospitals committee, . pf which 
he isa member, were distressed, he said, to seet] p number 
of nurses who contracted tuberculosis. They felt their 
responsibility keenly because they had X-r. photo- 


disease perhaps in two years. Counsel’s op’ 
been sought and the committee had been ad. 
tuberculosis was not an industrial disease. 

Dr. STEPHEN TAYLOR pointed out that the 
petuated the distinction between industrial ii jury and 
disease. Sickness benefits should be raised to fhe same 


! 
| 
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. level as those applying to workmen’s compensation 
x under this Bill. Once that had been done, all the diffi- 
J culties arising from the phrase ‘“‘or in the course of 
= employment ’” and the schedule of industrial diseases 


; «would disappear. He hoped that the Minister would 
a assure the House that nurses would be covered, par- 
=~ * ticularly those doing private nursing. With every 
- safeguard the nurse was still liable to certain pathogenic 
ý infections, to. whitlows and septic fingers, kidney affec- 
tions and septicæmia; but unfortunately every precau- 
3 tion was not always taken in many hospitals. Regular 
i X. rays, Mantoux tests, and blood-counts were not 
i done. He was convinced that nurses were more liable 
i to tuberculosis than the rest of the community, although 
that was disputed. Hitherto trade unions had had to 
t waste their energy getting diseases scheduled when that 
energy should have been usedin getting rid of the diseases. 
The Minister was taking power to promote and assist 
research into the causes, incidence, and methods of pre- 
vention of industrial disease, and Dr. Taylor hoped that 
he would include research into the methods of treatment 
of industrial accidents and disabilities, because such 
treatment, especially of minor accidents, was still far 
from perfect. More publicity should be given to the 
results of research. Between the two wars much good 
work was done by the Industrial Health Research 
Board, but it had remained locked up in rather dull 
reports instead of being applied to industry. Mental 
disability, he continued, made up a large part of indus- 
trial disability, and while the barbarian concentrated 
his neurotics, the civilised person compensated 
them, and, even more important, rehabilitated them. 
That was no easy job, and he hoped the Minister 
would generously finance research into industrial 
psychiatry. 

Dr. H. B. MORGAN regarded the Bill with misgiving. 
For the last 25 to 30 years workmen’s compensation 
had been his life and he saw no reason why workmen’s 
compensation should be brought in as part of a general 
sacial insurance scheme. It was a special phase of life 
demanding special legislation. He objected to the whole 
procedure by which the benefit was not related to the 
man’s rate of earning, and he was terrified of appeal 
ee with a commissioner and perhaps a medical 
assistant. 


Dr. BARNET Srross found certain principles in the 


Bill attractive compared with the somewhat unprin- 
cipled state of affairs that existed today. Speaking asa 
medical man he was glad that there should be complete 
dissociation between compensation and earnings, for the 


people who had been penalised in the past had been those. 


- whose earnings had been low, and the penalty had passed 
inevitably from the breadwinner to his wife and children, 
so that they had helped to form a class of people vul- 
nerable through sickness and malnutrition to every 
type of disease. ; 

Mr. G. S. LINDGREN, parliamentary secretary to the 
Ministry of National Insurance, replying to the debate, 
said there were great difficulties in the way of making 
special provision for health workers within workmen’s 
compensation, because of the incidence of the diseases 
with which they dealt, and the lack of proof that diseases 
arose out of, or in the course of, their employment. 
The Minister would desire, if possible, to provide for 
them, and he would like to have discussions with the 
Ministry of Health, and those who could speak on behalf 
of the workers concerned, to see whether it was possible 
to bring them in. l 


‘ Increased Old-Age Pensions 


Mr. GRIFFITHS announced that the Government 
intend substantially to improve the basic rates of old- 

. || age pensions to be paid on retirement and so to reduce 
| the need for supplementation. Proposals to this end, 
é 
\ 


- 


? which will also include improvements in the rates of a 
number of other national insurance benefits, will be 
contained in the Bill which it is hoped to introduce early 
next year and to pass into law during the present session. 
Special arrangements would be made to bring its pensions 
srovisions for existing classes of old-age pensioners who 

. iad retired, including widow pensioners over 60, into 

yperation at a date substantially earlier than that at 
o it would be possible to operate the scheme as a 
vhole. 
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QUESTION TIME 
Demobilisation of Medical Students 


Replying to a question Mr. G. A. Isaacs, Minister of 
Labour, said that students eligible for release from the 
Services in Class B included students in medicine, dentistry, 
and veterinary surgery recommended by their universities — 
or the appropriate schools who either (1) gave up their 
reservation to join the Forces, or (2) joined the Forces before 
the present conditions of reservation were in operation, but 
would have been reserved if they had been.in force. Only 
men in release groups 1-49 (i.e. with substantially three years’ 
service) are eligible. 

Replying to a further question Mr. J. J. Lawson, Secretary 
of State for War, said he regretted that he could not grant 
extra leave to men in the BAOR to sit for postgraduate exam» 
inations. Men in the BAQOR were eligible for 12 days’ leave 
approximately every six months, and those who wish to sit 
for an examination might apply to have their leave advanced 
or retarded to suit the examination. 


Medical Man-Power 

Sir JOHN MELLOR asked the Minister of Labour ‘whether 
he was aware that in August the BLA had 1 medical officer 
for 409 officers and other ranks, compared with 1 general 
practitioner for 2576 civilians in the United Kingdom; and 
what steps he had taken to correct this anomaly.—Mr. A. 
Bevan, the Minister of Health, who replied, said the answer 
to the first part of the question is yes. The civilian position can 
only be remedied by an acceleration in the rate at which doctors 
are released from the Services, and the Government are at 
present urgently considering to what extent this is practicable. 


Special Diets for Invalids 


Mr. D. L. Lreson asked the Minister of Food if he was aware 
that under existing regulations sufferers from diabetes and 
tuberculosis were unable to obtain the eggs which their 
doctors had prescribed for them ; and if he would issue fresh 
regulations giving more consideration to the diets recom- 
mended to patients by their own doctors. 

. Sir B. Suara replied: I am advised that the present allow- 
ances of foodstuffs for diabetic and tuberculous patients are 
adequate for their needs. I could only allow them extra 
eggs at the expense of other members of the community, some 
of whom are suffering from complaints for which eggs are a 
necessity, and I should not feel justified in doing this during 
the present general shortage of foodstuffs. : 


` Experimental Health Centres 

Mr. C. W. DUMPLETON asked the Minister of Health 
whether, pending the establishment of a National Health 
Service, he would initiate experimental health centres in 
suitable places so that valuable experience could be gained.— 
Mr. Bevan replied: Ido not think it would be practicable 
to make this provision in advance of the new legislation. 
But I am pressing on rapidly with the preparation of the 
Health Services Bill which will deal fully with the subject. 


Medical Practices 

Mr. C. Yorx asked the Minister of Health (1) if he would 
state the Government’s intentions in regard to compensation 
for medical practices if taken over under the National 
Health Service, and (2) whether he could announce the policy 
of the Government in regard to medical practices, in order 
that demobilised doctors might decide whether to purchase 
practices.—Mr. BEVAN replied: I have this matter under im- 
mediate review. Iam not yet ready to make any statement, 
but I know the urgency and I will do so as soon as I can. 


Need for Tuberculosis Nurses 

Flight-Lieutenant F. Beswick asked the Minister of 
Health how many tuberculous sufferers were now awaiting 
admission into sanatoria; and how many beds it was 
estimated would become available if the required hospital 
staff could be found.—Mr. BEVAN replied: The number of 
patients awaiting admission to sanatoria is about 5000. 
Above 1600 existing tuberculosis beds are closed for lack of 
staff: and a sufficiency of additional accommodation could be 
provided without much difficulty if staff for it were available. 


RAF Demobilisation 
In an answer to Sir G. Fox, Mr. J. Strachey, Under- 
Secretary of State for Air, stated that-in general releases in 
November and December for the RAF would reach group 23, 
but there would be some exceptions. For medical officers 
the age-and-service group reached would be 20. 


510 THE LANCET] 


Letters to the Editor $ 


AN APPEAL FOR CHRISTMAS 


SR,—It is my privilege this year to ask you to submit 
to your readers the Christmas Gifts appeal which for. so 
many years has been issued by the late Sir Thomas 
Barlow and so generously supported by the medical 
press. 

The Christmas Gifts appeal has a special significance 
this year; for, although peace has come, the material 
blessings which peace is supposed to bring are as yet 
merely dreams without substance. Food is monotonous 
and scarce ; fuel is terribly short and its cost fantastic ; 
clothing and prices generally are on the same high level, 
and even for those in fairly comfortable circumstances 
the outlook for the festive season is distinctly drab. 
Inevitably the burden of high Pes and shortage falls 
most heavily on the poor, and for them there will be 
little money for celebrations of any sort this coming 
Christmas. | 

Last year there was collected a record sum of £1817, 
which was distributed as follows: 483 of our people each 
received a Christmas Gift of £3 at a cost of £1449; in 
addition we were able to give 184 of our poorest a further 
sum of £2 each as a New Year’s gift, costing £368. 

I feel that we must, if possible, do at least as much as 
last year, and indeed I am pleading for another record. 
If, for instance, subscriptions amounted to £2000, we 
should be able to give everybody a Christmas Gift of £4, 
and there would still be sufficient over to give some of 
the poorest an extra £1. Is it too much to ask? A 
very generous profession has already done so much, but 
my excuse is the hard times which still lieahead. Believe 
me, the gratitude these gifts evoke is very great and often 
extremely moving. . : 

Donations may be sent (marked ‘‘ Christmas Gifts”) 
to the Secretary of the RMBF, who will gratefully 
acknowledge them. 


Royal Medical Benevolent Fund, 
1, Balliol House, Manor Fields, 
Putney, SW15. 


HYPOPIESIA 


S1r,—Perusal of Sir Maurice Cassidy’s rejoinder to my 
letter surprises in his abrupt dismissal of symptom- 
producing hypotension as a ‘‘ blood-pressure neurosis,” 
and disappoints in the apparent bankruptcy of all idea 
on his part of any remedy. Presumably Sir Maurice 
believes that symptomatic hypotension exists only in the 
imagination of patient and doctor, so needs no treatment. 
It would be right to say that, amongst medical men, all 
the points he makes are common knowledge and an old 
story. Much of his letter is critically destructive, which 
doubtless he feels justifiably so, though it is just possible 
that his attitude towards the hypopietic may be wrong. 

Apart from the commonly associated neurasthenia 
shown by the hypotensive patient, his appearance and 
his several subjective symptoms indicate low blood- 
pressures, and in my view are distinctive enough ; cir- 
culatory mostly, never referable to the heart itself, and 
only needing confirmation by instrument. To withhold 
from the sufferer all information about his low-pressure 
readings does not rid him of these symptoms, which do 
in reality exist in some hypopietics though clearly not 
in all, most probably occurring with temporary falls 
in pressure. Does Sir Maurice deny that they happen 
at all, only to ignore them; is reassurance the full 
measure of the treatment he would offer? If so, there 
is cold comfort for the hypotensive subject who appeals 
to him for advice and guidance. | 

To label hypopiesia merely a neurosis is to scoff at the 
patient for his complaints, to be blind to his symptoms, 
and to do literally nothing for him; so.seems to me 
rather more likely to “ perpetuate,” not the admitted 
neurotic element, but the disorder with all its dis- 
comforts. 

Bournemouth. S. WATSON SMITH. 


Sir,—I fear that not many cardiologists will agree with 
Sir Maurice Cassidy that hypopiesia is not an abnormal 
condition. After lowering the systolic pressure we found 
a decrease in cardiac output, impairment of renal 
function, &c. (Harris and Platt, Lancet, 1931, ii, 629). 
Indeed this type of patient frequently complains of 
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President. 
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dizziness, loss of energy, &c. The neurosis in these cases 
may possibly have a physical basis. Their end-results 
are of interest. Judging by my experience, which, 
however, is limited, hypotension predisposes to cerebral 
disease. Possibly some neurologist will tell us whether. 
cerebral thrombosis is frequent in this condition. I 
have often seen hypotension turning into hypertension. 
It is clear that if a satisfactory method were available 
this condition ought to be treated. 
I. HARRIS. 


Liverpool. 


Sir,—Sir Maurice Cassidy criticised the letter of Dr. 
Watson Smith “ in order not to perpetuate ” the opinion 
of a distinguished physician which he considers wrong. 
For the same reason I feel compelled to object to the 
opinion expressed by Sir Maurice. 

Our time—which is full of worries, fears, and dangers 
—can be regarded as a mass experiment in proof of my 
doctrine that arteriosclerosis develops from arterio- 
atony, and that it does not represent a disease sui generis 
but is the means of healing the damage caused in the 
atonic arteries. As to the arterio-atony, it represents 
only a part of the general atony, whatever may be its 
cause, as I have always held (Lancet 1932, i, 385). Arterio- 
atony is a state in which the subsequent development of 
the sclerosis can be forestalled by adequate treatment. 

Watson Smith in his letter gives the full classical 
description of general atony, but errs when he regards 
the hypopiesia as the cause rather than as a consequence. 

Sir Maurice’s opinion it isa ‘‘a widespread delusion 
that a pressure of 120 in a subject of forty to fifty is 
pathological and that in an individual of any age pressure 
of or below 110 calls for alarm and despondency.’? He 
maintains that ‘‘ systolic pressures as low as 100 can 
and should be disregarded, and that on no account 
should the patient’s symptoms be attributed to them.” 

I think that Sir Maurice’s doctrine, if followed, may 
be detrimental not only for the present but for the 
future fate of the patient. It may be that he shares 
the general opinion which regards high pressure as an 
alarming symptom. In my experience low pressure 
statistically involves more dangers and more serious 
complications than high blood-pressure. I am thinking 
here especially of the dangers of thrombosis and embol- 
i In this point I believe every observant 
practitioner will agree with me. 

If hypopiesia is commoner today than in previous 
decades the cause can easily be found in our disturbed 
times, and therefore the mass appearance must be 
psychogenic. The fact that atony mostly represents a 
“ neurosis ” does not entitle us to minimise its significance 
If Dr. Watson Smith 
has seen but little success from galenic treatment, I 
sadly agree with him. Other and more effective methods 
are tonics, like arsenic, different vitamins, and hydro-, 
climato-, and thalasso- therapies may help; but a strong 
warning must be sounded against violent exercise which 
may suddenly increase the blood-pressure whereby the 
sluggish arterial wall with impaired resistance may be 
over-distended and injured. The arteries thus damaged 
later become sclerotic. 

I would not like to think so little of the application 
of the elastic belt recommended by Dr. Watson Smith 
as Sir Maurice Cassidy does. The belt may help the 
weakened circulation by supporting the abdominal 
wall. Because of the psychological origin of the hypo- 
piesia, we may expect the greatest benefit from psycho- 
logical treatment. A good drink, a good cigar, or a 
cup of strong coffee to eliminate the inhibitions of the 
tired brain; a trip in cheerful company, a gay show 
or some Hollywood nonsense, to distract the patient 
from his sorrows and worries ; but most of all a holiday 
should be advised in the old Roman sense of otium : 
full occupation of the patient by his hobby, by something 
different from his usual pursuits. 


London, W1. J. PLESCH. 


THE “PERFECT AP” 


SIR, —Dr. George Day writes in your issue of Oct. 6 
that it came as a new idea to those present when, in 
1935, Jacobeus reported to the Tuberculosis Association 
that with a person lying on his side the lower lung does 
more work than the upper lung. As a matter of fact, 
Mr. Cortlandt MacMahon made this observation during 
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the 1914-18 war. He reported it in an article on 
Gunshot Wounds and other Affections of the Chest 
published in The Lancet (1919, i, 697). In a subsequent 
letter (1926, i,/834) he wrote: ‘‘I therefore always 
advise patients -with an empyema to lie on the back, 
as described, or on the side where the rib has been 
resected, both from the drainage point of view and for 
expansion of the lung” (italics mine). Those of us who 
know Mr. MacMahon’s work have always given him the 
credit for this original observation. 


London, W1. GEOFFREY EVANS. 


GAS-GANGRENE 


` §mr,—We have read with great interest Dr. A. H. T. 
Robb-Smith’s article in your issue of Sept. 22 on the 
tissue changes induced by Cl. welchii type A filtrates. 
In this field our work has been essentially concerned with 
observations on the effects of these toxins on the lipid 
elements of a number of body tissues and fluids (Lancet, 
1945, i, 457, 487), which forms a part of a more extensive 
investigation into the etiology of fat-embolism which is 
now nearing completion. 

The first sentence of the last paragraph of Dr. Robb- 
Smith’s article might be thought to indicate that we 
attributed fat-embolism in guineapigs and . rabbits, 
following injection of Cl. welchit toxin, to the splitting 
of lipoprotein complexes in the plasma. This is not the 
case. In fact, we have presented evidence showing the 
improbability of this origin of the embolic fat in these 
animals.. Later in this paragraph Dr. Robb-Smith refers 
to the occurrence and significance of fat-embolism in 
human cases of gas-gangrene. The dangers of confusing 
post-mortem changesof fat distribution with fat-embolism 
are, of course, obvious. In all our animal experiments 
extensive control groups were investigated and autopsy 
was carried out immediately. In our human cases 
autopsy was performed at the earliest possible moment 
(in one case, uncomplicated by fracture, within two hours 
of death); there were no local signs of fat displacement 
by gas formation; nor was there evidence of any 
extensive breakdown of blood lipoprotein complexes. 
The associated changes in the lung were compatible with 
the conception that the fat was embolic. We concluded, 
therefore, that fat-embolism had occurred in our animals, 
and in the human.cases we were able to investigate. 

We agree with Dr. Robb-Smith that fat-embolism 
is probably only a contributory factor in the fatal 
outcome in cases of gas-gangrene. We were not able, 
however, to conclude from our limited number of cases 
what part fat-embolism might play in the production 
of the systemic reaction. We have regarded this 
particular variety of fat-embolism more as an index of 
the dispersal of a number of tissue breakdown products 
than as a separate entity. Because of this, and other 
observations, we suggested in our paper (1945, i, 487) 
“ that products of tissue breakdown may be a more 
important factor in the systemic reaction than circulating 
toxin ’’—a view expressed independently at the same 
time by Macfarlane and MacLennan. 


A. C. FRAZER. A. D. T. GOVAN. 
Birmingham. J. J. ELKEs. W. T. COOKE. 


SULPHATHIAZOLE IN IMPETIGO 


Sm,—I was much interested to see the figures pub- 
lished by Brigadier MacKenna and Captain Cooper- 
Willis in your issue of Sept. 22. My own experience in 
treating several hundred cases, of impetigo entirely 
supports their conclusions. | 

In 1942 microcrystalline sulphathiazole (15%) was 
issued to commando troops to be used as a wound 
prophylactic. At that time we had a number of trouble- 
some cases of impetigo in the unit, and I misappro- 
priated one tube of this preparation as an experimental 
remedy. It proved far superior to any other I had 
tried, but as it was in short supply I did not feel 
justified in continuing to use it for this purpose, and 
so tried ordinary sulphathiazole instead. The results 
were almost as good, and I have used the treatment 
exclusively ever since, both at home and abroad. The 
time required for cure has rarely exceeded a week. 

From the practical standpoint the treatment has been 
easy to apply. One tablet of sulphathiazole of standard 
make is made into a paste with some boiled water from 
my MI-room steriliser. Crusts are cleaned off, and the 
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paste is applied to the lesions and allowed to dry. No 
covering is.used. This procedure is carried out twice 
a day for a couple of days, and thereafter once a day until 
weeping has ceased (usually the fourth day), after which 
the scabs are not removed, but raw areas are ‘‘ touched 
up ” daily with a little of the paste. The scabs come off 
in from five to seven days leaving the area healed. 

I have probably been lucky, but so far I have seen no 
case of sensitisation. 7 BRIAN LEES. 


LUMBAGO AND SCIATICA 


Sir,—While everyone must admire any coördinated 
efforts to throw light on the cause of such disabling 
affections as lumbago, I should like, as an intermittent 
sufferer, to sound a note of caution to enthusiasts ready 
to accept a single cause for this common ailment. | 

Dr. Cyriax does not give any diagnostic criteria for 
his hypothesis of abnormality of a low lumbar inter- 
vertebral disk, except to say that radiology is of no use. 
He describes ‘‘agonisingly painful coughing” as a 
well-attested sign of intraspinal lesions. Apart from the 
word ‘ agonising,” which is almost pathognomonic of 
the hysteric, one can think of several other well-attested 
causes of pain in the back on coughing. 

What would influence me chiefly against so simple 
a hypothesis as he puts forward is the fact that the 
lumbar region is not the only seat of “ rheumatic ”’ 
pain. Bad as have been my attacks of lumbago, I have 
had worse attacks of intercostal pain, a painful joint 
or two, and frequent stiff necks since childhood. Still, 
such disabilities are not crippling. After relative 
immobilisation of the painful muscles by strapping, 
with citrates and citric acid and occasional purges, I 
am much better than I was 20 years ago—even for lawn 
tennis. o 

I should like to recommend to some enterprising editor 
a collection of articles entitled ‘‘ The successful treat- 
ment of illness in ourselves,” to be contributed by 
patients who are also doctors. 

MARTIN O. RAVEN. 


Broadstairs. , 
HEALTH CENTRES 


Sir,—Attempts at constructive discussion on health 
centres are frequently handicapped by the very varied, 
and often very nebulous, mental pictures different people 
have of what each means by a health centre. For this 
reason illustrated articles, such as the one you published 
last week, are to be welcomed, and I hope this article will 
be followed, whenever possible, by. other suggestions of 
designs for possible centres. This present plan, however, 


‘can hardly be regarded as the last word in health-centre 


design, even if it is only meant as a temporary centre. 


'Asa matter of experience, temporary structures have an 


awkward habit of acquiring permanence, and it would be 
unwise to accept lower standards of building and equip- 
ment for them merely because they are intended to be 
temporary. Nor must it be forgotten that it will be upon 
the first centres built or adapted that the judgment both 
of the doctors and of their patients will be given as to the 
desirability of this new form of practice. This makes it 
doubly important not to begin with any scamped or ill- 
conceived design. 

This present design, examined with these principles in 
mind, appears at once too extravagant and too scamped. 
It is extravagant (as you have already pointed out) in its 
use of land, and yet scamped in the accommodation it 
provides for each doctor and his patients. 

The centre seems to be designed to combine the public- 
health provision of child-welfare, maternity, and dental 
services with that of a general-practitioner service 
employing at least 12 and possibly 16 doctors. X-ray, 
and rehabilitation sections are also 
provided. Such a centre could not unreasonably be 
expected to serve an urban population of some 30,000 
people. Indeed, it would not be economically possible 
to suggest at present such extensive provision for an 
appreciably smaller community. Yet the suggested 
layout requires a site of approximately 450 x 200 ft., and 
few towns now could afford to supply so large a site for a 
health centre in a position sufficiently central to be 
reasonably accessible to all the patients for whom it is 
intended. 

When we come to examine the sketch plan for the unit 
of doctors’ consulting-rooms, we find that little has been 
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done to provide either patient or doctor with comfort or 


convenience beyond that customarily available already in 
most doctor’s own premises. Each doctor is given a 
room, which (including a small curtained dressing cubicle 
and an alcove with a wash-basin) has the overall dimen- 
sions of 18 x 12ft. Windows are on one side only, and 
there is a single door opening on to a corridor. The 
patients of four doctors have to share a single waiting- 
room measuring 12 x 12 ft. This is not even centrally 
placed, but is reached ‘from the far end of. the corridor 
by a passage, 6 ft. long, which passes the single lavatory 
provided for the use of these patients. The overcrowd- 
ing, inconvenience, and chaos this could cause on a busy 
winter’s day can well be imagined. Nor has anything 
been done to help to make efficient medical work easier, 
to save the doctor from unnecessary time-wastage, or to 
enable him to make the best use of the secretarial and 
nursing help that must be made available. 

Reference back, however, to some of the articles men- 
tioned in your annotation, shows that much architectural 
thought has already been given to what might be called 
the public-health health centre. In particular the 
article on health centres in the United States (1944, i, 131) 
gives welcome proof that even government plans for such 
buildings can be so designed as to allow easily of simple 
variations to suit local requirements. But architects do 
not seem yet to have published designs that really help 
us to visualise the different types of genéral-practitioner 
health centre, suitable for different localities, which the 
country may soon be asked to provide and in which we 
may be asked to practice. If 'THe LANCET could inspire 
the active coöperation of doctors and architects in the 
preparation and publication’! of suitable health-centre 
designs for our study and criticism, a very helpful step 
might be taken towards making the health centre a 
practicable and an acceptable possibility. 


Bromley, Kent. A. TALBOT ROGERS. 


A COMPREHENSIVE TRAINING COURSE 
FOR NURSES 


Smr,—The city council of Plymouth has recently 
received the approval of the General Nursing Council 
to a proposal to establish a comprehensive training 
scheme for nurses, including the three municipal hos- 
pitals—namely, the City General Hospital, the City 
Isolation Hospital, and the Mount Gold Orthopedic 
and Tuberculosis Hospital. Student nurses in training 
will spend a portion of their time at each of these hospitals 
and the periods will be as follows : 


_ After 8 weeks at the preliminary training school: 


12 months at the City (General) Hospital. 
6 months at the Isolation Hospital. 
6 months at Mount Gold Orthopedic Hospital. 
3 months at Mount Gold Pulmonary Tuberculosis 
Hospital. | 
12 months at the City (General) Hospital. 


The total period of the course would be 4 years, the 
last 6 months of which would be spent upon elective 
work including (a) maternity, (6) public-health clinics, 
(c) mental, (d) hospital X-ray department or theatre, 
(e) staff nurse or charge nurse at one of the above 
hospitals. 

The city council had under consideration the training 
of student nurses and the staffing difficulties of hospitals, 
and have come to the conclusion that the most promising 
method of improvement of the staffing position is to 
make nurses’ training as attractive as possible. While 
it is appreciated that a certain number of intending 
students may, in the early stages of the scheme, be 


deterred by the prospect of having to spend a proportion - 


of their time at an isolation hospital and tuberculosis 
hospital, it is confidently felt that once the scheme 
has been in operation some time, and the added advant- 
ages in the way of more extensive training are appreci- 
ated, any reluctance will be overcome. Existing 
students will be given the option of entering the new 
scheme so far as they are able to, or continuing on the 
present lines. 

The city council has also decided to appoint, at a 
salary of £600-—£700, a director of training who must 
hold the sister tutor’s certificate and-have had experience 
in teaching, and who will be responsible for organising 
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and codérdinating all training and for stimulating recruit- 
ment of student nurses. A further application to the 
General Nursing Council and Tuberculosis Association 
that the time spent at a special hospital in this course 
should be allowed to count towards the time required 
for the State-registered nurse subsequently to train 
for a special certificate, has not yet been approved. 


T. PEIRSON, 
Plymouth. Medical Officer of Health. 


MEDICAL ASPECTS OF BELSEN 


Sir,—I have just seen Lieut.-Colonel Lipscomb’s 
article in your issue of Sept. 8. With the greater part 
of his conclusions I am in entire agreement, but there / 
are two points I would like to raise. _ i 

Lieut.-Colonel Lipscomb very rightly says that the 
greatest care, should be exercised in intravenous 
therapy in cases of starvation. I think that he might 
have been even more emphatic and particular. In the 
report submitted by Major E. M. Griffin and me, we 
pointed out that in autopsies on cases of starvation atb 
Belsen the weight of the heart was in general between 
110 and 250 grammes instead of the normal male 350 
to 400 g. or female 300 to 350 g. I think the conclusion 
to be drawn from this is that the capacity of the ci 
tion might—very nearly must—be held to be of one- 
third to one-half normal capacity. Personally I do 
not think too much emphasis can be given to this 
concept, in view of the imminent return of our own men 
in a similar starved condition from the prison camps in 
the Far East. The moral is that the circulation of a 
starved person is much less adaptable and of far less 
capacity than that of a normal. Many of us are used to 
treating hemorrhage and shock under war-time condi- 
tions. We must drastically modify our ideas when we 


` come to intravenous therapy in the starved. 


The other point that I wish to take up is in regard to 
the ten RAMC personnel who developed a fever which 
clinically resembled modified typhus. On all these men 
I performed agglutination reactions whilst they were 
under treatment: in the British wing. Some I was able 
to follow for two and three weeks. With O strains of 
proteus at my disposal as antigen, I could at no time 
find any significant titre or rise of titre in these cases. 
Unless Lieut.-Colonel Lipscomb has obtained further 
serological evidence on these cases, I take liberty to 
suggest that a firm diagnosis of typhus is not established. 

4 Mobile Bacteriological Laboratory. . 

BAOR. A. P. PRIOR. 


RELEASE OF PHARMACISTS 


Sır, —If the Ministry of Labour waits inactive while 
events drift to a crisis, it is quite probable that people will 
be unable to get the medicine prescribed for them during 
the coming winter. l 

Briefly, the situation is that more than 300 pharma-. 
cists are needed to fill existing vacancies. The need is 
not a question of guesswork ; it represents the number 
notified from all parts of the country to the Pharma- 
ceutical War Committee specially appointed to advise the 
Government on how available pharmacists ought to be 
allocated between civilians and the Services. The largest 
number of special releases which the Ministry appears 
likely to concede is 100—an inadequate allotment. 

It is true that 400 pharmacists are to be released under 
“ age and length of service ” before the end of the year, 
but these men will be free to go wherever they like. 
Only a few of them will be available for the vacancies 
which must be filled if a breakdown in the medicine 
supply is to be averted. Many of the vacancies are in 
neighbourhoods, such as remote country places or the 
East End of London, to which a demobilised man will 
refuse to go when he is free to choose. | 

Obviously it is in the general interest of the community 
to maintain a service essential to the health of the com- 
munity as a whole. If the Ministry of Labour refuses to 
maintain it, the responsibility is on them; but it does seem 
odd that they should ignore the unbiased advice of a 
committee of professional men and representatives of the 
Service departments set up by the Government to give it. 

JAMES C. YOUNG. 


Chairman 
Central Pharmaceutical Committee. 


Lo ndon, WC1. 
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ERNEST WARD | 
MA, MD CAMB., FRCS 
Ernest Ward had a cheerful self-confidence, a gift of 


expression, and exceptional drive—a combination of 
qualities that may be rather overpowering. But in him 


they were associated with a humour and a diversity of 


interests which kept him human. But for two major 
l illnesses, early and late in his 
career, he might have achieved 
a Yet he achieved much, 
sid ecially in the work against 
erculosis to which he gave 
ee of his life; and he will 
‘long be remembered by many 
sorts of people. 

He was born in 1877 at 
Garforth, near Leeds, where his 
father, Sir John Ward, was 
later lord mayor. Educated 
privately and in Switzerland, 
he became a scholar of Clare 
College, Cambridge, and took a 
first-class in both parts of the 
natural sciences tripos. Thence 
he went on to the London 
Hospital, and qualified, at 
rather a late age,in 1903. Asa 
resident he was exceptionally 
keen and energetic ; and he was 
known to subsequent genera- 

tions of London Hospital men through his lively contri- 
butions to their gazette. In 1906 he took his surgical 
fellowship, but decided to be a general practitioner and 
entered a partnership at Lianelly, where he was surgeon 
to a steel works and to the local hospital. From 
Llanelly, having married in 1910, he moved to Stockton- 
on-Tees as surgical member of another firm, and at this 
time he was hon. secretary of the General Practitioners’ 
Association for Collective Research. The special know- 
ledge of tuberculosis which he afterwards displayed was 
first obtained at the Queen Alexandra Sanatorium at 
Davos, where he served as an assistant medical officer ; 
and on his return to England early in the last war he 
settled at Paignton and became a whole-time tuberculosis 
officer for Devon. 

Besides the work of a tuberculosis officer in a large 
county area, which he carried out with great energy 
and zeal, Ward found time for many outside activities. 
He served a. term of office as president of the Society 
of Medical Officers of Health, and for many years was the 
mainstay of the tuberculosis subcommittee of the society, 
which took care of the interests of tuberculosis officers. 
‘He was also the first secretary of the Joint Tuberculosis 
Council, and the Council owed much in its early days to 
his indefatigable pioneer efforts and breadth of vision, 
which included the organisation of the transatlantic 
tour in 1930, when some fifty doctors from this country 
paid a visit to the sanatoria of Canada and the United 
States. He was also a versatile writer and had a journal- 
ist’s eye for a situation. Perhaps his best-known work is 
Medical Adventure, a book of essays on a variety of 
medical subjects including legal adventures as an expert 
witness, sidelights on the old club practice, and one good 
murder story told with dramatic instinct. On similarly 
variegated lines he contributed to The Lancet series, 
“ Grains and Scruples,’”’ in 1937. Other works included 
translations of Lejar’s Urgent Surgery (1915), and Broca’s 
Ligations and Amputations (1917). From early days he 
had written frequently for medical journals, and on 
tuberculosis he wrote with sound sense and often with 
great effect, asin his notable paper on conjugal tuber- 
culosis published in these columns in 1919. ` 

In a pre-war age when medical writers ran to words 
in a way nowadays discouraged, he used to advise 
students to skip the first column about Hippocrates and 
start halfway down the second. But one never skipped 
Ward; he was always interesting and to the point. 
His essay on encephalitis lethargica will surely rank as a 
classic among descriptions of diseases written by doctor- 
patients. It was compiled with complete detachment 
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and accurate observation during the illness which left 
him with parkinsonian symptoms and compelled his: 
retirement in 1941. | 

Ward was a keen ornithologist and a botanist, as 
befitted a man who had Dartmoor for his parish. 
“ Of all hobbies,” he wrote, ‘‘ natural history best befits 
the training and daily life of a doctor.” His son has 
followed, him in medicine. 


ROBERT CUNYNGHAM BROWN 
CBE, M D DURH. 


Cunyngham Brown, who died on Oct. 7, was one whom 
to meet was to remember, and to know’ was to love. 
Son of a Scots minister, he was born in 1867 and educated 
at Glasgow and Durham., After a few years of general 
practice his interest in neuropathology led him to Frank- 
furt, where he worked with Prof. Carl Weigert, and sub- 
sequently to the National Hospital for the Paralysed and 
Epileptic. 

In 1899 he joined the Prison Medical Services, and in 
1911 his specialist and administrative abilities were 
recognised by his appointment as deputy commissioner in 
lunacy for Scotland. In 1915 he was seconded to the 
Army as officer commanding the Springburn-Woodside 
Military Hospital. In 1916 he went to Macedonia with 
the 37th General Hospital, attached to the Royal Serbian 
Army. There he established most friendly relations with 
the Serbs, by whom he was made Officer of the Order of 
St. Sava, and to whom his commanding handsome pres- 
ence made instant appeal, while his charm smoothed 
away difficulties. He left this post to become medical 
specialist to the Salonika Command, and later returned 
to England for work with the Ministry of National 
Service. 

In 1919 he was transferred to the enlarged and recon- 
stituted medical services of the Ministry of Pensions as 
deputy director-general of medical services, and in 1920 
he was appointed CBE. He held that post until 1925 when 
for health reasons he retired for a while from public work. 
His influence at the Ministry of Pensions is not to be 
measured by the short length of his service there. 
“C.B.” became and remains a tradition. Direct and 
uncompromising 'in his endeavour towards what he 
thought right, he had a way with him so that, as one of his 
colleagues wrote, ‘‘ you loved him most when most you 
disagreed.” As an able administrator ; as a specialist 
with breadth of vision and common sense; as a man 
embodying the humanities, he left an enduring mark. 
Of his occasional absentmindedness tales will long be told. 

-= From 1926 to 1932 he returned to active work as a 
commissioner of the Board of Control, and in 1936 he was 
commissioned by the Secretary of State for the Colonies 
to advise and report on the care and treatment of lunacy 
in Nigeria and neighbouring localities. During the late 
war he was welcomed back to the Ministry of Pensions as 
a specialist on medical boards. 

His interests were not limited to his profession. He 
delighted in sailing and in country life, and in conversa- 
tion there were few subjects on which he did not reveal 
unexpected knowledge and insight. Advancing years 
left him unchanged, and, despite recent family tragedies, 
he remained young, charming, and gracious to the end. 


A. S. 
WILLIAM STEWART McDOUGALL 
M B EDIN. 
Dr. W. S. McDougall was born in 1866 at Appin, 


Argyllshire, where his father, of the same name, was then 
minister. From school in Aberdeen he was sent to 
Edinburgh University and graduated in 1889. Of his two 
practices the first was at Tongue in Sutherland and the 
second at Wallington in Surrey, where for nearly fifty 
years he showed his patients how much a doctor can offer 
besides medicine. 


“Times changed. Wallington village became a senior 
suburb, and the suburb became a target area. ‘Dr. Mac’ 
(as he was inevitably called) raced a long succession of cars 
round the local corners ; he sat up late reading journals and 
books.of every kind from Wild West to philosophy, or 
listening to the midnight news; and even at 79 he seemed 
perfectly at home in a mechanised world at war. Yet he 
remained essentially a countryman. Continuing the favourite 
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pursuit of his childhood, he was a beautiful fisherman; and 
he accumulated a vast collection of fishing books, as well as 
many on flowers and animals and birds. More important, 
however, he kept a countryman’s scale of values. His 
behaviour to everyone was consistently matter-of-fact, 


unperturbed, and friendly; and the confidence he inspired’ 


as a doctor owed as much to his character as to his clinical 
talent, his carefulness, and his long experience of human 
vicissitudes. He could understand weaknesses he did not 
share; the reassurance he brought was based on power to 
control himself as well as others ; and he himself, however ill, 
was always ‘ very well thank you.’ ` 


“As father, grandfather, uncle, and cousin—all in & 


biggish way—his home was the meeting-place of a large 
‘connexion,’ and his hospitality was in the best Highland 
tradition. He wanted always to make his guest easy and 


content, and he had this same attitude towards his patients. - 


But the kindness of his hospitality, conversation, or advice 
had none of the exaggeration that sometimes lessens the 


charm of Celtic sympathy. He was indeed often silent, and 


seldom spoke at length ; he might even seem rather detached : 
and he was never insincere. 
including the sardonic, he can have had few illusions about 
his fellows; but he probably saw more of their best side 
than most of us do; and of the living, as of the dead, he 
preferred to say nothing unless it could be good. 

“Having apparently no sense of his own superiority, he 
was well placed as senior partner of a large firm of prac- 
titioners; and with persistent courage he continued his 
work throughout the war till it was far beyond his strength. 
But in his 80th year his hair was still dark and his attitude 
contemporary. Neither fatigue nor age altered his per- 
sonality, and he went on treating his neighbour better than 
himself.” 


Dr. McDougall was consulting physician to the Car- 
shalton War Memorial Hospital and a member of its 


original staff. He married, first, Margaret Mitchel, of 


Ribigill, near Tongue, by whom he had three sons and 

two daughters, and secondly S. H. Mitchell, who survives 

him. One of his younger sisters was the late Dr. Mary 

erer a of Croydon. He died at Wallington on 
ept. 29. 


JAMES MACDONALD TROUP 
M A ST.AND., M B CAMB. 


Dr. Troup, who died on July 31 in his 78th year, was a 
Scotsman who made South Africa his home, and came 
to be regarded in Pretoria, where he practised for 43 
years, as the ideal family physician. He was born at 
Huntley, Aberdeenshire, the youngest son of the Rev. 
Robert Troup, and was educated at Madras College and 
the University of St. Andrews, where he took his MA. In 
1886 he went with a Guthrie scholarship to Cambridge 
and read medicine and mathematics. He was a brilliant 
mathematician and in the tripos of 1890 was Seventh 
Wrangler. He did his clinical work at King’s College 
Hospital, where he was a senior scholar and became 
house-surgeon to Watson Cheyne. In 1897 he went to 
South Africa to take up an appointment at Grahamstown, 
and after practising for a time at Somerset East he settled 
in Pretoria in 1902. : 
` Possessing an astonishing clinical acumen with a 
naturally inquiring mind, Troup might well have been 
a consultant physician, but he preferred the wider scope 
of general practice. He liked nothing better than to be 
the adviser and counsellor of a multitude of families in 
and about Pretoria; but he never failed to keep pace 
with advances in medicine, being an assiduous reader 
of medical journals all his medical life. A colleague, 
writing in the South African Medical Journal, recalls that 
his interest never flagged: ‘‘ when confronted with 
something obscure or unusual his tenacity of purpose 
would invariably find the solution—and this with very 
little help from mechanical aids. In therapeutics, as 
in diagnosis, he was supreme.” Dr. A. Pijper, the patho- 
logist, writes in the same journal of his first meeting with 
Troup. They had been in consultation over a patient 
and were standing in the street when Troup began to 
discuss an article Pijper had lately published on the 
“ He quietly 
explained where he thought I had gone wrong in my 
mathematics and physics, and we ended by sitting on 
the running-board of his car and drawing figures in the 
sand.” Pijper also asks how many people realise that 


With his wide range of humour, - 


but for Troup tick-bite fever would probably still be 
unrecognised. By the early 1920’s Troup had realised 
that this was a disease sui generis, peculiar to South 
Africa ; he had worked out its clinical features and knew 
it was spread by a bite ; but he left it to Pijper to eluci- 
date its ætiology. In 1931 they described this mild 
tick-typhus, with ‘‘ no mortality, no sequele, almost 
no complications, and practically no literature ” in 
THE LANCET (1931, ii, 1183). As an anesthetist Troup 
kept almost entirely to chloroform and ether, and his 
technical skill showed ‘itself particularly in his adminis- 
trations to children and the aged. 

Dr. Troup married twice. His first wife, Ethel 
MacDonald, died six years after he settled in Pretoria. 
In 1909 he married Alberta Davis. 


Public Health o 


QUALIFICATIONS 


REVISION of the course and examination for the 
diploma in public health has long been promised, and the 
General Medical Council are now considering a report by 
the Society of Medical Officers of Health which proposes 
a new syllabus.: This is designed for the years in which 
a National Health Service is taking shape. 

The new DPH course, as set out in the report, will omit 
practical training in chemistry, physics, physiology, 
biochemistry, and bacteriology, since the time hitherto 
spent on acquiring laboratory technique in these subjects 
could be more profitably used. For similar reasons 
practical tests in food inspection are to be left out. 


- To ensure that the candidate pays attention to practical 
demonstrations during his course, he will be required to keep, 
and produce at his examination, a day-book in which he is 
to discuss the implication of his practical studies. He is also 


to write a dissertation on some subject he has encountered 


during these studies. 


To provide a basic training in preventive and social 
medicine for all doctors taking part in the public-health 
services, the report suggests a postgraduate course lasting 
one academic term of whole-time study or the equivalent 
(300 hours) in part-time study. At the end of this basic 
course a certificate will be awarded. Those seeking a full 
qualification in public health will take a further course 
lasting two terms, or the equivalent, to fit them for the post 


of medical officer of health. On passing the examination - 


they will receive the DPH. 


The basic course is to cover the history of public health, 
functions of central and local authorities and voluntary bodies, 
agencies for relief, statistical information, control of infection, 
housing, physical education, heredity, health education and 
international health organisations. Practical work will 
include demonstrations, visits, and exercises in epidemio- 
logical problems and the preparation of statistics. 

The course for the full qualification in public health will 
include the study of physiology, biochemistry, food and 
nutrition in relation to public health ; bacteriology, parasito- 
logy, and medical entomology, as applied to epidemiology ; 
mass aspects of disease ; sanitation, water-supply, housing, 
town-planning ; statistics, plans, administrative methods ; the 
public-health laws; mental health services; occupational 
health, and health education. Candidates will live for four 
weeks in a fever hospital, or attend for 3 months part-time, 
and will undertake practical work in a health department. 


In addition, the report deals with the position of public- 
health specialists, and recommends that doctors now in 
the service should be placed on the specialist register if 
they have had 5 years’ postgraduate training and experi- 
ence in the practice of medicine, of which not less than 2 
have been spent in a public-health department doing 
work comparable with that ofa medical officer of health, 
and if they hold an approved academic qualification in 
public health. 


For newcomers to the service the criteria for admission to the 
register should be residence for not less than 12 months in 
approved hospitals or institutions, and not less than 6 months 


1. Postgraduate Education of Medical Practitionersin Public Health. 
Report by a subcommittee of the Society of Medical Officers of 
Health, with Prof. R. M. F. Picken as chairman. Obtainable 
from the society at Tavistock House (South), Tavistock Square, 
London, WCl. : 
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in géneral practice ; training and service, for 2 years whole- 
time,. 3 -years part-time, in the central office of department 
of the MOH of an approved authority ; and a recognised 
academic qualification in public health. 


A second part of the report considers the training of 
officers and:specialists who give service of a spécial kind 
in the. public-health department. These include child 
health officers, school medical officers, maternity officers, 
chest physicians engaged in tuberculosis. work, and 
specialists in infectious diseases or venereal diseases. 
It is suggested that in addition to taking the basic course, 


.they should have special experience in their subject, and. 


hold a recognised qualification in it. 


Thus child health officers (including school medical officers) 
would be required to have had 18 months’ general clinical 
experience in resident medical and surgical appointments and 
general practice ; a year of special experience as a resident in a 

hospital with children’ B wards ; and not less than a year in the 

child-welfare section of a health department. They would be 
expected to take a postgraduate qualification in child health, 
the examination for which should give prominence i preven- 
tive and social factors. . 

Maternity officers, who, in the subcommittee’s view, should 

-be responsible for the antenatal, intranatal, and postnatal 

care of the mother, would be required to have the same general 
clinical experience as child health officers, followed by two 
years’ experience in maternity hospitals or. hospitals with 
maternity wards, and i in clinics, Some part of this time should 
preferably be spent in a hospital taking gynecological cases 
and children. They should also attend antenatal, postnatal, 
and child-welfare clinics, and should take a postgraduate 
qualification in obstetrics and gynecology. 


Similar standards are proposed for the other specialists 
in this group, except that these—specialising in tuber- 
culosis, infectious diseases, and venereal diseases—would 
be required to take a higher qualification in. ‘medicine 
instead. of a special diploma. 


Infectious Disease in ngani and Wales 
WEEK ENDED OCT. 6 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1683; whooping-cough, 909 ; diphtheria, 479 ; 
paratyphoid, 11; typhoid, 15; measles (excluding 
‘rubella), 367 ; pneumonia (p primary or influenzal), 377 ; 
puerperal rii, 155 ; cerebrospinal fever, 38 ; polio- 
‘myelitis, ; polio-encephalitis, 0; encephalitis leth- 
argica, 0 ; eee 207 ; ophthalmia neonatorum, 79. 
No case of cholera or typhus was notified during the week. 


The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on Sept. 26 was 1021. During the 
previous week the cite cases were admitted: scarlet fever, 69; 
diphtheria, 41; measies, 4; whooping-cough, 17. 


Deaths.—In 126 great towns there were no deaths from 
enteric fever, measles, or scarlet fever, 4 (1) from whoop- 

ing-cough, 12 (1) from diphtheria, 47 (7) from diarrhea 
and enteritis under two years, and 8 (0) from influenza. 
The figures in parentheses.are those for London itself. 

Liverpool reported 10 deaths from diarrhcea and enteritis. 
The number of stillbirths notified during the week was 
200 (corresponding to a rate of 29 per thousand total 
births), including ll in London. 


On Active Service 


. AWARDS 
a CBE ` 
Colonel F. A. BEARN, DSO, MO, MD MANC., RAMC 
Brigadier ERNEST BULMER, OBE, MD EDIN., FRCP, RAMC 
* Brigadier J. T. McCoNKEY, LRCPI, RAMC 
‘OBE 
Sarason Lieut.-Commander J. S. GUEST, RANR 
For great skill and devotion to duty as PMO of HMAS Westralia 
during the landing on Tarakan Island on May 1, 1945. 
DSO 
Lieut.-Colonel M. W. GONIN, MRCS, RAMO 


MENTIONED IN DESPATCHES 
Surgeon Lieut.-Commander W. H. MILROY, RANR 


` NOTES AND NEWS 
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‘Notes and News 
NURSES FOR THE TUBERCULOUS f 


In view of the acute shortage of nurses in sanatoriums, the 


Minister of Health asks all hospital authorities to consider 
whether they can release some of their trained or assistant 
nurses—who, of course, must be willing to make the transfer 
—for training at such institutions. If most hospitals ‘can 
spare one or two nurses for this purpose, the situation in the 
sanatoriums will be greatly eased. On May 1 of this year the 
number of tuberculosis nurses needed ‘was estimated at 1909 
(24:2% of the full establishment); in February the deficit 
had. been only 1771 (23:2%), and in November, -1944, 1471 
(20°2%). Patients awaiting admission to hospital have risen 
from 4628 in March of this year to 4972 in June; so the 
situation is deteriorating. The Minister asks that matrons 
or other responsible officers will explain to their nurses 
how urgent the need has become. He also: asks as many 
hospitals as possible to make arrangements for nurses taking 
general or fever training to be seconded to sanatoriums 
for part of their training. 


PROHIBITION OF OPIUM 


THE Times of Oct. 10 announces that the British military 
administration has totally prohibited opium in Malaya and 


` all British-protected territories in the Far East. . Before the 


war, government revenue from the opium monopoly was 


being gradually reduced, with total prohibition as the ultimate 


aim. It is. emphasised that the success of the new policy 
will depend on effective control of opium production in other 


countries, and the British Government are consulting other 


governments to secure their coöperation. 


University of Cambridge 


The title of the degree of MB, B CHIR Has been conferred on 
the following: I. M. S. Chappel, P. J. Coope, M. E. P. Hele, 
J. E. Keilin, L. A. Norris, H. M. Russell, C. N. Smith, J. 
Whitham, and G. B. Wrong. 


Royal College of Surgeons of England 

On Oct. 11 Sir Howard Florey, FRS, professor of pathology 
in the University of Oxford, delivered the Lister lecture on 
the use of micro-organisms for therapeutic | purposes (see p. 
503). Afterwards Sir Alfred Webb-Johnson, president of 
the college, presented him with’ the Lister medal and prize 
of £500. Sir Howard, in returning thanks, reiterated that 
the successful use of penicillin was the outcome of the work 
not of himself alone, but of a host of collaborators. 


At a meeting of the council held on Oct. 11, with Sir Alfred 
Webb-Johnson, the president, in the chair, a Leverhulme 
research scholarship was awarded to Mr. P. B. Ascroft, for 
research on the pathology of head injuries. 


A diploma of fellowship was granted to David Barrett 
Feather (Leeds), and.diplomas of membership were granted 
to the following :- 

C. H. de Boer, Lucy M. Dunkerley, R. L. 
Hutchinson, P. M. Jeavons, H. A., 
Harold Wainstead. 

The following diplomas were granted jointly with the Royal 
College of Physicians of London : 

D. Phys. Med.—J. F. Bach and E. J. Crisp. 

DCH.—H. I.C: Balfour, Henry Blair, Agnes A. Brash, E. H. Brown, 
E. F. B. eae: Alexander Comfort, Nancy D. Cox, J. oe Dathan, 
R. L. J. S. Derham, Glenys M. M. Donaldson; F. R. Elgood, 
Elizabeth ae C. Falle, I. W. Gallant, Susanna Gordon, Moca Griffin, 
G. R. Griffith, Ursula Jerram, Alexander Kahan, or ing ae Kerme 
Vivien U. Lutwyche’ Helon M. C. Morley, Joan L = 
Paget, Margaret ae pap eae 
Wall, L. S. Prasad, R. 
Usborne, D. E. Tarrow, a 
Hedwig L. Zondek. 


Major (Non-Teaching) Voluntary Hospitals Staff 


The annual general meeting of the Association of the 
Honorary Staffs of the Major (Non-teaching) Voluntary 


Greenwood, E. C. 
Sie. W. H. Lonsdale, and 


saat fee ThA atte Borner: 
Mary M 'E. “Ratier, Vivian À LN. 
S Yudkin, Charles Zahra Neumann 


‘Hospitals of England and Wales. will be held at the Royal 


College of Surgeons, Lincoln’s Inn Fields, London, WC2, on 
Friday, Nov. 9, at 2.15 Pm. Mr. H. J. McCurrich is president 
of the association, Mr.. Kenneth Heritage treasurer, and Mr. 
M. P. Reddington hon. secretary. 


Return to Practice 

The Central Medical War Committee announces that the 
following have resumed civilian practice : 

Mr. F. d’Abreu, FRCS, 82, Harley Street, W1. 

Mr. Geonrey H. Bateman, FRCS, 55, Harley Street, W1. 

Dr. F. W. Jacobson, 75, Wimpole Street, W1. 
Dr. G. L. S. Konstam, FRCP, 40, Harle Street, Wi. 
Dr. V. R. O'Connor, 8, Leam Terrace, eamington ‘Spa. 
Dr. W. R. Reynell, FRCP, 87, Harley Street, London, W1. 
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London Association of the Medical Women’s Federation 


On Friday, Oct. 26, at 8.30 pm, at BMA House, Tavistock 
Square, WCl, Dr. Beryl Harding will give her presidential 
address on relief work in Greece. 


Medico-legal Society | 

_ Ata meeting of the society at 26; Portland Place, London, 
W1, on Thursday, Oct. 25, at 8.15 pm, Dr. W. Norwood 
East will deliver his presidential address on society and the 
criminal. 

The Title ‘‘ Nurse ’” . 

Since Oct. 15 it has become an offence, punishable by 
fines, for persons to use the title of nurse unless they are 
State-registered nurses or enrolled assistant nurses. The 
Ministry of Health announcement that this regulation was 
to be enforced recalled that the Nursing Acts, 1943, make 
exceptions in favour of children’s nurses, and of titles such as 
“ trained nurse,” ‘‘ maternity nurse,’ ‘“‘student nurse,” 
“ pupil assistant nurse ” and others. 


Problems of Resettlement 

Members of the Civil Resettlement Planning Headquarters 
at Hatfield will give four lectures on this subject at 26, 
Portland Place, London, W1, at 6.30 pm on the four Tuesdays 
of November. Lieut.-Colonel A. T. M. Wilson, Ramc, will 
speak on psychological aspects of resettlement (Nov. 6) ; 
Major H. Bridger, RA, on resettlement and the social worker 
(Nov. 13) ; Chief Commander M. B. Boyle, ats, on the social 
background of resettlement case-work (Nov. 20) ; and Lieut.- 
Colonel Wilson, on some experiences in resettlement (Nov. 
27). Tickets may be obtained in advance from the organising 
secretary of the British Federation of Social Workers, 56, 
Victoria Street, SW1. ; . | 


Heberden Society 
‘The inaugural general meeting of the year will be held 
on Nov. 2 at the rehabilitation unit of the Royal Free Hos- 
pital, Gray’s Inn Road, WCl, at 4 PM, when there will be 
an exhibition of relief-map modelling as a form of occupation 
therapy, photographic studies of the hand in arthritis, rest 
splints in ‘ Perspex,’ a captured German metal-seeking 
apparatus, and a mobile physiotherapy cabinet. At 4.45 PM 
there will be a lecture-demonstration on recent advances in 
physical methods, when Dr. C. B. Heald will demonstrate 
aerosols in rheumatism, and the aerophore and lumbago, 
_Flight-Lieutenant B. C. Elliott, diathermy without screening, 
radar apparatus modified for medical application, the bal- 
anced pulse generator and weak muscles, and an improved 
ultraviolet efficiency tester; and Dr. Graham Weddell 
electromyography and fibrositis. The inaugural dinner will 
be held at 7.45 the same evening at the Euston Hotel. At 
10 am on Saturday, Nov. 3, at the Middlesex Hospital, Prof. 
B. W. Windeyer will lecture on the treatment of ankylosing 
spondylitis by X rays. Tickets may be had from Miss 
Bereton, 91, Priory Road, West Hampstead, NW6. Doctors 
attending the postgraduate course of the Empire Rheumatism 
Council will be welcome at both meetings if they apply for 
tickets. : 


British Orthopedic Association 

The annual meeting of the association will be held at the 
Royal College of Surgeons, Lincoln’s Inn Fields, London, 
WC2, on Oct. 26 and 27. On Friday, the 26th, ab 10 AM, 
Prof. T. P. McMurray will speak on Thomas and his splint, 
and Mr. C. H.- Cullen on the infection of gunshot wounds 
with actinomyces. At 11.10 am Mr. St.J. D. Buxton will 
deliver his presidential address on the prevention of accident 
and limitation of injury, and afterwards Prof. H. J. Seddon 
will describe Another Island Epidemic of Poliomyelitis. 
At the afternoon session, beginning at 2 PM, the following 
papers will be read: Prof. J. Leveuf, primitive congenital 
subluxation of the hip; Mr. J. S. Batchelor, congenital 
dislocation of the hip; Mr. E. W. Bintcliffe, pollicisation of 
the index finger for traumatic amputation of the thumb. At 
4.10 pw Mr. P. G. Hennell will give a lecture-demonstration 
on clinical photography. The dinner of the association will 
be held in the hall of Lincoln’s Inn at 7 on the same 
evening. On Saturday, the 27th, at 9.30 am, Squadron 
Leader E. Somerville will speak on air arthrography of the 
knee-joint, and Prof. Harry Platt on the place of ortho- 
pedics in medical education and.in the regional hospital 
service, At 11.10 am there will be a symposium on methods 
of treatment of simple extra-articular fractures of the femur, 
when the opening speakers will be Mr. R. G. Pulvertaft, 
Major John Charnley, and Mr. G. R. Fisk. 


BIRTHS, MARRIAGES, AND DEATHS 


l 
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International Pharmaceutical Meeting 

The first meeting of European pharmacists since the war is 
being held in London next month on the invitation of the 
Pharmaceutical Society of Great Britain. The members of 


the bureau of the Fédération Internationale Pharmaceutique 


who will: attend are Dr. E. Host Madsen (Copenhagen), 
president ; Mr. E. Saville Peck (Cambridge) and Prof. D. van 
Os (Groningen, .Holland), vice-presidents ; Dr. T. Potjewijd 
(Winschoten, Holland), secretary; and Mr. C. Moyens 
(Brussels), assistant secretary. 


Royal Society of Medicine 


The section of odontology will meet at the Royal College of 
Surgeons, Lincoln’s Inn Fields, London, WC2, at 6.30 PM, 
on Monday, Oct. 22, when Mrs. Lilian Lindsay will deliver 
her presidential address on the London dentist of the 17th 
century. Afterwards Mr. Roland Hill will describe abnormal 
dentition in Nigerian natives and Sir Frank Colyer will give 
a demonstration in the odontological museum. On Oct. 23, 
at 5 pm, at 1, Wimpole Street, W1, Dr. T. Izod Bennett will 
give his presidential address to the section of medicine. He 
will speak on hypertension and the discussion will be opened 
by Major Clifford Wilson and Dr. Mary Lockett. At the 
section of urology,.on Oct. 25, at 5 pm, Mr. Wilfrid Adams will 
give his presidential address on uretero-colic union. On 
Oct. 26,'at 3 pm, at the section of epidemiology and State 
medicine, Dr. Melville Mackenzie will read a paper on trends 
in. public-health work in the city and State of New York, in 
Massachusetts, and in Georgia. At 4.30 Pm, on the same day, 
at the section of disease in children, Prof. Norman Capon will 
give his presidential address on the training of clinical teachers. 


Appointments 


ALEXANDER, MARION C., MB BELF.: examining factory surgeon for 
Wiveliscombe, Somerset. 

Brn aa W., MB LEEDS: examining factory surgeon for Horsforth, 

or 8. 

Evans, W. E. F., MRCS, DA: senior anesthetist, West Middlesex 
County Hospital. 

McKissock, WYLIE, MS LOND., FRCS: temp. surgeon, National 
Hospital, Queen Square, London. 

MURRAY, A., MD GLASG., DPA: medical superintendent, East 
Fortune Sanatorium. 


Births, Marriages, and Deaths 


BIRTHS 

BAYLIss.—On Oct. 10, the wife of Dr. R. I. S. Bayliss, of Tettenhall 
Staffs—a son. 

BEALES.—On Oct. 10, at Oldchurch, the wife of Mr. Philip Beales, 
FRCSE—@ son. 

ELLIOT.—On Oct. 1, at Rhyl, the wifo of Lieut.-Colonel J. A. 

lliot, RAMC—a son. f 

GRAY.—On Oct. 7, at Cambridge, the wife of Major Charles Gray, 

RAMC—a daughter. k 

HucerTrT.—On Oct. 8, to Prof. Esther Killick, sts, wife of Prof. 
A. St. G. Huggett, MB—a daughter. 

KELLOcK.—On Oct. 11, the wife of Lieutenant T. D. Kellock, 

`” RAMO (MEF)—a@ son. 

MADDEN.—On Oct. 7, the wife of Dr. J. G. Madden, of Tollesbury, 
Essex—a son. l i . 

MARSHALL.—On Oct. 7, at Carshalton, Surrey, the wife of Dr. 
T. S. Marshall—a son. i 

PRICE.—-On Oct. 7, at Clifton, the wife of Dr. C. H. G. Price—a son. 

Snow.—On Oct. 9, the wife of Dr. R. H. B. Snow, of Hadleigh, 
Suffolk—a son. 

WHITTERIDGE.—-On Oct. 8, at Oxford, the wife of Dr. David 
Whitteridge—a daughter. . 


MARRIAGES 


KAVANAGH—LEROUX.—On Oct. 6, at Crawley, Edward Kavanagh, 
surgeon lieutenant RNVR, co. Wexford, Ireland, to Blanche 
Léoni Leroux. 

SPENCER SMITH—WILLIAMSON.—On Oct. 8, at Bexhill-on-Sea, T. H. 
Spencer Smith, captain IMs, to Olive Margaret Kathleen 
Williamson. 

WILLIAMSON—COOKE.—On Oct. 6, at North Shields, Martin S. 
Williamson, MC, major RAMC, to Jean Cooke. , 


DEATHS 


ANDERSON.—On Oct. 12, at Keswick, William Dunlop Anderson, 
OBE, MB CAMB., aged 87. \ 

Brown.—On Oct. 7, at Lymington, Hants, Robert Cunyngham 
Brown, CBE, MD DURH. 

BOWEN-DAVIES.—On Oct. 7, at Gerrards Cross, William Lloyd 
Bowden-Davies, MRCS, aged 74. 

GOLDSMITH.—On Oct. 9, at Lowestoft, Edmund Onslow Goldsmith, 
BA CAMB., MRCS, aged 53. ; 

HARPER.—On Oct. 3, at Leopoldville, Belgian Congo, Frances 
Margaret. Harper, MB EDIN., DPH. = 

McMunn.—On Sept. 15, James Robert McMunn, CB, CMG, LRCPI, 
major-gencral late RAMC, retd, aged 79. l 

Mosss.—0On Oct. 11, in London, David Assur Henry Moses, MC, 
MRCS. 7 l . ; 

Smiru.—On Oct. 8, iù ‘Cheltenham, Lionel Fergus Smith, CMG, 
MB DUBL., late RAMC, retd, aged 73. 

Srorrs.—On Oct. 9, at Teddington, Reginald Storrs, LRCPE, 
lieut.-calonel RAMC, aged 70. a tik” ach aed Sa 
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PSYCHOLOGY IN MEDICINE* _ 


MILLAIS CULPIN, MDLOND., FROS | 
FORMERLY PROFESSOR OF MEDICAL INDUSTRIAL PSYCHOLOGY 
_IN THE UNIVERSITY OF LONDON AT THE LONDON SCHOOL | 
OF HYGIENE AND TROPICAL MEDICINE 


. ‘THE position of psychology in medicine has undergone 
great changes i in the last: few years and is not yet stabi- 
_ lised. These changes can be understood only in the 

light of history, which allows current beliefs to be put in 
perspective. Much of the relevant history has been 
given by Greenwood and Smith (1934), Smith (1930), 
and, in its more clinical aspects, Culpin (1931, 1936). I 
propose to give a brief outline of this history and show 
its: continuity . with the present. 

There have always been two schools of thought, 
represented at one time by mechanists and vitalists, 
at another by iatrophysicists and animists, by realists 
and nominalists, and now, let us say, by some people 
who are not psychologists and by those who are. On the 
one side was a desire’ to account for all psychological 
states and processes, indeed life itself, in terms of bio- 
chemical or biophysical mechanism ; on the other. was 
felt the need for some principle that shall give unity to 
the body, manifesting itself in bodily functioning and 
activity, in emotion and thought. Here belonged the 
physis of Hippocrates, of which-the historian, A. J. Brock 
(1929), writes : 


“ The physis is not secondary to the ‘corpuscles, but a 


long. way prior to and older than they . . . it is the physis 

- which puts together the bodies of piants ‘and animals by 
virtue of the faculties which it possesses. . . .` And when 
they are born it provides for them by the use of, again, 
other faculties—one of affection and provision for offspring, 
one'of companionship and friendship for kin.” 


It is from physis that we derive the word physiology, 
and the paradox emerges that only some physiologists 
would grant the need for the conception of that physis 
of which they are nominally the exponents. 


GALEN’S THMPERAMENTS 


Galen leaned towards animism, believing that ‘‘ there 
is the creative power of nature that shapes parts accord- 
ing to the disposition of the mind.” But he also pro- 
duced a theory of temperaments, which guided medicine 
for many centuries and has given us a terminology the 
mechanistic purport of which tends to be forgotten. 
We speak of the phlegmatic person without meaning 
that he suffers from any affection of the upper respiratory 
passages; the sanguine is not particularly bloody- 
minded; and the bile of the melancholic is the same 
colour as ours, though the bilious influence survives 
today in the tube-train advertisement of a liver pill. 

may remind us how psychological medicine is rich 
in words that don’t mean what they say;. lunacy, 
hysteria, and hypochondria no longer call up ideas about 
the moon, the womb, or something under the ribs. 
Neurasthenia was losing the connotation of an asthenic 
neuron when it almost passed out of use—unfortunately, 
I think, for words that plainly don’t mean what they say 
have advantages. The gynecologist, for example, takes 
no interest in the soldier with hysteria. 

In later ages Galen’s temperaments fell out of fashion, 
and every advance in science was seized upon as giving 
the final explanation of what makes the wheels go round. 
Sometimes the new force was hailed as superseding 
animism ; sometimes it was an expression of it. Vigorous 
controversy often, took place, the significance of which 
is hard to understand without knowledge of its relation to 
problems of the period. Van Helmont (born 1577) made 


* Valedictory presidential naar to the British Psychological 
Society at Exeter, April 7, 1945 

1. Some years ago I asked - the late William McDougall why the 
Americans favoured Watson’s ‘“‘ behaviorism.’’ He answered 
that it was a political matter, with some connexion with the 
possibility of making 100° Americans out of East-European 


immigrants. It is possible that Pavlov’s privileged position 
in revolutionary Russia depended on a recognition that his 
theory of conditioned reflexes gave hopes of altering the 
reactions of the rising generation in a desired direction. Many 
years before this, Benjamin Kidd, in his Science of Power, had 
shown the possibility of altering in one generation the collection 
of emotional and behaviour patterns that he called ‘‘ social 
lid bce but he found no need to bother about conditioned 
refiexes. ao or 
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play with the archzus of Paracelsus and its relations 
Sylvius followed with vital spirits 
that were prepared in the brain by distillation, and 
Harvey’s discovery of the circulation ofthe blood served 
Stahl to give a mechanistic support to his animism and. 


explain that ‘‘ the mind adopts and maintains ‘as its 


fundamental] disposition that particular disposition 
which the movement of the humours through channels 


ofa definite type has given to the pulse or circūlation.’””: 


STAHL’S PSYCHOLOGY 


Stahl was in my student days held up as a bogy- man. ` 
His theory of phlogiston, an explanation of combustion, 
was so absurd that the use of a pair of scales would have: 
disproved it ; yet in some curious fashion it was said to 
have hindered the progress of chemistry for a hundred ' 
years. His theory of animism was presented as a 
cantankerous belief that bodily processes did not follow 
the laws of chemistry or physics, and was finally dis- 
proved by the synthesis of urea! 

When Greenwood and Smith (1934) went to original 
sources they found a different story. Stahl was an 
efficient chemist and anatomist ; his theory of phlogiston 
was not absurd for his period ; phlogiston was no more 
a material substance than was heat.-or cold, and no. 
reasonable man would expect to weigh it.. He claimed, 
however, that chemistry and physics were given more. 
than they could carry and propounded a psychology 
which, to the disadvantage of medicine, fell as seed. 
upon ‘stony ground. His description of psychological 
types will bear comparison with that of Jung, and he 
shows how a sound mechanistic training combined with 
the scientific spirit—which I define for this argument as 
the unprejudiced search for truth—will drive the clinician 
to the use of psychological conceptions. 

Greenwood and Smith note that there were scientific 
giants in those days, and that Stahl lived in an age that 
was reaping the effect of the work of Copernicus, Galileo, 
Kepler, Harvey, and Descartes. We know that opposi- 
tion was active; the battle of theology versus science 
was raging and influenced a trend on one side towards. 
making chemistry and physics all-sufficing. After a. 
vigorous controversy, chiefly with Leibnitz, Stahl 
was defeated, and his defeat set back the progress of 
psychology in medicine for two hundred years. — aes 


HALLER’S IRRITABILITY OF NERVE 


After Stahl came. von Haller. A good physiologist, 
by close and accurate work he established the irritability 
of nerve and, all unsuspecting, laid the foundation for 
great material advance and great immaterial speculation. 
This irritability was soon turned into a nervous force, - 
and again the final solution had been found. Sprengel 
(1803) declared “all the phenomena of life, especially 
the movements of the solids and the mixture of the 
humours, are the results of the influence or the nervous 
force.? In 1925 Seelig wrote : 


“ These studies substituted for the Hippocratic principle 
of the pneuma, for the archeus of Paracelsus, for the vital 
spirits of Sylvius, and for the anima of Stahl, for all these 
vague meaningless things these studies of Haller substituted 
the simple principle of irritability, a force now recognised 
and experimentally demonstrable in all living tissue.” 


The background to this enthusiasm is to be found in 

the fact that Seelig; “writing an up-to-date history of 
medicine, makes no mention of psychology, offering not 
even a refutation of Freud. The irritability of nerve 
had put such nonsense Poraa N out of court. 
- Von Haller (1747) had no share in such claims. He 
would, I think, have repudiated them, for he wrote, after. 
mentioning some current theories: ‘‘ We shall refer 
them to those hypotheses which the desire of explaining 
those things, of which we are unwillingly ignorant, has 
given rise to.’ He indicates here a pital mito which 
medicine has repeatedly fallen. 


THEORY OF EVOLUTION 


The 19th century saw an old situation repeated when 
the evolution theory set off again the ancient battle. 
Huxley, Darwin, Romanes, and Herbert Spencer were 
among the intellectual giants of that age and they put 
up a lively fight, a notable skirmish in the campaign 
being that between Huxley and Gladstone about the 
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Gadarene swine. Again the ranks had to be closed, and: 
a bugle-call is sounded in the OED definition of neurosis - 


as “a change in the nerve-cells of the brain prior to, 
and resulting in, psychic activity.” This definition, 
supported by references to Huxley and Romanes, 
is not physiological but metaphysical, and anyone who 
feels like it is free to reverse the process and make the 
psychic activity precede the neuronic. You can’t 
check it under the microscope. | 


To admit the possibility of the psychosis preceding 


the neurosis might have been equivalent to a surrender 
that by some process of argument would ultimately 
lead to a belief in the historical accuracy of the story 
of the swine. Whatever the forces at work, there was 
an urge to deny validity to psychological conceptions. 

is came to apotheosis in Pavlov’s work on the con- 
ditioned reflex, at the mention of which the medical 


psychologist is expected to bow his head and worship 


silently at the shrine of pure science. 


PAVLOV’S CONDITIONED REFLEXES 


This work goes back to the 19th century and belongs 
to it. As a student I thought that Pavlov, working in 
a spirit of pure research, had discovered this reflex and 
then found it of wide occurrence in physiological mechan- 
isms. But a film picturing his.work, and shown some 
years ago at the Royal Society of Medicine, finished with 
the statement ‘‘ Man’s behaviour is but a series of 
conditioned reflexes.” Surely, thought I, Pavlov never 
said that; he’s a scientific man. So I turned to the 
original and found that he did say it. His account 
tells how he set out to find a scheme of animal and 
human behaviour that would exclude psychological 
conceptions, and he produced it by this elaboration of his 
conditioned reflex. : | 
Here we see a new departure. Instead of taking the 
latest discovery of science and claiming for it, in time- 
honoured fashion, the final solution of the basic problem 
of metaphysics, Pavlov looked around for a new scheme 
by which he might propitiate the mechanistic gods. 
This negation of the spirit of research was not easy. 
Or was it too easy? Listen to this and judge for 
yourselves : | | 


“The dog” (previously described as very tractable) 
“ was placed in a stand with loose loops round his legs, but 
so as to be quite comfortable and free to move a pace or 
two. Nothing more was done except to present the animal 
repeatedly with food, at intervals ọf some minutes, It stood 
quietly enough at first, and ate quite readily, but as time 
‘ went on it became excited and striiggled to get out of the 
stand, scratching at the floor, gnawing at the supports, 
and so on. This ceaseless muscular exertion was accom- 
panied by breathlesaness and continuous salivation, which 
persisted at every experiment for several weeks, the animal 
_ getting worse and worse until it was no longer fitted for our 
researches. For a long time we remained puzzled over the 
unusual behaviour of the animal. We tried out experi- 
mentally numerous possible interpretations, but though 
we had had long experience with a great number of dogs 
in our laboratories, we could not work out a satisfactory 
solution of his strange behaviour, until it occurred to us 
at last that it might be the expression of a special freedom 
reflex and that the dog simply could not remain quiet when 
it was constrained in the stand.” , Pavlov (1927). 


He describes his investigation of a. case of catalepsy 
and tells us that ‘“ Owi 
experience in the laboratory I reasoned on a purely 
physiological basis.” When he gets down to the 
pathology he offers us the choice of “ toxic action,” 
‘an exhaustion of the elements of the cortex,” or ‘‘ direct 
or indirect reflex influences (the last resulting from local 
changes in the blood circulation or in the general nutri- 
tion)” The words belong to physiology, but the ideas 
are fantasy and, taking a lead from the great man him- 
self, I propose to invent and invoke a fantasy reflex. 
When this is suitably conditioned, the presentation of 
a psychological problem produces an outpouring of 
fantasy which is expressed in physiological language 
- and, if from one in authority, comes to be accepted as 

scientific truth. Here is an example of this reflex from 
a standard textbook used by students in the darkest 
period of medical psychology—i.e., about 1900. It is 
an explanation of writers’ cramp. : 
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“ The education of centres which may be widely separated 
from each other for the performance of any delicate move- 
ment is mainly accomplished by lessening the lines of 
resistance between them, so that the movement, which was 
at first produced by a considerable mental effort, is at last 
performed almost unconsciously. If, therefore, through 
prolonged excitation, this lessened resistance is~- carried 
too far, there is an increase and discharge of nerve energy, 
which gives rise to spasm and disordered movement.” 


Orations and essays on medical education dwell upon 
the need for teaching the student to think for himself. 
For such an end this passage could provide an excellent 
lesson, but at the cost of arousing disrespect for authority. 
Without this disrespect the student must feel that the 
author has access to wells of truth hidden from ordinary 
folk, or possesses an esoteric faculty of diagnosis which 
he, poor fish, can neither emulate nor question. 


MAUDSLEY’S NEUROSIS SPASMODICA 


Returning to the days of Victorian controversy, we 
find another example. Maudsley, a famous psychiatrist 
and a contemporary of Romanes and Huxley, could 
not escape the metaphysics of his day. He took over 
the neurosis idea, gave the word a new pathological 
meaning (it already had several old ones), and invented 
a neurosis spasmodica which underlay (or perhaps was 
prior to and resulted in) the insane temperament. He 
defined it as ‘‘ a defective or unstable condition of nerve 
element, which is characteriscd by the disposition to 
sudden, singular, and impulsive caprices of thought, feel- 
ing, and conduct.’? Maudsley (1879) has walked into the 
pitfall indicated by Haller and produced à fantasy the 
only function of which is to allow us to think we know 
something when we know nothing. It is strange that 
today ‘“ neurosis’ does not indicate the physiological 
basis of insanity but any mental] disorder that is not 
insanity. I cannot trace when or how this change came 
about. In 1870 Maudsley wrote (the quotation is to: be 
found at the front of a recent textbook on Physical 
Methods of Treatment in Psychiatry) : 


“ The observation and classification of mental disorders 
have been so exclusively psychological that we have not 
sincerely realised the fact that they illustrate the same 
pathological principles as other-diseases, are produced in 
the same way, and must be investigated in the same spirit 
- of positive research. Until this is. done, I see no hope of 

improvement in our knowledge of them, and no use in 

multiplying books about them.”’ a 

| | | CHARCOT ae 
` The establishment of this dogma that mental disorders 
illustrate the same pathological principles as other 
diseases was accompanied by two extraordinary episodes. 

Charcot was a neurologist whose name filled me, 
as a student, with awe. In the late ’seventies he set 
out to examine hysterical: phenomena by the same 
methods he found so useful in the investigation of 
nervous disease. He studied changes in the state of 
muscles, in reflex movements, and the degree of various 
sorts of sensitivity, and the results are scarcely to be 
believed. You may remember Axel Munthe’s story of 
the kitchenmaid he tried to rescue from Charcot’s clinic. 
Munthe could tell a good story, but the clinical side of 
this one accords exactly with Charcot’s own accounts 
of how he discovered symptoms in his patients—or, 
rather, how he produced those symptoms and then 
accepted them as real. THe LANCET of 1882 contains 
vigorous articles from a Paris correspondent identifying 
Charcot’s methods with those of the animal magnetists 
of a century earlier. Finally, Bernheim demonstrated 
that the elaborate syndromes described by Charcot 
were the result of his own unwitting suggestions to the 
patients, and the whole affair was buried with as little 
fuss as possible instead of being recorded as an instruc- 
tive mistake. 

In 1920, after publishing a book on the war psycho- 
neuroses, I received a letter from Herbert Page, a 
surgeon who was then just a name tome. He had read 
my book and wanted to tell me that all the symptoms 
of shell-shock were described in his book on Railway 
Injuries (Page 1891), but that the lesson he had tried to 
teach had been forgotten. ‘This sent me to Erichsen’s 
(1877) account of railway spine, a condition resulting 
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from railway accidents and in my student days still 
mentioned in the textbooks but attributed to ‘“‘ trau- 
matic neurasthenia.’’ Erichsen was the leading surgeon 
of his day, but his mechanistic blinkers led him into a 
mistake as great as Charcot’s. He described at length 
symptoms that I have seen only in a wardful of untreated. 
ahd titubating shell-shockers ; for these he invented a 
pathology of myelitis, meningitis, ascending and descend- 
ing spinal degeneration, and whatnot, while his patients 
were pushed. downhill just as Charcot’s were. It took 
Herbert Page years to destroy this mythopathology and, 
like Charcot’s mistake, it was again buried as quietly as 
possible: I met Herbert Page later on and in talk with 
him happened to use the word ‘“‘ psychology.” He shook 
his head. “I don’t know anything about psychology,” 
said he, ‘‘ I only know it was something the matter with 
the. man himself.” ‘His mechanistic training, together 
with the scientific spirit, had driven him, like Stahl, 
willy-nilly into the use of a psychological conception. 

t’s fantasies were for years accepted by his 
colleagues in France, as were Erichsen’s in this country. 
Charcot and Erichsen were experienced men ‘of high 
intelligence, but intelligence and experience were, and 
still are, no protection against the results of a funda- 
mentally: false assumption. 


SHELL-SHOCK AND NIGHT-BLINDNESS 


Then came the war to end war, and high explosives 
introduced a new disorder, shell-shock. How many of 
you know that casualty reports used to contain the 
heading ‘‘ wounded; shell-shock’’? Again fantasies 
were produced, this time about separated: synapses, 

i iated cerebral centres, punctiform hemorrhages 
(which really did occur in other conditions), and so on. 
In 1916, at a hospital in France, I found myself in a 
minority of one when I maintained that shell-shock was 
a mental phenomenon not produced by the physical 
- effect of high explosives on the central nervous system. 

Still, magna est veritas, and before the end of the war the 
use of the phrase “ shell-shock ” was prohibited, and the 
authorities set up training-centres to teach medical men 
psychology so that they could treat these cases. Herbert 
Page was right; the lesson of railway spine had been 
forgotten. _ 

You may be thinking such things don’t happen now. 
But they do, and you have lately seen the rise and fall 
of another fantasy. You remember about three years 
ago there appeared, in staid and respectable journals 
like Punch and the Times, pictorial advertisements 
showing what the nocturnal streets looked like to the 
‘night-blind, and ‘what they looked like to people made 
healthy by something or other out of a bottle. These 
advertisements suddenly ceased, and behind their 
appearance and disappearance is a long story. 

Night-blindness has occurred as an epidemic in armies 
since the time of the crusades, and in the earlier war it 
was so prevalent in the continental armies that over 45 
communications about it appeared in French, Belgian, 
and German periodicals, giving, I would guess, almost 
that number of hypotheses about its cause, for it was 
thoroughly investigated from every aspect except the 
psychological—the only one that mattered. I saw no 
case in 44 years service and can find only one reference 
in our literature. Lieut-Colonel (now Sir Herbert) Eason 

(1917) noted 22 cases in Egypt, but recognised the nature 
of the disorder and did not popularise it. 

Just before the start of this latest war the idea arose 
that loss of dark-adaptation (the failure of which is 
equivalent to night-blindness) could be used as a measure 
of vitamin deficiency, and some people thought they had 
proved it. Perhaps they had, perhaps they hadn’t ; 
it is risky for people with no psychological outlook to 
investigate a. subject so full of pes chological pitfalls. 
Interest in it grew, however, and much was made of 
it. My recollections led me to see danger, and I wrote 
to a medical journal (Culpin 1940), giving the history of 
night-blindness in the last war and suggesting that we 
had escaped the epidemic then because we didn’t happen 


to think of it. But, I added, if we talk enough about 


vitamins and night-blindness we may start an epidemic ; 
then psychopathologists will declare the nature of the 
disorder and will be derided at first; but, when the 
epidemic is well established and the cases are thoroughly 
ripened, they will be called upon to treat it. 
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It all came true. The epidemic arrived and one 
quasi-scientific paper appeared in The Lanceé in 1941 
reporting a study of night-blindness in soldiers* due to 
vitamin deficiency. It was full of graphs and tables and 
correlations that didn’t correlate the right way up— 
a beautiful example of the fantasy reflex. Everyone 
by now had heard -about night-blindness. Radio 
comedians put it in their gags, the advertising quacks 
cashed in on it, and’ vitamin fans ate carrots till their 
skins turned yellow. But Wittkower et al. (1941) at 
Glasgow studied some sixty. cases, demonstrated that 
the symptom was psychogenic, and published their 
paper in the same journal that had printed my warning. 
In due course a neurological colleague took his share 
in the fulfilment of prophecy and was delightfully derisive 
of their work (Walshe 1941). Finally a confidential 
memorandum was sent to Army ophthalmologists 
telling them that for practical purposes night-blindness 
did not exist in the absence of gross ocular disease, 
and any difficult cases should be referred to the 
psychiatrist. | 

These secret burials must be discouraged ; they waste 
valuable museum specimens. - -e 


PSYCHO-ANALYSIS | 


Now let us go back and note developments. Long 
after the turn of the century the student heard nothing 
about psychology. ‘‘ Functional nervous disorders ”’ 
occurred, but there was no idea of positive diagnosis © 
such as we make today; recognition rested upon the 
absence of organic disease, and the diagnosis was rare, 
since the conditioned reflex was always at work and some 
disease or other could always be imagined; but if a 
chief was omniscient enough to diagnose by exclusion a 
functional nervous disorder, the patient was hustled 
off the premises as speedily as possible, though para- 
doxically this was the period of pexies, when kidneys, 
colons, stomachs, ‘and wombs were trussed up by 
ingenious surgeons, partly in the belief that ptosis of 
organs was a cause of neurasthenia. f 

Yet a ferment was at work. McDougall (1915) raised 
something of a storm by basing human conduct on 
primary instincts. Freud and Breuer (1893) published 
accounts of treatment by reviving memories, and the 
gradual unfolding of psycho-analytical theory and practice 
followed, while Janet set out his useful theory of dis- 
sociation of consciousness. This dynamic psychology 
had something to offer to medicine, and war needs 
brought about its application. It was a direct challenge 
to the principle defined by Maudsley some forty years 
earlier, and the war cases focused the heat of one of the 
most bitter attacks ever made on new ideas. 

Psycho-analysis took the brunt of the attack, but the 
fundamental struggle was between a dynamic psychology 
and the exclusive mechanistic conception. I recall my 
bewilderment at the opposition to what, in my ignorance, 
I had regarded as an unobjectionable though novel 
approach to the war cases—the revival of war memories 
and working off of the associated emotion. Sometimes 
this was labelled psycho-analysis, and discussion would 
be drowned in a flood of sexual ‘expostulation ; or it 
would be denied that memories had been lost, or that if 
lost they could be revived—claims to revive them being 
met with thecharge that the operator suggested imaginary 
episodes to the patient or, per contra, that the patient, 
artful neurotic, made up stories to fool him. - That last 
was the view of Sir William Osler, who, after I had once 
been rash enough: to describe revival and abreaction, 
arose in his genial way and, thumbs in armholes, declared 


.“ I’m a bit of a liar myself. I could make up stories 


and imitate emotion in a way that would deceive my 
young friend over there.” ‘Realising that I had in all 
innocence challenged the foundations of belief of the 
greatest physician of his day, I can look back on this 
incident with purely historical interest. 

A result of the opposition was that the method found 
no place in psychiatric textbooks and in the next war 
was greeted by some of the younger generation as a new 
discovery. Curiously, much of the opposition came 
from psychiatrists. The innovators, many of whom 
passed from the war-work of 1914-18 into civilian 


2. I assume it was in soldiers. If it was in civilians the epidemic was 
more severe than I thought. . 
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psychological practice, called themselves psychothera- 
pists and were concerned by choice with the minor 
psychoses or psychoneuroses rather than with the 
major psychoses or insanities, though the true distinction 
was between the two opposing basic assumptions. This 


affected the British Psychological Society, for the 


modern school néeded a spiritual home and found it in 
our medical section, the membérship of which showed 
hardly any overlap with that of the. Royal Medico- 
Psychological Association, then chiefly concerned with 
the OER A ORRIA] side. 


TREATMENT AND INSTRUCTION 


For a long time the teaching hospitals took little 
interest in the new developments, and the London 
Hospital Medical College seems to have been years ahead 
in setting up a lectureship on the psychoneuroses in 
1919. To meet an obvious need independent clinics 
were established where both treatment of patients and 
instruction in the subject were provided. These clinics 
received little or no official support and had to appeal 
to the charitable public. 

Great things were expected from the Maudsley 
Hospital, opened about 1920 ; it has done excellent work 
within its own sphere, and to have been trained at the 
Maudsley is a hallmark for the English psychiatrist ; 
but the teaching there has followed, with its advantages 
and disadvantages, the principle enunciated by Maudsley 
. and quoted earlier in this paper, and it was common for 
men trained there who wished to learn something of the 
other mode of approach to seek it at one of the clinics. 

Gradually the new ideas have penetrated into medicine 
generally and into psychiatry, which has largely absorbed 
not only the principles of psychotherapy but also its 
practitioners. The rising generation of psychiatrists, 
if left to themselves, seem capable of abolishing what 
may be the false antithesis that has plagued us through 
the ages, and of unifying the two points of view—the 
study of physiological mechanisms and the study of the 
reactions of the man as a whole—while admitting that 
‘somewhere is a gap in human: knowledge which we must 
not pretend to bridge but recognise as a fit subject for 
metaphysical speculation by those who find pleasure 
in such exercise. This prospect makes one regret that 
the Goodenough report on medical education (Ministry 
of Health 1944), while giving full consideration to the 
needs of education in psychiatry and offering excellent 
advice about it, has made recommendations that would 
perpetuate a one-sided teaching. 

After asking why the provision for training i in psychia- 
try failed to keep pace with the growing realisation of the 
important place the subject should occupy. in medical 
thought and practice, the report suggests three reasons 
that can be summed up in the simple statement that 
the teaching hospitals would have none of it. A fourth 
reason is a strange display of acrobatics: here it is: 


“ Owing to the limited opportunities for work in the 
teaching hospitals, most of those psychiatrists who did 
not wish to. confine their interest to the psychoses and to 
work in mental hospitals have been compelled to give their 
services to clinics separate from, and independent of, the 
medical schools and teaching hospitals. Many of these 
clinics have met a real need and have provided useful 

_ courses of training, but their detachment from the main 
body of medical education and practice has deprived their 
staffs of that contact with other branches of Medicine 
which is necessary for progress and the preservation of a 
true perspective, and has weakened their influence on the 
development of medical education.” 


Where was this true perspective ? Was it among the 
staffs of the hospitals that for years refused to touch the 
subject ; or was it among the staffs of those pioneer 
clinics that educated our profession and the public till 
the teaching hospitals. were compelled to accept their 
responsibilities ? On the same page that registers these 
acrobatics the report specifies that psychiatrists who 
teach students must be ‘‘ of broad views and balanced 
judgment.” 
lesson about the relation between physical and mental 
data.can be taught effectively in a department in which 
neurology and psychiatry are linked; .. .” What 
metaphysical speculation lurks in this essential lesson 
is not clear, but no doubt must be cast upon it, for lower 


PSYCHOLOGY IN MEDICINE 


Later on we read that ‘‘ The essential: 
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down we are told: ‘‘ The important thing is. to select 
someone who will give good teaching on normal psy- 
chology, on lines that are broadly conceived, that avoid 
sectarian disputes, and will eventually serve medical 
ends.” In no other clinical or preclinical subject would 
the. writers of the report have dared thus to. lay down 
specifications for an academic yes-man. AH is to be 
ready for turning out the student like a pithed frog, 
with his Pavlovian reflex tuned up to produce more 
fantasies in the approved pattern. The clinics, already 
praised with faint damns, are now to be sunk. The 
report indicates unwittingly but clearly that the Maudsley 
Hospital, backed by the resources of the London County 
Council, did not satisfy a rea] need which the clinics 
met for twenty years or more. This failure arose from 
the fundamental] assumptions of the Maudsley tradition ; 
yet the report is enthusiastic about the hospital and looks 
forward to the development of the teaching of psychiatry - 
aided by ‘‘ the vast resources and wealth of facilities ” 
of the LCC mental-health services till they become 
‘‘ the European ¢ centre of progress in psychological 
medicine.” A broad view indeed ; but penne ! 


LINES OF ADVANCE 


In spite of the one serious defect the report stands out 
as a comprehensive statement of the present situation 
and its needs. Other important bodies are giving 
earnest consideration to these needs, and it is plain 
that great changes are taking place that will surely 
be of historical -importance. It is significant that 
Sigmund Freud became a fellow of the Royal Societv 
and an honorary fellow of the Royal Society of Medicine. 
There now appear as a matter of course in our journals 
articles of psychological moment that would have been 
greeted with derision a few years ago if anyone had been 
brave enough to write them. Those'who went through 
the mill in the last war.(they were called neurological 
specialists in those days)can best appreciate the wonderful 
advances in Army psychiatry of today, which calls for 
more attention than can be given here. Members of 
the British Psychological Society have had their share 
in the pioneer work that has helped to bring about these 
changes, but I foresee that our medical section will 
develop along new lines, for the clinical psychologist, 
whatever his point of view, can now be at home in the 
Royal Medico-Psychological Association. 7 

There is, however, a growing knowledge of the social 
implications—cultural, industrial, or educational—of 
personality difficulties and the minor, if not the major, 
psychoses. Our medical section will remain as the liaison 
between medical psychology and these applications, 
in wider spheres, of knowledge derived from the study of 
the ancevsauale 
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s ‘A room of one’s own’ for the children is the idea to 


aim at, § so as to give them freedom in the home and not only 
outside it. But you cannot get that unless you have 
warmth and comfort, not merely in a single living-room or 
kitchen, but in every room. We are incredibly behind other 
countries in warming our homes, and the result i is that we do 
not make proper use of the space we do provide.” 


Prof. J. M. Macxtytosu, Listener, Oct. 4, p- 374. -` 
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TRAUMATIC EVEMOTHORAX AND. 
HZMOPNEUMOTHORAX 


DIAGNOSIS AND TREATMENT 


: . ‘T: SIMPSON | 
` M D LEEDS, MSO NORTHWEST UNIV., MRCP 


LIEUT.-COLONEL RAMC ; FORMERLY SPECIALIST PHYSICIAN TO 
NO. 3 CHEST TEAM IN BLA 


Ix the repeated examination and aspiration of some 
700 recent war wounds of the chest, the following points 
of practical value emerged concerning physical examina- 
tion and aspiration of the chest. 


PHYSICAL EXAMINATION 


In the doubtful lesion, where diagnosis was not obvious, 
it was evident that there were several factors hindering 
diagnosis. Thus, both penetrating and non-penetrating 
wounds of the chest could cause immobility of the injured 
side and so give rise to confusion in the interpretation of 
physical signs.. Secondly, surgical emphysema of the 
chest wall produced such gross alterations in percussion 
and auscultation that its presence had always to be 
sought. If it was extensive, then diagnosis by physical 
examination alone was impossible. Thirdly, I found 
that the positions of the trachea and apex-beat were of no 
real value in the elucidation of the doubtful case. These 
limitations must be borne in mind in the discussion of the 
diagnosis of haemothorax, pneumothorax, collapse, and 
‘copsolidation occurring either singly or in combination. 
Points in the differential diagnosis are stated in order of 
importance. 

ceemothorax.—(1) Stony dullness on percussion and 
absence of tactile vocal fremitus are the two most 
wa Aenea physical signs. 

(2) Breath-sounds may be present even with a , large 
hemothorax. Indeed, they are more often distant 
bronchial in character, indicating the collapsed state of 
the underlying lung. The vocal resonance is corre- 
spondingly altered. 

(3) It is impossible’on physical and radiological exam- 
ination alone to estimate the amount of blood in the 
pleural cavity. 

(4) Massive clotting was suspected when the physical 

signs suggested a large heemothorax, except that there 
was no displacement of the trachea or. apex-beat, and 
aspiration had failed. 
- The differential diagnosis of hemothorax is from basal 
collapse of moderate severity and from basal consolida- 
tion. In such basal collapse the following points are 
important : 


The clear-cut limitation of the physical signs to the 
paravertebral region in basal collapse proved to be of the 
' greatest help ; if the limits extend to the axilla, hemothorax 
is almost a certainty. 
The character of the bronchial breathing in basal collapse 
- more closely resembles that heard in consolidation. 
Moist sounds are heard in the Jung more often with basal 
` collapse than with hemothorax. 
The dullness is never so absolute as in hemothorax. 


In the differential diagnosis of hemothorax from 
basal consolidation the following points are important : 


The tubular quality of the breath-sounds usually dis- 
tinguishes basal consolidation from both hemothorax, and 

collapse. 

Numerous moist sounds, _ especially post-tussive, are 

_ heard in the affected lung. 

Tactile vocal fremitus is always present and usually 
increased in intensity ; this is never so in either hæmothorax 
or collapse. 

The limits of the altered physical signs are not so clear-cut 
in basal consolidation as in collapse, but they are of little 

- help in the differentiation from hæmothorax. 


Confusion existed in most minds between the diagnosis 
of collapse and consolidation, the latter being diagnosed 
more frequently. The history must be taken into account 
in establishing the diagnosis. For instance, collapse 
might bė expected after an abdominal injury or opera- 
tion, or where the patient had coughed up much blood, 
or where the altered. physical signs were found in the 
contralateral lung after a chest wound. Furthermore, 
the temperature was often more elevated in consolida- 


standing, was dark and thic 


— 


tion ; and collapse, though sometimes insidious in onset, 
was usually accompanied by dyspnoea out of all propor- 
tion to the extent of the physical.signs or the general 
condition. Diagnosis was not usually difficult, and 
fortunately so, for the implications of a missed collapse 
can readily be appreciated. 

Pneumothorax—(1) A hyperresonant percussion note 
in the absence of surgical emphysema, of the chest wall, 
and even in the presence of diminished breath-sounds, is 
pathognomonic of a pneumothorax. 

(2) Well-marked diminution in the intensity of the 

breath-sounds may be produced by fixity of the chest wall 
(see above), but their character remains vesicular and the 
percussion note is unaltered. 
- (3) In the diagnosis of a shallow pneumothorax it is 
important to remember that the altered physical signs 
may be present not anteriorly but only posteriorly at the 
apex. 


(4) On physical examination alone a fair estimate can | 


be made of the size of the pneumothorax. 


ASPIRATION 


My aim in aspiration was to secure complere expansion 
of the lung at the earliest possible moment. This was 
effected i in most of the cases treated within a few hours cf 
wounding. Laterit was more difficult. Where operas 
tion was necessary, as in closure of a sucking wound, 
aspiration was done in the theatre, and, in the absence of 
gross damage to lung, complete pulmonary expansion 
was invariably obtained. (Subsequent aspirations never 
numbered more than two.) I was left with the impres- 
sion that most of the complications of hæmothorax and 
pneumothorax could have been avoided if the chest had 
been aspirated early and assiduously. 

At each aspiration I removed as much air or blood as 
possible without causing too much distress to the patient, 
and my opinion has. been that when air and blood are 
present in the pleural cavity it is. more important to 
remove the air. This will be discussed more fully 
under hemopneumothorax. 

Hemothorax.—A modified Potain set, with a Maxwell 
induction needle and a Winchester quart. bottle as recep- 
tacle, was the standard apparatus used, with the addition 
of a syringe and a detachable two-way tap for difficult 
aspirations. 

Although most chests were aspirated in the 9th space 


. posteriorly, it cannot be overemphasised that each case 


was approached individually and the exact site deter- 
mined for the particular condition. A common finding 
was that a collection of clot posteriorly made aspiration 
easier from the axilla, and in cases requiring several 
tappings it was usually necessary to insert the needle a 
little higher and more laterally as the aspirations pro- 
ceeded. During axillary aspiration, if the flow of blood 
increased with inspiration and decreased with expiration, 
one could be sure that the chest was almost dry, the more 
so if shoulder pain was produced. If aspiration was 
difficult or unsuccessful, the patient was radiographed 
in the postero-anterior and lateral positions and the case 
reviewed, since blind aspiration is most dangerous. 

The intervals between aspirations varied, depending on 
the amount of air or blood removed. My practice was to 
aspirate on at least alternate days. 

The character of the aspirated blood often gave valu- 
able information. If it was bright red and did not clot 
on standing, I felt reasonably certain that I could drain 
the pleural cavity completely. If the blood clotted on 
“and difficult to obtain, or 
was more fluid but contained soot-like particles, I always 
suspected clotting in the hæmothorax. Early infected 
blood was like red ink, and late infected blood was brown 
and ‘often malodorous. 


ė 


Finally, I found that the-clearance of pockets of fluid | 


by aspiration alone was impossible. 


While the aspiration of the uncomplicated hemo- ` 


thorax, in the light of the physical and radiological 


examination, presented little difficulty, new problems 


arose in the treatment of a heemopneumothorax. 
Hemopneumothorax.—A completely collapsed lung 
will inevitably lead to a total pyothorax if infection of 
the pleural cavity supervenes. Further, as the apex of 
the lung is the most difficult part to expand in the later 
stages of treatment, it has been my practice to remove at 
the earliest possible moment all the air from cases of 
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heemopneumothorax, to secure adhesion between the 
apex of the lung and the parietal pleura. Then, if 
infection does supervene, one has.at worst a localised 
empyema, 

The only satisfactory method for removing all the air 
from the pleural space is by apical aspiration, done by 
inserting the needle at a point midway between the verte- 
bra prominens and the medial angle of the scapula with 
the arm at the side. By passing the needle downwards 
with a slight inclination forwards, the pleural cavity is 
entered very close to the apex. Al the air and a surpris- 
ing amount of fluid can be removed. The air at the apex 
was replaced by a cap of fluid from which no deleterious 
effect was observed. Where the amount of blood in the 
pleural cavity was large, apical aspiration was immedi- 
ately followed by basal aspiration. 

-Complete pnewmothorax.—Aspiration was first done 
through an anterior approach in the 2nd interspace 
with the patient in the semirecumbent posture. Clearly 
all the air could not be removed, as the expanding lung 
blocked the needle at a subapical level. Pressures were 
taken initially and at the end of the aspiration of about 
300 c.cm. of air. If the final pressure was the same as 
the initial one, or if being a higher negative it was not 
maintained, the presence of a bronchial fistula could be 
presumed. When this was so, aspiration was repeated once 
or twice daily in the hope that the fistula would close. 
If this did not happen within two.days, surgical measures 
had to be undertaken. In the absence of a bronchial 
fistula apical aspiration was adopted as for hemo- 
pneumothorax. | 
SUMMARY 

From experience gainéd in repeated examinations and 
aspirations of the chest in some 700 war wounds of the 
thorax, points in the diagnosis and the value of aspiration 
are emphasised, with particular reference to hemothorax, 
pneumothorax, hemopneumothorax, collapse, and con- 
solidation. 

Aspiration should be begun early to secure complete 
expansion of the lung as soon as possible and to prevent 
complications of hemothorax and pneumothorax. 

- Different methods of aspiration for hsmothorax, 
hemopneumothorax (apical aspiration), and complete 
. pneumothorax are described. 

My thanks are due to Major J. L. Collis, Ramc, surgical 
specialist to the team, for his advice and suggestions. 


DIRECT IRRADIATION OF CANCER OF 
THE STOMACH AND OTHER VISCERA 
EXPOSED TEMPORARILY AT OPERATION 


G. CRANSTON FAIRCHILD ALAN SHORTER 
MRCS, DMRE M B SYDNEY, FRCS 
MORRIS RESEARCH FELLOW, MOUNT SURGEON, EMS 
VERNON HOSPITAL, NORTHWOOD 


GASTRIC cancer is the commonest form of cancer 
and gives the worst results from treatment. Only 
1-4% of 5-year cures follow curative surgery, and only 
about 4 months’ longer life is gained by palliative treat- 
ment (Livingston and Pack 1941, Schindler 1941). Some 
of the reasons are as follows: 

(1) Too late diagnosis ; some 80% of cases of gastric 
cancer are beyond any hope of cure by surgery when 
first brought to the surgeon (Ogilvie 1938). 

(2) Incomplete surgery, even in early cases, the disease 
not being completely extirpated. 

(3) The failure of irradiation, which has been tried in 
various forms and combinations but without striking 
success. By many it is thought not only to shorten 
the patient’s life but also to. add to his suffering and 
therefore to be unjustifiable. While this may be true 
of other methods, direct irradiation at high intensity 
has none of these disadvantages, while treating the 
lesion and field of local spread with minima] damage to 
adjacent tissues and viscera. 

External irradiation fails because of the deep situation 
of the gastric tumour and its close relation to other vital 
organs, both factors tending to prevent adequate tumour 
dosage, and because of the high but variable radio-resistance 
of gastric cancer-cells, possibly increased by infection. This 
high resistance may be only apparent, owing to limitation 
of the tumour dose by general and skin reactions. Accurate 
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centring of the X-ray beam at repeated exposures is difficult, 
owing to movements of the tumour. 

Contact therapy with the Chaoul tube covers such a relatively 
small area (2 cm. diam.) in each field, with very little penetra- 
tion at low voltage. Pack (1939) found that only 22% of 
the surface dose penetrated to 1 cm. below the surface. 
Bulky tumours could not be destroyed by single surface 
doses at one operation but needed repeated exposures. With 
such a small field repeated applications would be required 
for most inoperable tumours, with the obvious difficulty of 
adequate and uniform dosage. Such localised irradiation 
would have no appreciable effect on any glandular or other 
local spread, the presence of which is the usual reason for 
inoperability. 

Radon-seed implantation has the same difficulties of uni- _ 
form and adequate dosage, as shown by subsequent radio- 
graphy. There are also dangers of hemorrhage and infection, 
and perhaps perforation due to massive necrosis of the tumour, 
while the adjacent field of spread does not receive adequate 
irradiation. 
| Intracavitary irradiation with the 5-way tube used by 
Livingston and Pack (1941) has, they claim, the advantages 


`of easy application, fractionation of doses, avoidance of 


damage to adjacent vital organs, freedom from dangers of 
perforation, hemorrhage, and infection, and no interference 
with food intake. But they had not yet (1941) determined 
how effective a total dose patients would stand, the most 
effective fractions into which to divide the total dose, or the 
results as regards palliation or cure. Used alone it would not 
appear to have much effect on local spread, but combined 
with direct irradiation it might well be used to supplement ` 
the dose reaching the centre of large gastric tumours. 


DIRECT IRRADIATION 


Because of these failures in the attack on gastric 
cancer, we put forward a scheme of combined surgery 
and direct irradiation for surgically inoperable cancers. 
The results of external irradiation at high intensity in 
many hopeless cases of malignant disease had been 
encouraging, but in view of its limitations (see above), 
Fairchild (1935) began to work out a scheme for direct 
irradiation of deep-seated tumours. Some cases of 
rectal cancer were treated by external irradiation applied 
posteriorly after turning back skin-flaps over the sacrum 
and coccyx. By this means adequate dosage was not 
obtained ; so fractional doses were applied daily for a 
week or 10 days. But the wound became infected when 
kept open for so long, and the method was abandoned. 
Further progress was held up until Fairchild and Shorter 
(1944) began to work out a technique for the direct 
irradiation of gastric cancers exposed temporarily at 
operation, as had been originally intended, instead of 
merely turning back skin-flaps. The method was later 
elaborated to deal with cancers of other viscera. 


ADVANTAGES OF THE METHOD 


More accurate information about the size, shape, 
position, and extent of the primary lesion and any local 
or general spread (abdominal or thoracic) can be obtained 
at the exploratory operation than can be found out by 
any other methods, clinical or laboratory. Exploratory 
operation is the only reliable way of deciding the correct 
form of treatment (Walters et al. 1942). Treatment 
had to be abandoned in many patients owing to un- 
suspected widespread metastases. 

Biopsy specimens can usually be obtained to help 
confirm the diagnosis. With glandular spread this can 
be done safely, but incision of the tumour may lead to 
perforation owing to the subsequent massive irradiation. 

A more accurate and effective dose of irradiation 
at high intensity can be given directly to the tumour 
and field of local spread, without irradiating such a 
large volume of normal tissue, including vital organs 
and skin, unavoidable when irradiating from the skin 
surface. This may be of vital importance in an already 
anzemic and cachectic patient. 

More accurate centring of the X-ray beam is possible 
under direct vision than when relying on X-ray films or 
clinica] examination alone. 

The skin is left practically intact and will permit 
further full dosage to be given externally at a later date 
if necessary. External irradiation was given later in 
some of our earlier cases, because we thought that the 
initial dose was too small to cure. 
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Various. operations to relieve obstruction can be done 
before the irradiation—e.g., gastrostomy for lower 
casophageal or cardiac tumours, and gastrojejunostomy 
for pylorie lesions. Though the obstruction may not be 
severe, it increases owing to fibrosis of the tumour 
following irradiation. In hopeless cases these operations 
can be done without irradiation to relieve symptoms. 


PRELIMINARY INVESTIGATIONS AND PREOPERATIVE 
PREPARATION 


Diagnosis and localisation of the tumour are achieved 
as accurately as possible by clinical, radiological, gastro- 
scopic, cesophagoscopic, and laboratory investigations. 
The general condition of the patient is investigated as 
regards possibility of metastases, state of nutrition, and 
suitability for operation and anesthesia. 

Patients with cancer of the upper alimentary tract are 
often bad risks for operation. This varies considerably 
with the site and type of growth, the degree of interfer- 
ence with nutrition, infection of the tumour, and toxsemia 
from the growth. The patient with cancer of the 
cesophagus, cardia, or pylorus is a worse risk than the 
patient with a mid-gastric lesion, owing to the more 
profound disturbance of nutrition, even amounting to 
gross deficiencies of many vitally important substances. 

These deficiencies must be made good before any 
extensive operation is carried out (Wangensteen 1943, 
et Cae 1940, Garlock 1942, Ravdin et al. 1943, Reid 
1941). This includes restoration as far as possible to 
the normal level of hæmoglobin and blood-cells, blood- 
plasma. proteins, salts, vitamins (A, B, and C especially), 
body fluids, and liver glycogen (replacing fatty deposits). 
The necessary food substances are given by mouth, 
gastrostomy, or jejunostomy in the form of a high- 
protein, eae low-fat diet, with extra 
fluid, iron, salts, and vitamins when necessary. Beef 
juice and liver juice are valuable in restoring Toa 
proteins, as are blood-plasma infusions. Blood-trans- 
fusion mày be necessary, and in urgent cases amino- 
acids, vitamins, iron, &c., are given by injection.. 

Infection is combated in the tumour, or in the stomach 
generally in pyloric obstruction, by daily gastric aspira- 
tion and lavage with weak HCl solution. Dental sepsis, 
so often associated with upper-tract cancers, is attended 
to, especially before general anzesthesia. A prophylactic 
course of sulphathiazole is begun 2-3 days before opera- 
tion to minimise the risk of postoperative sepsis, ab- 
dominal or pulmonary, and continued as soon as possible 
after operation. Routine breathing and coughing 
exercises (Shorter 1944) are begun before operation and 
continued as soon as possible after operation, to maintain 
a clear airway and good expansion of the lungs. This 
is most important in all upper abdominal operations, 
especially when the thorax is opened also. 


SURGICAL APPROACHES 


(1) For Lower CGsophageal and Gastric Cancers.— 
This may be in one or two stages. When there is well- 
marked cesophageal, cardiac, or pyloric obstruction, 
gastrostomy or jejunostomy may be necessary before 


the patient’s condition can be improved sufficiently to 


stand the wider exposure and irradiation. This is 
usually done through a small upper left paramedian 
incision, through which exploration of the abdomen is 
possible, giving information about the growth and its 
spread. Many cases have in this way been found un- 
suitable for irradiation. When the patient’s condition 
a satisfactory, the tumour is exposed by a much wider 
cision. 


(a) Midline Incision—In our early cases the main 
approach was through & midline incision from umbilicus to 
sternum, excising the xiphoid process. With a narrow sub- 
costal angle, the wound was widened by dividing each costal 
margin and forcibly retracting. Then the tumour was 
mobilised to bring it down into the open wound. This method 
was abandoned later in favour of leaving the tumour in situ 
and retracting the abdominal and perhaps thoracic wall to 
give direct and wider exposure. 

(b) Angular Abdominothoracic Incision.—For upper gastric 
and lower csophageal tumours a transverse incision was 
made through the 6th and 7th left costal cartilages. from the 
upper end of the midline incision, and continued round in the 
5th space to the posterior axillary line (fig. la). 
is opened and the left side of the diaphragm is divided down to 


The thorax | 


the cesophageal hiatus, the incision skirting round the left. 
edge of the pericardium, This method caused less operative 
shock and decreased the risk of spreading the disease by 
Tymphatic embolism owing to decreased manipulation of the 
tumour. Also it gave better direct access to the cardiac 
region, though some difficulty was experienced in retracting 
Ə flap containing the divided left costal margin. 
(o) Oblique Abdominothoracic Incision—In our . later 
cases this difficulty was overcome by an oblique incision 
across the upper abdomen from 9th right to 7th left costal 
cartilage in line with the outer part of the 5th left interspace, 
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Fig. |—Incisions for upper gastric and lower œsophageal tumours. 
(a) Angular abdominothoracic incision from upper end of midline 
incision, through éth and 7th left costal cartilages Into 5th intercostal 
space, to posterior axillary line. (ò) Oblique abdominothoracic 
incision from 9th rt to 7th left costal cartilage, continued into 
5th left intercostal space to posterior axillary line. Continuous 
lines. denote ribs and costal margins; interrupted lines denote — 
incisions; numerals denote intercostal spaces. 


After the abdomen has been explored through this incision, 
the incision can be continued through the left costal margin 
lower down into the 5th space (fig. 1b), the thorax opened, 
and the diaphragm divided as before. This gives a wide 
straight opening with much better direct access to the whole 
stomach and lower cesophagus. 


(2) For Mid and Lower Abdominal Visceral Cancers.— 
A midline incision was used here, as for carcinoma of 
pancreas (case 8), and extended by a transverse. incision 
as for carcinoma of descending colon (case 9). 

(3) For Upper and Mid-thoracic Esophageal Cancers.— 
Approach has been entirely from the thorax through 
the 5th left interspace for the mid-thoracic part of the 
cesophagus, and through the 3rd or 4th right interspace 
for the upper thoracic part. The ribs above and 
below the space selected are divided subperiosteally at 
each end, to allow of wider opening than that usually 
required for surgery alone, enabling the glandular field 
in the mediastinum to be irradiated. . 


ANESTHESIA 


Preoperative medication has usually been with 
‘Omnopon’ and scopolamine. During the first 12 
months basal anesthesia was obtained with gas-and 
oxygen supplemented with a little ether, changed to 
chloroform while in the radiotherapy room. Recently 
‘Pentothal’ by continuous intravenous i ion was 
substituted for the ether and chloroform. Muscular 
relaxation was obtained with a fleld block with ‘ Ane- 
thaine,’ and an anterior splanchnic block was used when 
possible. 

OPERATIVE PROCEDURE 


. (1) Exploration of the tumour and field of local spread 
by laparotomy or thoracotomy, which helps confirm the 
diagnosis ; biopsy may complete it. 

(2) Exploration of the. whole abdomen or thorax for 
widespread metastases, which rule out irradiation as a 
curative measure. i 

. (3) Measurements of the tumour are noted with its 
relations to other viscera, ahd the degree and type of 
spread in each direction. 

(4) Consultation between surgeon, radiotherapist, 
pathologist, and anæsthetist to decide whether the lesion 
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is (a) operable ; (b) inoperable, but suitable for cura- 


tive direct irradiation ; (c) suitable for palliative direct 


irradiation only ; (d) suitable for palliative operation 
only ; (e) unsuitable for any treatment. 7 

(5) Where direct irradiation is contemplated, extension 
of the incision may be necessary, as described above. 

(6) Where indicated, operations to relieve obstruction 
—e.g., gastrojejunostomy and gastrostomy—are done 
before the irradiation, when possible in an area of stomach 
not to be irradiated. Such a large dose of irradiation 
might delay the firm healing of the anastomosis, with 
subsequent leakage and peritonitis. 

(7) Isolation of the tumour in the open wound, dis- 
placing normal viscera by retraction and packing, to 
minimise the irradiation of norma] tissues. 

(8) Sterilised oiled silk or transparent rubber sheeting 
protects the field against infection during irradiation but 
allows accurate visual centring of the tumour in the 
X-ray beam. Lead screening is applied to the skin edges 
when necessary. 

(9) The patient is then given the predetermined dose 
of irradiation in the radiotherapy room, and returned 
to the theatre for closure of the wound. To avoid shock 
produced by frequent moving, a special trolley has been 
designed on which the patient can have both the opera- 
tion and the direct irradiation. 


A BRIEF SUMMARY OF RADIOLOGICAL DATA 


Apparatus.—The apparatus consists of two Metro-. 


politan Vickers constantly evacuated X-ray tubes of the 
250 kv type. Special modifications in the lay-out and 
in various components of this apparatus have been made, 
so that both tubes may be used simultaneously in treating 
a single lesion. This has been done to increase the lesion 
intensity to double that available with the standard 
apparatus. The lower tube has a vertical traverse only, 
whereas: the overhead tube has a vertical and a hori- 
zontal traverse. The beam of each tube can be rotated 
through 300° in a vertical plane. Using radiation giving 
a HAV of 1-7 mm. Cu, the available surface intensity is of 
the order of 1000 r/m, and with radiation of HAV 2:05 
mm. Cu 720 r/m, from each tube. 
In each case the FSD is 21:7 cm. 
and field 13 cm. diameter. 


Method of Use.—In our original 
method one tube only was used 
to administer a single dose of 
irradiation directly to the lesion 
through a parietal opening at the 
time of operation. This was 
followed in 10-14 days by a 
further dose given through the 
skin to make up for the fall in 
value of the original dose owing 
to depth. In our later cases the 
above method was modified in an 
attempt to give an adequate total 
dose of irradiation at one ex- 
posure, with more uniform dis- 
tribution, and by so doing to 
eliminate the necessity for subse- 
quent external irradiation. For 
this purpose the applicator of 
the overhead tube would be in 
contact with the anterior surface 
of the tumour, and the lower tube, 
the X-ray beam being directed 
upwards, would be below the 
radiotherapy table, irradiating 
the posterior surface of the lesion 
through the skin, the central ray 
of each beam being so directed 
as to pass through the centre of 
the lesion. The arrangement of 
the tubes in use is shown in fig. 2. 

‘In the first method, using one 
tube only for the open irradiation, 
the quality of radiation gave 
HAV 17 and 2:05 mm. Cu in 
different cases. 


Surface lesion 
intensity varied between 288 and 
1000 r/m in different cases. 
Focus lesion distance was 21:7—40 


cm. in different cases. Field direction. 


Fig. 2—View of the two X-ray tubes and special troiley 
in position for direct irradiation as described in our 
second method. This trolley was designed to enable 
both operation and irradiation to be carried out 
without moving the patient, from the time of leaving 
to the time of returning to the ward. Canvas top of 
stretcher is in contact with the lower tube appli- 
cator, and it can be raised as a whole or tilted in any 


sizes were from 10 x 8 cm. rectangle to 13 cm. 
diameter circle. Depth dose has been 32%-35% at 
10 cm. Total initial lesion dose through the wound: 
has been 600-1200 r, the latter figure being chosen in 
the earlier cases because it had proved effective in’ 
certain superficial lesions. Also it was thought that a 
larger dose might cause massive necrosis of tumour 
tissue, with a risk of hemorrhage and perforation. - 

In the second method a provisional figure of 1300 r 
was decided on as a minimal] dose throughout the tumour, 
entailing a surface dose of 1350 r from each tube simul- 
taneously. All factors used have been as described for 
the first method. i ! 


POSTOPERATIVE AND IRRADIATION REACTIONS 


Reactions have been no more severe than would have 
been expected after the operation alone, which often 
involved extensive exposure of viscera, with both thorax’ 
and abdomen widely open together, and much manipula- 
tion during isolation of the tumour. Even after giving 
1500 r in some 3 min. there has been remarkably little 
reaction, which has come on later, when the operative 
shock has passed off, and was limited to slight nausea 
and anorexia, there being rarely any vomiting. Blood 
changes have been less severe than usually found after 
external irradiation, when the dose is spread over a 
longer time and a far greater volume of tissue is treated. 
Irradiation reaction has been more severe and the 
recovery much: slower after the external irradiation, 
given to some of our earlier cases some months after the 
operation and direct irradiation, even though the 
patients were generally more fit when they had the 
external irradiation, which was a relatively smaller dose 
spread over a few weeks. | 


CASE-RECORDS 


During the past 18 months 15 cases of all types of 
visceral cancer have been treated. In 6 of these, com- 
prising cancers of the stomach (3), cesophagus (2), and 
colon (1), treatment was purely palliative, because the 
disease had spread beyond the possible fleld of irradia- 

| tion. Little beneficial effect was 

achieved in this group. Of the 

other 9, comprising cancers : of 

the stomach (6), abdominal ceso- 

‘phagus (1), pancreas (1),and colon 
(1), details are as follows: : 

Case 1.—A man, aged 35, with 
carcinoma of stomach (lesser curve). 
Laparotomy, Feb. 15, 1944, via . 
upper midline incision, widened by 
division of both lower costal margins. 
Tumour a large elongated flat plaque 
extending from 2-5 cm. short of 
pylorus to cardia; stony-hard sur- 
face, irregular, with subserous spread. 
Measurements 13 cm. vertically, 
7 cm. anteroposteriorly, and 4-5 cm. 
thick. Rest of stomach normal. 
No spread to glands or viscera. 
Biopsy not made, but surgeon, 
radiotherapist, and pathologist all 
sure of diagnosis. 

Tumour irradiated with one tube. 
Maximal tumour dose 1000 rin 1 min. 
External irradiation begun 9 days 
later, amounting to maximal tumour 
dose of 970 r in 12 days. Total 
maximal tumour dose 1970 r in 12 
days. Progress to Aug. 22, 1945: 
decreased very much in size, with 
tumour some contraction of stomach 
also; patient gained over 2 stone in 
weight since operation; appetite 
good; no dyspepsia; eatsanything ; 
blood condition satisfactory ; work- 
ing for last 12 months. l 

CasE 2.—A man, aged 60, with 
carcinoma of stomach (greater 
curve). Laparotomy April 4, 1944, 
via upper midline incision. Tumour 
a large irregular stony-hard mass 
on greater curve in pyloric antrum, 
measuring 13 om. transversely, 
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7 cm. vertically, and 7- 5 cm. anteroposteriorly, with an 
ulcer 7-5 om. across facing into lumen of stomach. Tumour 
attached to and invading pancreas. Subserous spread on 
surface of tumour; some removed for biopsy. Reported 
as large spheroidal and round-celled adenocarcinoma of 
ae with well-marked mucoid change. No other spread 
oun 
- Tumour irradiated with one tube. Maximal tumour dose 

1000 r in 1-5 min. External irradiation begun 9 days later, 
amounting to maximal tumour dose of 991 r in 6 days. Total 
maximal tumour dose 1991 r in 16 days. Progress to Nov. 23, 
1944 :. complete relief of pain since operation ; general 
condition good ; appetite good; gained 14 stone in weight ; 
working for past 2 months. 

Readmitted Nov. 23 for further external irradiation, 
because it was thought that the initial dose was too small 
to cure lesion. 
days. 


Progress to June 17, 1945: reaction more severe 


and recovery slower ; ‘general condition fair and still improv- 


ing; eating well; gaining weight. 

The patient subsequently died suddenly, and at the 
necropsy no macroscopic evidence of new growth was found 
in the treated. area, but some was found outside it. 

Case 3.—A man, aged 67, with carcinoma of stomach 
(pyloric antrum). 
midline incision. Tumour a hard irregular cylindrical mass 
encircling pylorus and pyloric antrum, 6-5 cm. long and 5 cm. 
across. Glands in lesser curve taken for biopsy. Reported 
as early infiltration of gland with carcinoma cells compatible 
with stomach primary carcinoma. 

Tumour and glands irradiated with one tube. Maximal 
tumour dose 1000 r in 1-5 min. External irradiation begun 
in 9 days, stopped after a few days (275 r maximal tumour 
dose) owing to development of lung abscess. External 
irradiation begun again 6 weeks later with a further 1089 r. 
Total maximal tumour dose 2364 r in 56 days. Progress : 
almost. complete: pyloric obstruction developed owing to 
fibrosis and contraction in tumour after irradiation. No 
improvement took place by May 30, 1944, so gastrojejuno- 
a was performed. Patient died of heart-failure within 
a wee 


The second operation could have been avoided, had 


a short circuit been done at the first operation, though l 


the patient was in poor condition then. | The irradiation 
pren was inadequate, but a larger dosage was precluded 
y the patient’s poor condition. 


CasE 4.—A woman, aged 57, with carcinoma of abdominal 
esophagus. Angular abdominothoracic incision on May 16, 
1944. Abdomen explored. Small stony-hard, pear-shaped 
tumour encircling abdominal cesophagus 5 cm. long x - 2-5 
cm. acress. No. signs of. spread. Incision continued into 
thorax. No spread in thorax. 

Tumour irradiated with one tube. Maximal tumour 
dose 1000 r in 4:26 min. External irradiation begun in 
9 days, amounting to a maximal tumour dose of 2541 r in 11 
days. Total maximal tumour dose 3541 r in 20 days. 

Progress to Feb. 6, 1945, very satisfactory. Swallowing 
greatly improved. Gaining weight. Further external irra- 
diation to cover whole length of mediastinum and lesser 
omentum. hegun on March 12. Maximal tumour dose 
2046 r in 4 days. Severe general reaction. 
July 22: general condition improving, gaining weight, 
swallowing almost normal, blood condition satisfactory. 

This patient subsequently died suddenly, and at the 
necropsy no macroscopic evidence was found of new growth 
anywhere in the thorax or the abdomen. 


Case 5.—A woman, aged 46, with carcinoma of stomach 
(lesser curve). Laparotomy on Nov. 21, 1944, via upper 
midline incision. Saddle-shaped tumour on lesser curve in 
pyloric antrum and body, 8 cm. transversely Xx 5 cm. vertic- 
ally xX 4 cm. thick. Hard glands along lesser curve and below 
pylorus and body of pancreas. Biopsy. of : glands showed 
infiltration by mucus-secreting carcinoma, showing’ little 
differentiation and increased fibrous stroma as in leather- 
bottle stomach. > 

Tumour and glands radiated by iwo tubes. Maximal 
tumour dose 1528 r in 2-4 min. Patient stood operation and 
irradiation very well but suddenly collapsed and died just 
as the wound was being closed. Autopsy showed complete 
collapse of both lungs, for which no cause either intra- or 
extra-pulmonary was found. 


This was. the first case in which two tubes were used 
together, but it was felt that this alone could not have 


Second maximal tumour dose 2646 r in 8° 


Laparotomy Feb. 22, 1944, via upper 


Progress to 


caused death. The other factors of operation and 
anesthesia were the same as formerly. 


CasE 6.—A man, aged 68, with carcinoma of aoad 
(cardia). Oblique abdominothoracic incision on Feb. 13, 
1945. Abdomen explored. Tumour at cardia 6 cm. trans- 
versely x 4 cm. vertically and 3-5 cm. anteroposteriorly. 
Glands in lesser curve and above cardia. No spread else- 
where in abdomen. Biopsy of glands showed poorly differen- 


tiated adenocarcinoma invading lymph-gland. Incision 
continued into thorax. No spread in thorax. _ 
Tumour and glands irradiated with two tubes. Maximal 


tumour dose 1196 .r in 1:8 min., smaller than intended, as 
lower tube became unstable and was turned off.. Patient 
progressed very well for 6 days, when spontaneous pneumo- 
thorax suddenly developed on right side for no apparent 
reason, causing rapid death from heart-failure in spite of all 
attempts at resuscitation. — 


CASE 7.—A woman, aged 54, with carcinoma of stomach 
(lesser curve). . Oblique abdominothoracic incision on March 
23, 1945. Abdomen explored. Saddle-shaped tumour 
high on lesser curve, extending quarter-way round lumen on 
each surface; stony-hard, nodular, with subserous spread, 
measuring 8 cm. transversely X 4 cm. vertically xX 4 cm. 
anteroposteriorly. Glands along lesser curve. Biopsy showed. 
moderately differentiated adenocarcinoma with much fibrous 
stroma invading lymph-gland. No other sign of spread. 
Incision continued into thorax. 

Tumour and glands irradiated with.two tubes. Maximal 
tumour dose 1542 rin 3 min. Progress to July 24: general 
condition good and i improving ; no dyspepsia ; appetite good ; 
eating full diet ; gaining weight; blood condition satisfactory. 


- Case 8.—A woman, aged 60, with carcinoma of pancreas 
(body). Laparotomy on May: 16,' 1944, via midline incision. 
Stony-hard mass in body of pancreas B cm. X 5 om. No 
signs of spread. Biopsy of pancreas showed ‘adenocarcinoma. 
` Tumour treated with one tube. Maximal ‘tumour dose 
750 r-in 1-5 min. External irradiation begun in 9 days. 
Total maxima] tumour dose 3010 r in 21 days. Progress to 
Aug. 4, 1944; condition much improved ; all pain relieved ; 

gained some weight. 

Returned to hospital on Oct. 30, for follow-up. Ascites. 
Indefinite mass felt in abdomen after paracentesis abdominis. 
Further external irradiation begun Nov. 9. Maximal tumour 
dose 2475 r in 14 days. Patient gradually deteriorated and 


_ died on Dec. 8. Autopsy showed complete disappearance 


of original tumour, palpable mass being scar tissue and 
adherent. bowel, but wide-spread metastases outside this 
area in liver, peritoneum, and para-aortic glands. 


This being an early case in the series, the original 
tumour dose of irradiation was small, and only one tube 
was used, but her condition had been. definitely allevi- 
ated, although she died from -wide-spread metastases, 
which probably had developed before treatment began. 


CasE 9.—A woman, aged 67, with carcinoma of colon 
(descending). Laparotomy on Jan. 23, 1945, via lower 
midline incision. Large hard fixed mass in left iliac fossa 
firmly adherent to peritoneum, attached’ to bladder at lower 
end, completely encircling colon, measuring 9 cm, long, 
6 cm. wide, and 6 cm. deep. No sign of spread. Right 
transverse colostomy performed through separate upper 
paramedian incision. Midline incision extended trans- 
versely. to left iliac crest giving direct exposure of tumour. 
Tumour irradiated with two tubes. Maximal tumour dose 
1660 r in 2:5 min.. Progress to Aug. 28: general condition 
very good; gained 14 lb. in weight since operation ; ; no 
symptoms ; no tumour palpable in left iliac fossa. 


' CONCLUSIONS . 


Although the series is small, we feel sure that our 
method will prove to be a rational.and hopeful advance 
in the treatment of inoperable cancer of viscera. Whether 
the cancer is rendered inoperable by the poor general 
condition of the patient or by irremovable local spread, 
this method will often succeed where surgery alone must 
inevitably fail. Though wider exposure is needed .than 
for surgery alone, with adequate precautions the whole 
procedure should not be so shock-producing as is wide 
surgical excision. Exploratory operation is the -only 
reliable way of deciding the correct form of treatment, 
and the hospital of the future will have a radiotherapy 
room adjoining the aia NEANS to spcliitate direct 
irradiation. 
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needs irradiating—i.e., the tumour and field of local 
spread—and not the overlying skin or intervening vital 
tissues. There being no precedent to indicate the prob- 
able effects of such high tumour doses given within a 
minimum of 2-5 min., we have given in the earlier cases 
rather smaller doses than could be expected to be 
curative alone ; so these patients have had supplementary 
external irradiation beginning within 10 days of operation 
Some have had further external treatment again later. 

We have gradually increased the initial dose and now 
use two tubes together. We hope eventually to be able 
to give an adequate initial dose so as to dispense with the 
routine external irradiation. But, until we have more 
experience in the relation of radiosensitivity to the 
microscopic and macroscopic types of cancer, it will still 
remain a most difficult problem to decide for or against 
further external irradiation. 

Biopsy may not be practicable in all cases, being not 
altogether devoid of risk when there is no obvious 
glandular spread. But even biopsy is not always 
reliable, for surgeons and radiotherapists have too often 
been misled by them in the past. Being able to see and 
feel the tumour should make the diagnosis more certain 
than when relying on external methods of examination 
alone, and biopsy will often increase that certainty. 
Autopsy is perhaps the only way of achieving absolute 
certainty, and the object of our treatment is to try to 
postpone that event. | 

All the patients were bad risks for any operative pro- 
cedure, and they would all inevitably have died within 
a few months at most if untreated. Now 5 are doing 
well at over 18 months, 15 months, 15 months, 7 months, 
and 5 months after combined operation and irradiation. 
Though our methods have failed to palliate other more 
advanced cases, the experience gained with them has 
been most valuable in leading to modifications and 
improvements in technique in many directions. No 
doubt further changes will be necessary as we progress. 

Being a new method of treatment it has not been easy 
so far to obtain a sufficient number of suitable cases to 
give it a fair trial. Some were too far advanced for 
exploration and treatment, and some others were found 
to be operable and were treated surgically. We have 
written this paper to show that our method is a reason- 
able and practicable possibility, which we feel sure will 
lead to an increase in the cure-rate of these hopeless 
cases ; and to appeal for more cases. 


We wish to thank Mr. W. H. Ogilvie, Mr. C. Price Thomas, 
Mr. R. Ogier Ward, and Lieut.-Colonel H. G. Alexander 
for encouragement and advice in writing this paper; Mr. C. 
Price Thomas and Mr. Libero Fatti for advice and assistance 
in thoracic technique; Dr. H. P. Crampton for his loyalty, 
courage, and enthusiasm as our pioneer anesthetist; Dr. 
Malcolm Donaldson for his encouragement and obtaining 
the gastroscope from the British Empire Cancer Campaign, 
and Dr. Avery Jones, Mr. Frank Ellis, Mr.’ Reginald Vick, 
Dr. Geoffrey Evans, Mr. Libero Fatti, Mr. John Grainger, 
Dr. Lloyd Hart, Dr. J. E. G. Pearson, and Dr. E. Japha for 
sending us cases. 
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TEMPERATURE AND SEDIMENTATION-RATE 
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It is more reasonable to irradiate most what most 


INFLUENCE OF TEMPERATURE ON 


SEDIMENTATION-RATE 
ITS CLINICAL SIGNIFICAN CE 


R. J. WEINGARTEN, M D COLOGNE 
PRINCIPAL MEDICAL OFFICER, BIKANER STATE 


Most textbooks say that high external temperatures 
accelerate and low ones retard the red-cell sedimentation- 
rate (SR), but our experience in Bikaner, where since 
1938 the SR has been tested as a routine in all medical 
cases, led us to doubt the accuracy of this statement. 
The room temperature in our laboratory during working 
hours is about 98° F in May and 60° F or a little less in 
January ; ‘the seasons change quickly. SR done at 
different periods in some cases did not conform to the 
rule ; so we investigated the matter more closely. 


METHOD OF INVESTIGATION 


Westergren’s method was used with all technical 
precautions. The readings were taken every ten minutes. 
Blood was withdrawn with as little venous stasis as 
possible, the patient having been kept fasting. Two SR ° 
determinations were carried out simultaneously, one at 
99° F, the other at 44° F. These temperatures are 
conveniently obtainable in every laboratory in an incuba- 
tor and a refrigerator respectively. In a sufficiently 
large number of cases (the first 200 of our series) the blood 
was divided and kept for an hour at 99° F and 44° F, and 
after thorough shaking two tubes were filled with chilled 
and two with warm blood. One of each was then put 
into the cold and hot compartments. Except for a very 
slight deviation in the first minutes, previous chilling or 
warming did not affect the SR. Special care was taken 
to conserve steady conditions, and the doors of the 
chambers were opened for a few seconds only every ten 
minutes. . 

Cases showing a higher SR at 99° F are marked SR +. 
Cases showing no appreciable difference (up to 10%) at 
any stage during an hour are marked SRO. Cases 


showing a higher SR at 44° F are marked SR —. 


RESULTS | 


Of 483 cases examined in this way 279 (57-7%) showed 
SR +, 109 (22:7%) SR —, and 95 (19:7%) SR 0 ; they are 
divisible into three groups. 

Group I.—This comprised respiratory (including un- 
complicated pulmonary tuberculosis), circulatory, diges- 
tive, nervous, and skin diseases, gonorrhoea, arthritis, &., 
and consisted of 252 cases, 198 showing SR + and 54 
SR 0. Six cases of ascites with SR + appear in this group: 
three of them were cancer of the peritoneum, one primary 
tuberculous peritonitis, one Pick’s disease, and one 
chronic portal thrombosis. 

Group II.—The SR varied in this group; details are 
given in table I. . | 

Group III.—This group always gave SR — and con- 
sisted of the following cases : 


` Cases 
Atrophic cirrhosis of liver 4 ix Su sa 19 
Kala-azar on ie ae ae ; ian, 2 
Amocbic liver-abscess .. ge it os i 6 
Pulmonary tuberculosis with intestinal tuberculosis . . 3 
Primary intestinal tuberculosis » Ss a 4 
Cancer of the liver (one primary, two metastatic) 3 
Subacute icterus gravis .. ee ec Se 2 
Arsenical hepatitis 1 


Only 1 of the 19 patients with atrophic cirrhosis of the liver was a 

Pile oa gary menu y orker. Tne orior 18 bh Se eee 
too ohol very rarely, and in sm uantities. 

habitually ate strongly spiced food. 6 üi ion 


In group mi the SR — was most pronounced, readings 
for the first 10 min. often being more than five times higher 
in the cold than in the warm. A few typical instances 
are given in table 1r. In the cold the fall of the corpuscles 
was very rapid during the first 30 min. The SR slows 
down only as packing of the corpuscles prevails. In all 
these cases, the clumping of RBC into large visible 
aggregates was very remarkable, usually already a few 
minutes after the tube had been placed in the refrigerator. 

This phenomenon was very pronounced in a case of black. 
water fever where, immediately after the sedimentation tube 
had been filled with citrated blood; the whole column took 
on & granular appearance and large clumps of RBC could be 
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seen quickly falling to the bottom of the tube. The sedi- 
mentation: was completed in under 2 min. A similarly rapid 
SR has not been noticed in any other case. Bikaner is free 
from blackwater fever (this case came from Bengal), and the 
SR in blackwater fever could therefore not be further investi- 


TABLE I—SR IN DISEASES. OF GROUP II 


-Disease Cases | SR + | SRO | SR — 


Malaria a $ .. | 122 47 29 
Amobic hepatitis 5 
Catarrhal jaundice 5 
Diabetes site 7 
Macrocytic ansemia aed T 7 
9 
9 
5 


pa 
Oe 
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Acute (bacillary) dysentery 
Chronic colitis 


Typhoid .. ia ak i i 
Syphilis (primary and secondary) 15 13 1 
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gated. ` This observation was made before we began to com- 
pare SR methodically in the heat and the cold. 


In some cases the SR before treatment could be com- 
pared with the SR after clinical cure. A few instances 
are given here. In a case of arsenical hepatitis in prim- 
ary hilis treated with neoarsphenamine and bismuth, 
after 2-1 g. of neoarsphenamine the patient developed 
-~ jaundice, fever, and drowsiness. Details of the SR on 
admission, at the height of clinical symptoms, and after 
cure with sodium thiosulphate and insulin-glucose are 


TABLE II—EXAMPLES OF SR IN DISEASES OF GROUP III 


Intestinal 
Ameebic Cancer of 
of liver | Kala-azar | i ver-abscess oe liver 
99°F | 44° F [99° F| 44° F | 99° F | 44° F | 99°F 44° F| 99° F| 44° F 
|_| E a a a 
5 48 7 20 23 | 40 4 | 6 15 70 
11| 75 | 18 | 103 | 63 | 112 | 1ł | 30 | 40 | 102 
19 84 25 111 73 113 18 ' 65 50 108 
27 91 32 113 89 | 117 | 25 79 80 112 
35 98 | 41 i15 107 120 32./ 89 92 119 
49 104 | 52 116 121 124 40 90 98 123 


given in table m1. Similar details are given in table Iv 
(A and B) for amcebic hepatitis before and after treat- 
ment with emetine and for malaria, of 3 months’ dura- 
tion, before and after treatment with quinine. 


DISCUSSION 


It appears that the SR — is closely associated with 
hepatic disorders. ery pronounced acceleration of the 
SR in the cold was obtained in all 19 cases of atrophic 
cirrhosis, which is considered the prototype of advanced 
parenchymatous degeneration. l 

All 9 cases of kala-azar had an even more rapid fall 
during the first 30 min., reaching the stage of almost 
complete packing at the end of this period. In one 
autopsy histological changes in the liver consisted of 
atrophy and fatty degeneration of liver-cells, perivascular 
round-cell infiltrations, and diffuse intralobular cirrhosis. 
In this connexion, it is interesting to note that Chaudhuri 
and Chaudhuri (1943) in performing the Takata-Ara 
test. in 120 cases found in 6 cases of cirrhosis 1 positive, 
1 doubtful, and 4 negative ; and in 44 cases of kala-azar 
19 strongly positive, 16 positive, 5 doubtful, and 4 
negative results. 

In 1 case of arsenical and 2 cases of subacute necrosis 
of liver, which were all cured with insulin-glucose, the SR 
could be compared well with the clinical symptoms. 
With the onset of jaundice in the case of arsenical hepa- 
titis sedimentation was still higher in the heat, and only 
when drowsiness and delirium were pronounced did the 
SR show a definite increase in the cold, most distinct on 
the llth day, when general toxemia was already lessen- 
ing. After clinical recovery, with only slight icteric 
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discoloration of the sclerz and no bilirubin in the urine, | 
it took another 10 days for the SR to return to its normal 
higher fall in the heat. The 3 cases of subacute necrosis, 
which were admitted with already fully developed signs, 
showed a similar reversal on recovery. 
All 7 cases of pulmonary tuberculosis with intestinal 
tuberculosis and primary intestinal tuberculosis, had 
cachexia, anzemia, and codema. No autopsy could be 
done in any of these cases, but presumably diffuse fatty 
degeneration of the liver was present. l 
The: 3 cases of cancer had enormously enlarged livers 
with gross. nodular irregularities of the surface. The 
destruction of liver tissue in these cases must have been 
considerable. i ; 
In group 1 only one autopsy could be performed. The 
patient with typhoid, with SR —, died from perforation 
and peritonitis. The liver presented a typieal picture 
of cloudy swelling and focal necrosis. t 
Amæbie: hepatitis showed SR — in 4 out of 5 cases. The 
cytolytic action of the ferment or toxin of the amæœba on 
the liver where it is conveyed through the portal. blood- 
stream may be accepted as a possible explanation. — 
In all other eases the cause for SR — cannot be 
equally well.determined. In bacillary dysentery toxins 
or even bacilli may reach the liver tissue. In ‘chronic 


TABLE TI—30-MINUTE READINGS OF SR IN ARSENICAL 


HEPATITIS 
~ On admission At height of symptoms After cure 
99° F 44°F 99° F 44° F | 99°F 44° F 
4 5 10, | 
11 22 50 
26 6 ` 42 92 15 


colitis absorption of bacilli or toxic proteolytic products 
into the portal vein may take place causing liver damage. 
This, however, is only conjecture. ; T 

The large proportion of SR — in malaria cases was 


‘surprising, being greatest in cases which had gone un- 


treated for over two weeks. In our series, 68 cases had no 
previous medical attendance ; 28 of them had their first 
attack of fever less than fifteen days before admission. 
Of these, 21 showed SR +,3SR —,and4SR0. Of 40 
untreated cases with over two weeks’ history, 34 had 
SR — and 6 SR +. Wehad no opportunity to perform 


TABLE IvV—30-MINUTE. READINGS OF SR IN (A) AMŒBIG 
HEPATITIS AND (B) MALARIA 


(A)—Amebic Hepatitis (B) Malaria 


5 On admission | After cure On admission After cure 
ase ee 
99° F | 44° F | 99° F | 44° FÍ 99° F | 44° F | 99° F | 44° F 

4 6 1 1 | 15 233 | 11 3 

1 10 30 2 1 45 78 36 8 

20 70 5 3 70 |105 59 12 

12 18 5 3 5 30 6 2 

2 38 55 18 11 18 51 21 10 


an autopsy in any of these cases. Many ‘of our cases 
were extremely massive infections observed. during an 
epidemic outbreak of malaria August-November, 1942. 
From 1939 to 1941 the rains had failed in Rajputana, 
leading to famine in the whole of the non-irrigated part 
of the State. With early and heavy rainfall in 1942 
malaria. spread rapidly, particularly since systematic 
quinine prophylaxis could not be undertaken. Most of 
these malaria patients were at the onset emaciated owing 
to semi-starvation, and there can be little doubt that they 
had long been deficient in glycogen, which may’ also 
explain the unusually high incidence and severity .of 
Heemosiderosis of the liver and the clogging of small 
vessels by parasites, dead endothelial cells and RBC, with 
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-cohsequent focal degeneration of liver-cells, is suggested 
as the pathological basis of SR —. | | 
. Amosebic and bacillary dysentery, besides malaria, have 
from time to time been held responsible for the large 
incidence of non-alcoholic atrophic cirrhosis in hot coun- 
‘tries. If, as we believe, SR — indicates -liver-cell dam- 
age, additional weight is given to this theory, because 
persistent or repeated injury to the parenchyma, followed 
by repair, will finally lead to atrophic cirrhosis. 

The diseases in groups II and II were naturally accom- 
panied sometimes by severe anemia. Anæmia per se, 
however, is not the cause for SR —. The typical 
secondary (post-hzemorrhagic) ansemia always shows a 
definite SR +. Besides the clinical evidence, SR of 
different proportions of plasma aud corpuscles of SR + 
and SR — cases were determined. Bloods of SR + cases 
will always give SR +, however low the hematocrit 
value is chosen. 
even with a hematocrit of 50%. The usual slowing down 
of the SR with high concentration and speeding up with 
low concentration of RBC could, as expected, be shown. 

Investigations to discover the causes responsible for 
SR — in cases of liver damage are in progress. It is 
likely that protein fractions, particularly globulin and 
fibrinogen, effect a clumping together of RBC more in the 
cold than in the heat, which results in very rapid SR —. 


’ CONCLUSION 


The general statement that SR are higher in warm 
temperatures is not correct. 

In certain cases SR is much higher in the cold, a 
condition denoted here as SR —. 

SR — appears to be associated with damage to the 
parenchyma of the liver. 

The simultaneous examination of SR in warm and cold 
temperatures seems to have a considerable diagnostic and 
prognostic value. 


I wish to thank Dr. Jagdish Chandra, of the Bikaner Clinical 
and Research Laboratory, for his technical assistance. 


Reference.—Chaudhuri, R. N., Rai Chaudhuri, M. N. (1943) Indian 
med. Gaz. 78, 232. . 


CLINICAL TRIALS OF §-PETHIDINE 


A. J. GLAZEBROOK A. W. Branwoop 
MB LOND. M B EDIN, MRCPE 
Department of Clinical Medicine, University of Edinburgh 

PETHIDINE (‘ Demerol,’ or ethyl 4-phenyl-]l-methyl- 
piperidine 4-carboxylate) has now had an extended 
clinical trial, and there can be no doubt about its efficacy 
as an analgesic. Battermann and Himmelsbach (1943) 
have given the clinical advantages of pethidine over 
morphine as its relief of spasm of smooth muscle ; its 
rapid dissipation which tends to offset undesirable cumu- 
lative effects, such as respiratory depression and urinary 
retention ; and its lesser liability to produce habituation 
and physical dependence. 

On the other hand, we have found that pethidine has 
a variable action in the contro] of deep-seated pain. 
Sometimes effective, in other cases it gives the patient 
little or no relief. According to. Battermann (1943), 
side-effects occur in 25% of cases when pethidine is 
used parenterally.in therapeutic dosage. Dizziness is 
the common symptom; occasionally there may be 
nausea or even vomiting. We were therefore glad to 
test the efficacy of a new analgesic compound, ethyl 
3-pheny] -1-methyl-piperidine-3-carboxylate, hereafter 
referred to as B-pethidine (cf. Bergel et al. 1944). 


METHOD oF COMPARING ANALGESIC ACTION 


The Hardy, Wolff, -and Goodell (1940) apparatus 
measures pain thresholds and employs heating of the 
skin as a source of pain. Slaughter and Wright (1944), 
using a modified Hardy-Wolff-Goodell machine, found 
the greatest possible error, in a series of pain-threshold 
determinations in normal] subjects, expressed as a per- 
centage of the mean, to be 1:53. Statistically, therefore, 
the method is sound. It has been. used by Barlow 
(1943) for comparing the analgesic properties of morphine, 
codeine, and pethidine. Barlow found that 125 mg. of 
pethidine approached the effectiveness of 15 mg. of 
morphine in analgesic action but did not persist so long. 

An objection to thermal] methods of producing pain 
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in a comparative study of analgesics is that, clinically, 
pain is not often produced by heat. but by other mechan- 
isms. A further objection is ‘the complexity of the 
apparatus. : : 

. ` Mechanical contrivances have been used by von Frey 
(1897) and Eddy (1932) to produce pain by pressure, and 
we made experiments with the apparatus illustrated 
(see fig. 1). A screw drives a blunt point into the upper 
part of the tibia. The blunt point is attached to a 


Fig. |—Device for 
measuring pain 
threshold. 
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rubber diaphragm, and the pressure is communicated 
to an ordinary sphygmomanometer gauge by rubber 
tubing. A reading in mm. Hg is taken when the subject 
complains of pain. 

During the course of a day 10 estimations of the pain 
threshold were made on each of 8 patients. In any one 
patient only slight variations were obtained in the 10 
readings ; in fact, the greatest standard deviation was 
+ 2-2. Thus the greatest probable error expressed as 
a percentage of the mean was only 0:5. The method 
promised to be as sound as that employed by Slaughter 
and Wright (1944), and this simple device was used for 
comparing the analgesic actions of pethidine and 
f-pethidine. ` 

EXPERIMENT 

Six groups of 20 subjects each were treated on different 
days in one of four ways: (a) 2 ‘‘ coco ” tablets (each 
containing aspirin gr. 2, phenacetin gr. 2, codeine 
er. 7s); (b) 100 mg. pethidine subcutaneously ; (c) 
100 mg. f-pethidine subcutaneously ; or (d) no medica- 
tion at all. 

Estimations of the pain threshold were made on group 
1 a quarter of an hour after medication, group 2 half 
an hour, group 3 an hour, group 4 two hours, group 5 
three hours, and group 6 four hours, after medication. 
The observer did not know whether any given subject 
had been treated or not. The results are shown in 
figs. 2 and 3. 


: RELATIVE ANALGESIC ACTIONS 
Fig. 2 shows the total number of cases in which the 


pain threshold was altered. Every subject receiving 
either pethidine or f-pethidine showed a raised pain 
threshold ‘two hours after injection, but the effect of 
ig ea a subsided more rapidly than that of pethidine. 

ig. 3 shows the average raising or lowering of pain 
threshold, as recorded in mm. Hg at quarter, half, 
one, two, three, and four hours after medication. Maxi- 
mal effects of both pethidine and f-pethidine were 
recorded two hours after injection ; again pethidine had 
a longer action thereafter than had f-pethidine. Two 
‘“ coco ” tablets, which we have often seen prescribed 


‘in hospitals, had little or no analgesic action. 


CLINICAL EFFECTIVENESS 


- Beta-pethidine was found to be a useful analgesia 
in various painful conditions in a dose of not less than 
100 mg.. It afforded quick relief in intestinal, biliary, 
and renal colic.. Particularly gratifying results were 
noted in three cases of painful flexor spasms associated 
with advanced disseminated sclerosis and with syringo- 


. Phage. 
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. myelia. In these conditions its action was similar to 


that of pethidine, and it was hardly possible from clinical 
observation to: determine any difference in the. anti- 
spasmodic properties of the two compounds. Like 
pethidine, -pethidine had-a curiously variable and 
unpredictable action in cases of deep-seated and chronic 
pain. ‘Successful in one of two clinically similar cases 
of severe headache associated with intracranial tumour, 
it did not relieve the headache of a subarachnoid hæmor- 
Great relief was experienced in cases of sarcoma 
of the tibia, and of multiple secondary neoplasms in bone, 
and in a case of gross lumbar osteo-arthritis with severe 
root-pains. On the other hand, a case of sciatica, and 
another of sarcoma of the diaphragm gained no benefit 
whatever from f-pethidine. In general, where the pain 
was such that it was not amenable to ordinary pethidine, 
B-pethidine also had no effect. l 

_ In this group of cases pethidine in equal dosage had a 


longer and more powerful action than ß-pethidine, and 


in one case of a mediastinal neoplasm relief was regularly 
obtained from the injection of pethidine but not from 
f-pethidine.. | f | 


` SIDE-EFFECTS AND TOXICITY 

Two patients complained of slight dizziness soon after 
injection. No complaints of nausea or vomiting were 
made. One patient four hours after a subcutaneous 
dose of 200 mg. complained of paresthesia in all four 
limbs, followed a little later by severe headache, which 
persisted for two hours. This incidence of less than 
15% of unpleasant side-effects compares with Batter- 
mann’s figures, previously. quoted, of a 25% incidence 
of side-effects when ordinary pethidine was used parenter- 
ally. We have not, however, used the drug in such 
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Fig. 2— Number of cases, in each group of 20 subjects, in which the pain 
threshoid was aitered. Those above the liine marked O indicate a 
raised threshold, those below the line alowered threshold. Casesin 
which the threshoid was not altered are not shown ; their number 
is the balance between the number of cases shown and 20. 


rolonged dosage nor in such a large series of cases as 
has Battermann. — 

An autopsy on a patient who died from an extension 
of his malignant disease afforded no evidence of any 
toxic change in the liver or other organs which could 
be ascribed to f-pethidine, although he received 1:12 g. 
of the drug. | a 

` Given at night, 8-pethidine had a sedative effect and 
induced sleep, usually about half an:hour after injection 
of 100 mg. Pethidine in the same dosage given to the 


same patients acted far more quickly, sleep coming in 


most cases in about ten minutes. No soporific effect 
was noticed when f-pethidine was given during the day, 
and its sedative qualities were less than those of pethi- 
dine. This is not necessarily: a: disadvantage in an 
analgesic. eS 


Euphoria, sometimes so pronounced an effect of 


ordinary po dine, did not seem to be producèd by 
B-pethidine to any noticeable degree. Two patients 
developed some emotional lability, but it was difficult 
to ascribe this to the f-pethidine; both had chronic 
malignant disease. Neither patient, after a total dosage 
of 1-12 g., evinced any. withdrawal symptoms. This 


difference between the two pethidines raises the possi- 
bility that $-pethidine will be even less likely. than 


ordinary pethidine to cause addiction. Further experi- 
ence of this not unimportant aspect of 'f-pethidine is 
desirable. is - | wg 5 
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© e BUMMARY l 

Animal tests of a new analgesic drug, ß-pethidine 
(ethyl 3-phenyl-l-methyl-piperidine-8-carboxylate), the 
application of heat being used `for'testing the pain 
threshold, had suggested that its action was similar to 
that of ordinary pethidine, though it lasted longer (cf. 
Macdonald et al. 1945). | a ae, eh ask 
- With a mechanical method of testing the pain threshold 
on human subjects it was found that the action of 
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Fig. 3.—Average amount of alteration in pain threshold measyred in 
mm. Hg in each group of 20 cases. No coco-tab column is shown 
at the quarter-hour mark, because no difference in pain threshold 
was recorded at this time. i - . 


100 mg. of ordinary pethidine lasted longer than that of 
100 mg. of ß-pethidine. -- a 

Clinical ls have demonstrated that £-pethidine 
is a useful analgesic of low toxicity and causing few side- 
effects. Its analgesic action is similar to that of pethi- 
dine but lasts a shorter time and is not quite so powerful. 
Its sedative qualities are less definite than those of 
pethidine, and it does not tend to produce euphoria. 

Further clinical experience will be necessary to assess 
the place of this new analgesic. pa s 


We wish to thank Prof. D. M. Lyon for his help and 
encouragement. The f-pethidine was supplied by Messrs. 
Roche Products Ltd. | 
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'“. .. A man wants three houses in his life-time :' one . 
when he gets married, one when the family is growing up, 
and one when he is old. . . . I hope the old people will not 
be asked to live in colonies of their own—after all, they do. 
not want to look out of their windows on endless processions 
of the funerals of their friends; they also want to look at 
processions of perambulators.”—Mr. ANEURIN BEVAN, 
Hansard, Oct. 17, 1945, par. 1222. 


“©... Mental fatigue is akin to boredom, and housing 
can be made to encourage or alleviate this condition ; especi- 
ally in women. Labour-savimg devices, organisation of 
work so that successive operations are placed in a continuous 
sequence, adequate lighting, provision of necessities in easily 
accessible places, and provision of an attractive outlook as 
well as a pleasing interior are all important means to. this 
end. . Variety-is a useful antidote to mental fatigue. Rooms 
should not all have the same design or finish ; houses should 
pay more than lip service to variation of design. A visit 
to another house should provide a change of material as well 
as of personal environment. Gardens, paths, roads, parks, 
public buildings, all play a part in counteracting boredom 
and in stimulating bodily reactivity.”—Prof. Doveras H. K. 
LEE, University of Queensland Papers -. Dept..of Physiology, 
1944, 1, No. 8 | ee oT E 
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Medical Societies 


7 EUGENICS SOCIETY 
AT a meeting of the society on Oct. 16, with Dr. 
AUBREY LEwIs in the chair, a paper on 
- Mental Health in a Rural Area | - 


was read by Dr. W. MAYER-Gross. He is conducting, 
with the help of a team of psychiatric and social workers, 
a survey of the mental health of residents in an area near 
a big Scottish mental hospital, and he described the 
findings up to the present. No survey of this kind— 
including minor as well as major psychiatric disorders— 
has been made in Great Britain before, though there 
have been two in America. The methods used were 
based on those of Strömgren when he surveyed the 
Danish island of Bornholm, chiefly for major psychoses, 
in 1938. He lived there, and: made touch with doctors, 
teachers, clergymen, aldermep, officials, and the older 
residents ; and he studied thë records of hospitals and 
almshouses. The Scottish vey began with a study 
of records at the local mental hospital, where patients 
from the area have been treated for more than 100 years. 
Inquiries in the area were made by the social worker, 
who was more able to approach this topic without 
offence than a doctor would have: been. She visited 
patients discharged from the hospital during the pre- 
ceding 10 years and the relatives of those still in hospital ; 
through the medical officer of health she made touch with 
local government, public assistance officers, and sanitary 
inspectors. She visited certified mental defectives, and 
was given access to schools and teachers and to the results 


of an intelligence test taken by all school-children at the ` 


age of 11. Doctors, ministers, district nurses, welfare 
and SPCC officers, and police codperated ; and Scottish 
neighbours as usual proved to be well informed about 
each other. It was rare to find that nothing at all could 
be elicited about the personal habits and peculiarities 
of a suspected case. | 

As. an illustration. of the results, Dr. Mayer-Gross 
chose a purely agricultural district of 5 parishes, covering 
about 64,000 acres, with a population of 5041 at the 
1931 census. The area is not subject to large migrations, 
and he thinks it likely that the population has remained 
relatively stable. Cases were analysed under 10 diag- 
noses, some of which include several types of disorder. 
Thus neurosis in children includes enuresis and stammer- 
ing; neurosis and psychopathy in adults covers anxiety, 
obsessional] illness, hysteria, aggressive excitable psycho- 
pathy, and a tendency to drift. | 

The incidence of mental defect-was high, confirming 
the experience of E. O. Lewis, in his study of mental 
defect in rural areas. There were 13-7 mental defectives 
per 1000 population, a figure higher than Lewis’s, and 
26-4 per 1000 of dull and backward—people, that is, with 
an IQ between 70 and 80. Only 4 per 1000 of maladjusted 
and neurotic children were found. Neurosis and psycho- 
pathy accounted for 20-8 per 1000, manic-depressive 
illness for 2-4, schizophrenia for 4-8, alcohol and other 
toxic psychoses for 2-4, epilepsy for 1-4, senile and 
arteriosclerotic 
choses, with undiagnosed and suspected cases, amounted 


to 7-6 per 1000. The total number of mentally abnormal | 


cases in the area was 440, or 86-9 per 1000—a figure 
higher than in the two American surveys. Analysis 
by age-groups showed a high proportion of young people 
in the dull and defective group, which Dr. Mayer-Gross 
attributes to the fact that the survey had fuller 
information about children born after 1926. The age- 
distribution of the abnormal cases corresponds to that of 
the population in the district. Defectives, and the dull 
and 
unskilled labourers than in the families of higher grades 
of worker. 
high: 35 needed inpatient and 41 outpatient care ; 


only 10 children were getting special schooling; 64 


needed it. 

In 120 marriages among the 440 patients there were 
9 cases of separation and‘ divorce; and in 25 married 
couples both partners came under the survey as cases. 
There were only 38 dulland defective among the married, 
probably because most of the patients in these backward 
groups are still below the age of 25; but a larger pro- 
portion of these patients lived harmoniously with their 
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ckward, were more common in the families of: 


He noted that the need for treatment was - 
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spouses than did married patients with other types of 
mental abnormality. | a ’ , 
Mr. RicHAaRD TITMUSS, commenting on the high pro- 
portion of dull and defective cases, suggested that some 
selective factor may be at work inducing the backward 
to stay in the area, or the brighter to move out. Dr.T. 
RUSSELL FRASER asked where the survey drew the line 
between the normal and the abnormal. ‘The social 
adjustment of the patient, Dr. Mayer-Gross replied, 
was the decisive factor. , l 


Reviews of Books 


Surgical Disorders of the Chest 
“Diagnosis and Treatment. J. K. DONALDSON, 
FACS, major USAMO. (Kimpton. Pp. 364. 33s.) 

STUDENTS of thoracic surgery will welcome this book, 
though it exhibits many minor points of difference from: 
the accepted practice in this country. More emphasis 
on general piney would have been helpful to the less 
experienced, especially in the section on treatment of 
empyema.. Failure to deal with empyema satisfactorily 
is one of the chief blots on modern surgery and can 
only be remedied by rigid attention to both general 
principles and details. The position of the average 
drainage opening, the size of the drainage tube, and the 
control of the healing of the cavity with pleurograms 
are points which might well have been emphasised ; 
so might the use of breathing exercises to expand 
collapsed lung. | | 

Though all branches of chest surgery are included some 
sections are outstanding—for example, those on sub- 
phrenic abscess, lung abscess, and carcinoma of the 
cesophagus. Anesthesia is briefly discussed, but 
artificial respiration, oxygen administration, and resus- 
citation are described more fully. Major Donaldson 
has achieved a judicious balance between clinical 
description, technical detail, and case-reports, and the 
illustrations are well chosen. 


Leukopenia and Agranulocytosis 
` WILLIAM DAMESHEK, MD, clinica] professor of medicine, 
Tufts College, Boston, Mass. (Oxford University Press. 
Pp. 78. 10s. 6d.) : | 
Ts is a reprint of the section in the ‘“ Oxford Loose- 
Leaf Medicine,” a work now well Americanised. Dame- 
shek’s section follows suit by ignoring all British work ; 
but it presents a good detailed summary of the American 
investigations and mentions those of Preben Plum in 
Denmark. There is one new point: since agranulocy- 
tosis robs the patient of an important part of his anti- ` 
infection defences, it is logical to treat the severe cases 
with penicillin or even sulphonamides to combat a 
possible bacterizemia; only some agranulocytosis patients 
show such a widespread bacterial invasion and the reason 
for the death of the others is still a mystery. Dameshek 
has come to the same conclusion as most other workers 
that the value of pentose nucleotide, leucocyte cream, 
liver extract, yellow bone-marrow, blood-transfusion, 
and other proposed measures, is very doubtful and that 
recovery is probably little influenced by them—cccurring, 
in fact, in spite of them. - Prevention, by constant care 
when using granulopenic drugs, is all the more important. 
There is little in this book that cannot be found in the 
standard hematological textbooks. 


Medical Annual 1945. | 
(63rd year.) Editors: Sir Henry TIDY, KBE, DM Ox¥p, 
FRCP; A. RENDLE SHORT, MD LOND., FROS. (Wright. 

Pp. 410. 253.)  . l zx 
Tms medical Marchf-of Time continues on its steady 
course, late but otherwise unperturbed by the events 
among which it has been produced. This year there is a 
section on measurement of morbidity, by Prof. Ralph 
Picken; and a new section on vital statistics, by Dr. 
Percy Stocks, is to become an annual feature, Next 
year perhaps we shall see sections on social medicine, 
reablement, and industria} medicine. A distinguished 
American, Colonel W. S. Middleton, contributes a long 
section on primary atypical pneumonia. Outstanding 
among other contributions are Dr. Macdonald Critchley’s 
frank discussion of the Kenny treatment of poliomyelitis, 
and Dr. Ernest Lloyd’s judicial summing up of the 

present status of mass miniature radiography. 


MD, 


Tan’ LANCET, ] THE LANCET GENERAL ADVERTISER ` [Oor. 27, 1945 


a pangs iw aan eee te 


oer ae OS ANE AREE i" ASOT HOST anges > 
r t” ; = 
i . as is eet í 


T) ' 


se aan TT Te Oe Tie rr i Ir, Tiea l 4 VeA 


Maintaining the economic usefulness 


of the EPILEPTIC PATIENT 


. ‘Prominal’ is well tolerated, and patients are frequently able to 
continue undisturbed in their normal occupations. 
_ The hypnotic effect of ‘Prominal’ is minimal (an. advantage > 
over other barbiturates) and secondary reactions are seldom 
encountered. 


Petals in tables: 
gr. ae bottles of 30, 100; 500 and 13000 
gr. 1, bottles of 100 and 1,000 
gr. 3, tubes of 10, bottles of 100, 250 and #000) 


MADE IN ENGLAND ` 


ominal 


BRAND OF 


PHEMITONE — > 


in vepilep sy 


TRADE 


l 


“BAYER PRODUCTS LIMITED 
AFRICA HOUSE: KINGSWAY + LONDON > W.C. 2 


- 


w r ’ ‘ 5 


15 


THE LANCET,] _THE LANCET GENERAL ADVERTISER |. [Ocr. 27, 1945 


SaaS =F) 


| 


INN 


NSA NSSS 


IODATOL 


. Trade Mark 
FOR HYSTEROSALPINGOGRAPHY 


OOO 


eee eS 


Iodatol, the B.D.H. preparation of iodised oil B.P., is used extensively as a contrast 
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medium for the visualisation of the respiratory tree. Iodatol is eminently suitable also 
for use in various other body cavities, particularly the reproductive tract in women. 


A booklet is now available giving details of the use of Iodatol in investigating the con- 
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tumour. | 
Typical. X-ray -pictures- of normal and abnormal conditions as shown by means of 


Iodatol are reproduced, together with notes on the interpretation of salpingograms. 
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dition of the Fallopian tubes and the uterine cavity in cases of sterility and of suspected 


Copies of this booklet and of general literature on Iodatol will be sent to any interested 
. physician, gynecologist or radiologist on request. 
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CES 


INFANTS 


@ The introduction of dried milk simplified of dried milk food without impairing 
and increased the safety of artificial feeding _ quality. 

and has had a notable influence on infant 
health during the feeding period. Since 
that day, more than 35 years ago, there have standardised composition ; itis bacteriolog- 
been three notable advances, all embodied ically safe and contains added iron and 
in Ostermilk : vitamin D. Ostermilk No.1 with reduced 


Ostermilk is a roller-dried milk food of 


(a) the development of a ‘humanised’ fat and protein and an increased lactose 


x A it x 
formula, as that of Ostermilk No. 1, content is suitable for infants up to three 


l months ; Ostermilk No. 2 is a full cream food 
(b) the addition of iron and vitamin D, as in 


sij for older infants. 
both Ostermilk No. 1 and No. 2, 


| When breast-feeding fails, it can be safely 
(c) the reduced cost achieved in 1928 when supplemented with or replaced by 
means were found to halve the price Ostermilk. | 


PRODUCT OF THE 
GLAXO LABORATORIES : 


OSTERMILK 


‘Ostermilk No. I (fat-modified) Ostermilk No. 2 (full-cream) 


æ Ostermilk No. | and No. 2 per reconstituted pint, £00 i.u. 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 
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E Members of One Another 


In the war years Service doctors have worked with 
civilian doctors both in and out of uniform. The 
profession can take pride in their joint achievements. 
The sick and wounded have been tended with devo- 
_ tion, . efficiency, .and...unprecedented. success, . while 
the high level of physical and mental health in the 
Forces owes much to an improved practice of pre- 
ventive and social medicine. l 

The close association of these two unlike creatures 
—the Service doctor and the civilian doctor—has 
brought out certain differences of outlook and 
opinion ; indeed, some of these have disclosed them- 
selves with explosive force. But success in a common 
cause has created a useful reserve of mutual respect 
. and good will. Now that uniforms are being taken 
off, the time has come to forget the differences ‘and 
turn our thoughts to means of preserving this good 
will. - Prompt initiative is needed, because the English 
quickly turn their minds from anything connected 
with war. But in the coming years our sons and 
daughters may have to enter the Forces in greater 
numbers than formerly, and the whole profession 
must concern itself with the medicine that will be 
practised on the nation’s youth. No longer can the 
Services, and Service medicine, be considered some- 
thing separate and apart; and much will be gained 
if in peace-time there is continuous, agreeable, and 
profitable association between the civilian doctor 
and his military colleague. The fact that they lead 
very different lives need not induce a feeling of con- 
descension or superiority on either side. 

To cement and continue the present alliance 
between Service and civilian doctors calls for some 
medical EISENHOWER with qualities that will earn 
equal support and confidence from both parties. 
But it does not require any new or elaborate organisa- 
tion: the machinery he would need is already largely 
in being. If we consider, for example, the case of 
the Army, which has been far the largest employer 
of medical officers; it is clear that much could be done 
through the Royal Army Medical College, famous for 
' its traditions of teaching and research, especially 
if this college were again affiliated to the University 
of London. During the war there has been close 
and fruitful. contact between the War Office on the 
one hand and. the Medical Research Council, universi- 
ties, and medical schools on the other. Men of 
scientific repute have sought and obtained from the 
military authorities the help they needed for the 
study of such important problems as traumatic shock, 
infective hepatitis, poliomyelitis, the use of penicillin 
in war wounds, scrub typhus, and malaria—to name 
only a few.. Some of these research-workers joined 
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the Army in the ordinary way for the duration of the ` 
war; others went into uniform for limited periods 
during which they were posted from a “research 
pool’ to wherever they could work most profitably. 
Others who remained in civilian clothes have associ- 
ated none the less fully and usefully with the War 
Office. It may not always have been easy to fit 
together the researchers, their equipment, the 
opportunity, and the right operational conditions ; 
but remarkable helpfulness has been shown on 
both sides, and the benefits of success have been 


shared. A similar story can be told of the Royal 


Navy and the Royal Air Force, and it is ‘obvious 
that. in the uneasy peace that lies ahead of us the 
same kind of association must go on, and in fact 
be increased. | 

But there is also another opportunity for joint 
effort—namely, postgraduate study. Why should 
not the medical. services of. the Armed Forces extend 
their admirable arrangements so that “ study duty ” 
comes round not once in an officer’s career but 
regularly ? Just as there has been a research pool to 
help civilians into a Service for limited periods, so 
there should be a training pool from which Service 
medical officers could be posted to hospitals and 
universities for frequent and substantial periods 
of training, experience, and possibly research. In 
the tropics it is only an exceptional officer that is 
likely to give much of his free time to study; but 
on each return to these islands all should revive their 
professional outlook by: close contact with those 
whose interest is the advancement of knowledge and 
the improvement of practice. Under present condi- 


tions of promotion, which stand in great need of 


revision, the Service doctor naturally aims at becom- 
ing an administrator; but he cannot administer _ 
efficiently unless he keeps in touch with professional 
thought and current advances. If deans and heads 
of departments in all medical schools were asked to 
cooperate, it should not be difficult to place every 
serving medical officer in a hospital clinic or university 
department for, say, twelve months every five years. 
Everyone would gain from the transaction; the 
officers, though they have much to learn, have also 
something to teach, and it would be valuable if the 
civilian and the Service doctor each gained first- 
hand knowledge of how the other lived and thought. 
If this arrangement became general, the post- 
graduate teaching of serving officers would be 
of two kinds : the first, in their own colleges, would 
deal with applications of medicine to military life ; 
the second, in civilian institutions, would be 
devoted entirely to professional study and practice. 
Collaboration in research and in training would 
bring life and reality to the liaison between civilian 
and Service doctors that was formerly maintained 
—somewhat shakily—through consultative and 
advisory committees. 

. We express these thoughts at this time in the 
hope that something will be done not only to 


study the lessons taught by the war but also to 


sustain and develop the new vigour and opportunities 
that it has brought -to British military medicine. 
The Services should take the initiative now when 
their contacts: with civil: life are more numerous, 
more close, and more cordial than they have ever 
been before. 
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Treatment of Osteomyelitis 


THERE can be few diseases in whose treatment the 
sulphonamides and penicillin have wrought ‘more 
welcome changes than in osteomyelitis. Ten years ago 
it was not uncommon to see young adults with a 
recrudescence of infection, and a discharging sinus 
from the reopening of one of many scars, who gave a 
weary history of perhaps twenty operations. More- 
over a formidable mortality—up to 30% in some 
series—accompanied this distressing morbidity. The 
rigid inelastic qualities of bone accounted for much of 
the trouble, for such tissue is poorly adapted for the 
increased pressure of infection, is an easy prey to 
ischemia, and even if the blood-supply was adequate 
to bring it could not accommodate a normal reaction- 
ary exudate with its powers for neutralising, immunis- 
ing, and walling off. Poor therefore in defence, bone 
is equally poor in recuperation ; the dead bone takes 
long to separate and except in infants can seldom be 
absorbed but remains to provoke further sepsis unless 
removed. Once bone destruction is well under way it 
would be futile to expect too striking a local improve- 
ment from chemotherapy, but much would seem 
possible with energetic treatment in the early stages ; 
and by early we mean nothing less than the absolute 
beginning. 

Reports on the efficacy of. sulphonamides in 
osteomyelitis show a restraint understandable when 
the frequency of the staphylococcus as the infective 
agent is considered (90%), and it is to penicillin that 
all eyes are turned. ALTEMEIER and HELMSWORTH 4 
record an impressive series of 34 cases treated with 
systemic penicillin with only one death, a grossly neg- 
lected case moribund on admission. Where penicillin 
treatment was started within 3 or 4 days of the onset 
complete resolution was invariably obtained without 
any form of surgical intervention, the child appearing 
well in a week and often difficult to keep off his feet 
at the end of a fortnight. Where delay had been 
longer, small soft-tissue abscesses requiring aspiration 
developed, but there was very little sequestration. 
Even where delay had been excessive and bone des- 
truction already certain, these workers maintain that 
_ the disease was quickly arrested, in most eases without 
surgery, and sequestration was minimal with some 
evidence of absorption and occasional spontaneous 
extrusion. They note that-where treatment has been 
delayed clinical improvement may not take place for 
some 48 hours or more after penicillin is started. 
These results will not go uncontested, and Dickson, * 
for instance, quotes two cases treated with penicillin 
and sulphonamides without drainage whose bone 
destruction continued, while another case given the 
same chemotherapy but drained by a small square 
window healed in 9 weeks. ALTEMEIER and HELMS- 
WORTH regard the X-ray changes customarily attri- 
buted to active destruction as indicating absorption 
of bone destroyed at an earlier stage of the disease. 
They base this view on the fact that X-ray changes 
progress for 1-5 months after the cessation of penicillin 
treatment and after the patient is clinically cured. 
This explanation may account for any eae 
_ conflicting results of penicillin therapy. 

To attain good results, and perhaps settle the con- 


1. Altemeier, W. A., Helmsworth, J. A. Surg. Gynec. Obstet. 1949; 
2. Dickson, F. D. J. Amer. med. Ass. 1945, 127, 212. 
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troversy immediate diagnosis followed by pronipt action 
isan urgent clinical responsibility. In laying down diag- 
nostic criteria heavy emphasis must be laid on BRAILS- 
FORD’S dictum,® that there is no X-ray diagnosis of 
osteomyelitis in the acute stage—10 days after onset 
is the earliest that radiological changes can be 
expected. But the diagnosis should not be. difficult 
to make on clinical grounds. An acute pyrexial illness 
in a child or adolescent with pain in the region of a 
joint, a disinclination to move the limb, and tender- 
ness localised to the end of a bone is sufficient to 
warrant penicillin therapy. An infective arthritis or a 
simple cellulitis will cause the same symptoms but 
detailed examination is often sufficient to locate the 
site of the trouble, particularly in the early stages 
before too diffuse a reaction has occurred. In cellu- 
litis the swelling is asymmetrical, erythema early, and 
a cause commonly apparent. Infective arthritis is 
uncommon as a “ spontaneous” event; here the 
swelling is centred on the joint, effusion may be 
gross, and help may be obtained from the aspiration 
of turbid fluid. Dickson finds that the joint adjacent 
to infected bone is held slightly flexed and can usually 
be flexed a little more without pain but not extended. 

No movement is free from pain if the joint is infected. 

Osteomyelitis may, of course, lead to a purulent arth- 
ritis and will lead to a cellulitis, but since all these 


conditions will benefit from penicillin no case of 


possible osteomyelitis need await: their differential 
diagnosis. Acute rheumatism; on the other hand, is a 
little more worrying, for there is some evidence that 
penicillin may encourage rheumatic carditis‘; the 
evidence is not enough to preclude the use of penicillin 
in a doubtful case, but enough to make an accurate 
diagnosis desirable. Rheumatism is characteristically 
flitting and the signs are referable to the joints rather 
than the bone metaphyses ; the patient is fragile and 
hectic in appearance rather than severely toxic, 
delirium is almost unknown, and me leucocyte-count 
remains lower. - 

_ The next question is how to prove that an early 
case which responds successfully would have been 
a full-blown osteomyelitis. ALTEMEIER and HELMS- 
WORTH find that minimal X-ray changes, in the shape. 
of patchy rarefaction or slight periosteal reaction, 
commonly appear during or after recovery in even a 
slight case, although they discarded as incapable of 
proof three cases with no X-ray changes about whose 
clinical diagnosis they entertained no doubt.. Since 
arrest of the disease at this stage is the desired goal, 
such cases may become more frequent and make 
assessment more difficult ; but it is no new thing for 
penicillin results to lack a control, and in this disease 
it would be impossible to condemn any patients to 
provide one. Moreover, unless blood-culture is posi- 
tive the organism may not be isolated, though there.is 


‘almost a hundred per cent. chance of its being peni- 


cillin-sensitive. We do, however, know something of 
the past and we can look to the future to provide 
results sufficiently different to leave no. doubt. 

Osteomyelitis in infants responds badly to operation 
and relatively well to conservative measures, in part 
owing to the fact that the streptococcus is the infecting 
organism in 40-50% of infant cases, and this organism 
causes far less destruction of tissues, bone or. other, 


3. Brailsford, J. S. Proc. R. Soc. Med. 1945, 38, 352: 
4. ntz, L. A., Spink, . W,, Coggeshall, 


H., Boisvert, Pu 
F. Pediat. 1845, 26, 676. 
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than the staphylococcus. Streptococcal infection 
may also account for the group of cases distinguished 
by Dickson in which an overwhelming septicemia 
calls for conservative treatment. 

The accepted general measures in the treatment of 
these cases—rest, sedation, fluids, blood-transfusion, 
&c.—need not be discussed, because their use permits 
of no argument. Where an obvious collection of pus 
has formed there is no excuse for departing from 
established surgical principles and drainage must be 
undertaken. It is possible that with early penicillin 
treatment this will rarely be needed. It is certain 
that penicillin cannot be started too early. 


What are Bacteria ? 

Tue full story of the bacterial cell cannot yet be 
told,. but an interim report on existing knowledge 
should help the future historian and will stimulate 
the. present. generation to fresh research and new 
discovery. Though it is nearing 300 years since 
LEEUWENHOEK described his little animalcules, pro- 
gressive knowledge about bacteria began with 
PASTEUR’S demonstration of the intense and specific 
fermentative activities of these invisible creatures, 
which phylogenetically are most closely related to 
the blue-green alge. Koos and his pupils showed by 
original cultural methods the etiological relationship 


_ of certain bacteria to particular infections, but the 


next great step forward was made by PAUL EHRLICH, 


‘who introduced the theory of receptors on the bac- 


terial cell to account for its specific affinities with dyes, 
antiseptics, and antibodies. Modern chemistry and 
immunology have largely substantiated the receptor 
theory and haveallowed big advances in the epidemio- 
logy and treatment of infectious disease. DuBos? 
has now. marshalled a mass of information about 
bacteria in their relation to infection, with an under- 
standing and profundity that excites the envy and 
admiration of the medical bacteriologist. First he 
describes bacterial cytology—the evidence for a 
nucleus as shown by the Feulgen stain rather than by 
ultraviolet or electron photography ; the cell enve- 
lopes consisting of cytoplasmic membrane and rigid 
cell wall y the flagella of dubious origin uniting into 
a tail which acts both as rudder and propeller; the 
protective spore, and the defensive or aggressive 
viscous capsule. The physicochemical behaviour 
of bacteria leads on to a discussion of their staining 
reactions, and particularly of the Gram stain which 
not only serves to differentiate bacteria but helps in an 
understanding of other bacterial properties; for the 


Gram reaction depends largely on the acidity or 


basicity of the cytoplasm. 

Immunochemistry has made great strides. The 
chemical nature of many of the complex fractions of 
which. the bacterial cell is composed has been deter- 
mined, and a beginning has been made in using 
as immunising agents purified antigens such as the 
phospholipid (protein) polysaccharide compounds 
which ‘constitute the O antigen of salmonella and 
dysentery bacilli. Artificial antigens have been 
prepared which elicit the same specific antibody 
response as, for example, the intact pneumococcus. 
Bacterial variation is another fascinating study whose 


1. The Bacterial Cell. By R. J. Dubos, professor of comparative 


pathology and professor of tropical medicine at Harvard Uni 
versity. London: Oxford University Press,1945. Pp.460. 28s. 


relation to the natural history. of infectious diseases 


‘and to the more general phenomena of life can only 


be guessed at. Bacteria acquire new characters and 
enzymes, which remain as apparently permanent 
mutations ; one pneumococcus type can be changed 
to another, and the activating substance, present in | 
infinitesimal amount, has been identified as des- 
oxyribonucleic acid. Thus the bacteriologist has 
apparently accomplished a specific mutation by a 
specific agency, æ feat which has so. far defeatéd the 
geneticist. | | | . 

Virulence is a term borrowed from clinical medicine 
and used to define the capacity of a particular bacterium 
to produce disease. But virulence is not a permanent 
intrinsic property of any bacterial species; it expresses 
only the ability of a particular strain of a given 
species, in a certain. growth phase, to produce a patho- 
logical state in a particular host when introduced into 
that host under well-defined conditions. In other 
words, virulence is a term applicable to the host- 
parasite relationship rather than to some unique 
attribute in the bacterial cell. However, some 
bacterial properties which enable the parasite to 
establish itself and produce disease in the host are 
now known. For example, gram-negative’ bacilli 
in the smooth phase (i.e., possessing the complex 
protein-polysaccharide antigen), encapsulated. bac- 
teria like the pneumococcus, and streptococci with 
the protein M antigen, are able to withstand the host’s 
defensive mechanism, whereas bacterial variants 
deprived of these characters are usually avirulent. 
The possession of these specific substances allows the 
bacterium to resist phagocytosis, apparently by 
neutralising complement or natural opsonin. Again, 
the invasiveness of bacteria may depend on their 
ability to withstand higher temperatures, to grow 
in particular gaseous environments, or to utilise 
certain nutrient substances, besides the faculty of 
producing destructive toxins, lysins, or enzymes. 
There is a large field for study here; the elective 
affinity of bacteria for different tissues, the variation 
in invasiveness of different bacterial types (e.g., 
among the pneumococci and the salmonellas) within 
a particular species, the chemical nature and 
pharmacology of toxins and enzymes, and the 
function of the spreading factor are matters about 
which little is yet known. The new knowledge 
about the bacterial components and their relation 
to virulence has been followed by the preparation 
of better but also more specifically limited im- 
munising vaccines, and Dusos pleads for more 
research into the value of non-specific antigens—e.g., 
of rough pneumococci or group A _ streptococci— 
which may result in a broad resistance to infection to 
all the individual types of the species. A rational 
approach to chemotherapy has been made possible 
by an understanding of the essential metabolites of 
bacteria, and Fipzs’s hypothesis of the bacterio- 
static or bactericidal action of sulphonamides and 
other substances has, with modifications, been gener- 
ally accepted. _ | 

Thus study of the physiology and immunochemistry 
of the bacterial cell has had far-reaching results in the 
understanding and control of infection. But much is 
yet to learn ; and the research student will find this 
book by Dusos a useful: base from which to launch 
new attacks. f 
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LURE OF THE ALPS 


THE upland valley of. Davos came to our knowledge 
as a winter resort when John Addington Symonds, 
visiting T. H. Green the philosopher on his way to 
Egypt in the late summer of 1877, found the climate 
suited him so well that he decided to winter there, and 
soon made it his home, building a chalet called am Hof. 
R. L. Stevenson, with his wife and his stepson, Lloyd 
Osbourne, joined the Symonds two years later at am 
Stein, conveniently situated at the top of the famous 
Buol toboggan run which led past am Hof. Mrs. 
Oliphant came to live at the Hotel Victoria, Beatrice 
Harraden at the Curhaus, and the scene was set for the 
best publicised resort of poitrinaires in the world. And 
justly too, for among the few flat-bottomed valleys in 
Europe 5000 feet or more above sea level Davos is unique 
in having the sunshine and the prevailing wind coming 
from opposite points of the compass. New hotels and 
pensions met the influx of visitors, villas sprang up in the 
“ English quarter ” between Platz and Dorf, and the 
wise and genial Huggard guided the regime of the invalids 
before the era of strict sanatorium discipline set in. 
“ You may skate, but must not tumble” has been 
handed down as his attitude to winter sport. It was a 
life of vivid contrasts—hot sun and sharp frost, perilous 
gaiety and patient convalescence, comforting friendships 
and bitter nostalgia—with the prospect of recovery far 
brighter for the well-to-do. The Invalids’ Home was a 
praiseworthy but disappointing effort for the less well- 
off, and a happier day dawned when, just before the first 
world war, an English sanatorium was built with money 
raised by the sixth Lord Balfour of Burleigh. Obliged 


to close during that war it was not reopened, partly . 


owing to economic depression and partly to the wave 
of doubt about the net. value of alpine treatment which 
made even a Douglas Powell hesitate to send patients 
to Davos. The sanatorium was sold to the last Swiss 
canton that lacked one, and the money was invested to 
‘‘help tuberculous patients of small means to obtain 
treatment in Switzerland.” During the inter-war 
period this help was given with a modest success,. bright- 
ened by an altogether satisfying episodé when. youngsters 
from the Birmingham Children’s Hospital were given the 
chance of a prolonged stay in the Alps to clear up asthma 
or bronchiectasis. And now after a second war-time 
interruption, during which the Queen Alexandra Sana- 
torium Fund has accumulated, the council has decided 
to use it strictly for the convalescence of patients who 
have completed their more active treatment in British 
sanatoria. They are to be selected by the hon. examining 
physicians in London from those who have made such 
progress that they no longer require close medical 
observation or nursing. Preference will be given to 
those certified by sanatorium chiefs to be fitted, both 
physically and temperamentally, to complete their 
recovery in the freer atmosphere of an open health resort. 
We believe this decision is a wise one and that so used 
the fund will give its maximum output in health and 
neppmess: 


EDUCATION FIRST 


CHILDREN should certainly learn something of the 
structure and behaviour of their body ; but they should 
never be taught to take all its complaints seriously. Dr. 
John Cahill, in an address to the Middlesbrough Head 
Teachers’ Association,? has lately made this distinction 
afresh. Education, he considers, is more important than 
health ; for unless we are fit to live our lives and do our 
work there is little point in being fit ; and the work of the 
child is learning. He finds most of us much too fussy 
about our health, and has little enthusiasm for minor- 


1. Med. Officer, Sept. 15, p. 87. 
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ailment clinics for school-children. If these clinics were 
conducted outside school: hours, he -says, -they would 


always be as deserted as they are during the holidays. 
As it is, the idle young are charmed to gather for the 
treatment of small cuts and scratches which they ought 
to be taught to ignore. He quotes sne sturdy dictum of 
John Locke : 

“ In the little harm ia suffer from knocks and falls 
they should not be pitied for falling, but bid to do so again 
which besides that it stops their crying is a better way to 
cure their heedlessness.”’ 

True: but it will hardly prevent tetanus in the one 
unlucky child. The doctor, in fact, is nowadays often in 
a dilemma : should he risk doing mental harm to a child 
by treating him unnecessarily, or should he risk doing 
him physical harm by neglecting a seemingly trifling 
lesion ? Dr. Cahill’s answer is that we must at least avoid 
excessive zeal in treating him: “sympathy is a dangerous 
drug and should be saved for those who deserve it.” 
Quoting the late Sir John Collie’s advice that a man 
who has been ill should resume work before he feels 100% 
fit, Cahill applies the principle to school-children. He 
believes that by improving their diet you may improve 
their nutrition and their health and strength, but he 
distrusts all claims that better nutrition improves intelli- 
gence, schdlastic performance, or morals. Nor is he im- 
pressed by public nurseries and nursery schools ; teachers 
in Middlesbrough, he said, find it is the nursery child, 
and not the child straight from home, who has difficulty 
in adapting himself to the routine of the infant. school. 
The best Cahill could say was that a public nursery is 
better than a bad home. 

Environment, though it may have little effect on. 
physique, plays a large part in shaping thought, habits, . 
and manner, and he believes that the psychological field 
offers our most promising line of advance for the future. 
He quotes Clark-Kennedy’s view? that ‘‘a certain amount | 
of stress, strain, and risk is necessary for the maximum 
development of human character.” Most people living 
in the past thirty years have had ample opportunity to 
profit from the benefit of all three ; and many will feel 
that Dr. Cahill is making a reasonable request when he 
invites us to ‘‘plan as men who hope only for small steps 
forward and not as dreamers do.” All the same, those 
who don’t ask don’t get. 


NEW TEST FOR TRICHINIASIS 


THE diagnosis of trichiniasis remains largely a clinical 
problem—the acute abdominal symptoms, followed by 


fever, muscle pains, eosinophilia, and œdema of the eye- 


lids are fairly characteristic, and if the history of eating 
undercooked sausages or pork a few days previously 
can be elicited the picture is complete. - Unfortunately 
in most patients some of these features are missing, 
and the physician then naturally asks for laboratory 
tests to confirm his tentative diagnosis. 

Two .years ago the position of laboratory tests in 
diagnosis was discussed in these columns,’ and the 
conclusion reached was that while improvements in the 
antigen, such as the preparation of a pure specific 
polysaccharide, might prove helpful in the diagnosis 
of acute infections, no serological method is likely to 
enable old infections to be detected with anything 
approaching certainty. Roth,‘ in Sweden, has lately 
published a method for the serodiagnosis of trichiniasis 
using living trichinella larve. He confirms the previous 
findings that skin tests with a trichinella extract have 
their value, but they may fail to give a positive reaction 
in mild cases and sometimes give nonspecific reactions. 
His method, which he has been using since 1941,5 consists 


. Clark-Kennedy, A. E. The Art q Medicine in Relation to the 
Progress of Thought. London, 1945. 

. Leading article, 1943, ii, 295. 

. Roth, H. Nature, Lond. 1945, 155,758. ` 

. Acta path. microbiol. scand. 1941, 18, 160. 
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of incubating living trichinella larvæ (obtained by arti- 
ficial digestion of their cysts) with sterile serum from 
the suspected patient at 37° C on a hollow-ground 
slide with ‘a coverslip, in a glass dish containing moist 
filter-paper to avoid desiccation. -In positive sera after 
five hours the larvæ are still very motile, but finely 
granular precipitates are found near the anterior end 
of.a large number of the worms. After twenty-four 
hours the larve are shrunken, and the precipitates are 
found lying free in the serum. The amount and form of 
the precipitate varies much with the age and intensity 
of’ the infection : the reaction usually becomes positive 
between 10 and 20 days from the first symptoms of the 
disease ; in mild cases the antibodies seem to disappear 
again in about a year. Roth claims the test “ often to 
be more sensitive and more specific than the usual 
intradermal] and precipitin tests with trichina antigen.” 


Unfortunately he gives no data by which this claim © 


can be assessed, and it remains to be seen whether it 
is substantiated by further experience. 

The test seems unlikely to be of practical use in any 
country where trichiniasis is rare, since the supply of 
live trichinella larvz is likely to be lacking at the time 
they are needed; but it is interesting as a new line of 
approach. Physicians will have to continue to rely 


chiefly on their clinical judgment, aided by skin tests. 


if any antigen is available. It is worth emphasising 
here again what Beeson è said in 1941—that a change 
in an acute illness from a negative to a positive reaction, 
or a rapid rise in the eosinophil-count, is diagnostically 
much more significant than any single positive skin test 
or single eosinophil determination. | 


. THE PHILOSOPHY OF JESUS 
 , . . after two thousand years, there are more people 
familiar with, interested in, and influenced by, the career 
and record of Jesus than there are in the sayings and doings 
of any other figure in history, real or mythical.” 


Dr. Harry Roberts and Lord Horder in their new book’ 
are not concerned with the divinity of Jesus : for them 
he was the son of man, like the rest of us ; and like the 
test of us the son of God. His philosophy, as they see it, 


`- is a way of life in which the claims of the individual are 


always honoured, and it is in this sense that they interpret 
his teaching of the ‘“‘ great heritage of hope.” Though 
this teaching derives from the Jewish scriptures, he 


‘purged it (in F. H. Stead’s words) of “the narrow 


nationalism which exalted the Jew above the rest of 
mankind, and of the petty localism which made Zion 
the seat of universal sway and worship ; but he retained 
and sublimed its notes of pardon, equity, kindness, 
peace, plenty and health.” He offered no dogmas or 
disciplines, being content to teach the broad principles 
of tolerance and mutual respect. In an age which dis- 
paraged them, he found women as worthy of attention as 
their husbands and brothers; and no less capable of 
rational conversation and spiritual insight. His teaching, 
the writers of the book feel, was positive where that of 
Buddha was negative. Buddha taught men to renounce 
the world and achieve the calm which comes from the 
annihilation of desire. For Jesus, on the other hand, 
salvation for oneself alone meant nothing: he shared 
fully the lives of those about him ; he told his tales in 
their everyday idiom ; he wished' them not to evade the 


world but to live well in it. In this Dr. Roberts and Lord | 


Horder see the basis of democracy, which is ‘“‘ the control 
by individuals or groups of those things which specially 
concern them .. . founded on the theory, which all 
experience goes to verify, that in the long run no one 
will look after a man’s true interests so well as himself.” 

Jesus set no higher standard of social conduct than 
that mén should love their neighbours as themselves ; 


6. Beeson, P. B. Lancet, 1941, ii, 67. 
7. The Philosophy of Jesus. Harry Roberts and Lord Horder. 
Dent. London 1945. Pp. 134. 5s. 


which is the very antithesis of the mastery of one man by 
another. Anyone who has understood and accepted the 
Christian doctrine of equality is perforce a democrat. 
Jesus took the line -that .no civilisation can advance 
beyond the intelligence, the strength, and the morale of 
the bulk of the common people considered as individuals. 
His reforms were planned to spread from the individual 
to the general. To the attainment of this end the form 
of his teaching was perfectly suited. | 


PENICILLIN AND BLOOD-COAGULATION - 
Amone the remarkable properties of penicillin its 


- lack of toxicity to higher animals stands only second to 


its powerful action against some single-cell organisms; it is 
doubtful whether any other biologically active substance 
has so little unwanted pharmacological effect in the 
mammal. Van Dyke! could produce only small and 
reversible effects in mice by giving enormous doses of 
crystalline penicillin. The minor signs of toxicity which 
occur in man have usually been attributed to impurities, 
though crystalline penicillin can produce skin reactions.? 
One of the most troublesome reactions before intra- 
muscular administration came into favour was throm- 
bosis in veins used for injections or infusions of penicillin, 
and there was a general assumption that something in 
the material injected—possibly one of the impurities 
—favoured thrombus formation, either directly or by 
damaging the vessel wall. No other reaction which 
could be attributed to thrombosis seems to have been 
reported ; and it is worth noting that in the first sub- 
stantial series of cases of subacute bacterial endocarditis 
treated with penicillin and heparin® the results were 
vey much like those in later series treated with penicillin 
alone. 

Though intravascular thrombosis and the clotting of 
shed blood cannot be compared directly, these facts 
are recalled by the recent report * of a pronounced effect 
on the blood brought about by penicillin given in doses 
of a size which is now fashionable in therapeutics— 
200,000 units by mouth in enteric capsules or 50,000 
units intramuscularly. In blood samples from a group 
of 20 patients the fall in coagulation-time was roughly 
proportional to the rise in penicillin-content. Penicillin 
administration was also followed by a fall in bleeding- 
time and a change in the character of the clot, which 
became non-retractile and like an artificially produced 
solid thrombus. The values for coagulation-time through- 
out the experiments quoted scarcely fall below normal 
limits, so far as can be discerned from the details given. 
Estimations of coagulation-time are notoriously liable 
to fallacy and require repeated confirmation, and the 
American workers do not discuss the curious finding 
that coagulation-time and bleeding-time, which depend 
on unrelated mechanisms, were both affected. The 
report, which is a preliminary one, gives no indication 
of the variations found between different patients 
(there is great quantitative variation in the way the 
body deals with penicillin) and in only one out of three 
curves is the blood-level of penicillin shown. More 
details also of the purity and of the brand or brands of 
penicillin used are wanted, since there is at present no 
evidence whether penicillin itself or one of the substances 
which constitute the impurities in ‘commercial prepara- 
tions was responsible for the effects described. It seems 
remarkable if the rapid clotting and non-retractile clot 
have been overlooked by the hundreds of workers who 
have taken blood and prepared samples of serum from 
patients receiving penicillin, unless indeed the size of 
the dose was concerned, since the intramuscular dose 


van Dyke, H. B. Proc. Soc. exp. Biol., N.Y. 1944, 56, 212. 
Welch; H., Rostenberg, A., jun. J. Amer. med. Ass. 1944, 
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2. 

3. Loewe, L., Rosenblatt, P., Greene, H. J., Russell, M. Ibid, 1944, 
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Moldavsky, L. F., Hasselbrock, W. B., Cateno, C. 
Science, 1945, 102, 38. >» B., Cateno, C., Goodwin, D 


536 THE LANCET] 


given in these experiments was 3 times as large as 
that known to be satisfactory for most infections, 
and hitherto usually used. The one curve given for the 
content of penicillin in the blood did not reach a higher 
level than that often found after smaller doses, but it is 
possible that less readily excreted impurities reach a 
higher concentration in the blood after the larger dose, 
so that the effect becomes manifest. After encountering 
severe hemorrhages in two cases of bacterial endocarditis 
treated with penicillin, one of which received heparin as 
well, Hines and Kessler 5 have investigated the effect of 
penicillin—this time in the ordinary dose of 10,000 units 
intramuscularly—on various blood constituents and on 
the prothrombin-time and heparin tolerance in -10 
patients with various diseases. There was no effect 
except on the heparin tolerance, which is tested by 
injecting 10 mg. of heparin intravenously and thereafter 
examining the blood at intervals of a few minutes for 
changes in coagulation-time. Usually there is a slight 
increase in patients receiving penicillin, and drugs such 
as digitalis and the salicylates may also change the 
tolerance. In 2 of the 10 patients receiving penicillin 
there was an increase in heparin tolerance well beyond 
the usual limits (to 7 and 13-5 minutes by the capillary- 
tube method) accompanied by alarming reactions 
resembling the symptoms of allergy. Possibly penicillin 
or one of its impurities affects at some point that physical 
disturbance of a ‘‘ constantly operating dynamic equili- 
brium,”’ of which Macfarlane ° suggests that clotting is 
the result. | 


THE PART AND THE WHOLE 


IN his account of the medical state of New Zealand 
industry (see p. 537), Dr. J. M. Davidson points out that 
in the British Factories Act of 1937 ‘‘ bodily injury ” is 
held to embrace “injury to health.” Logically, as he 
says, this position should be reversed, for ‘‘injury to 
health,” which covers any departure from physical or 
mental fitness, is a more comprehensive term than 
“ bodily injury,” which is generally taken to mean the 
result of some trauma or toxic process. There is more 
in this than hair-splitting ; for if legislation places the 
emphasis on injury rather than health, administrative 
practice will develop accordingly. This is what has 
happened in our own country, where the factory inspec- 
torate has been concerned primarily with the prevention 
of accidents (traumatic or toxic) and has assigned a 
secondary place to other aspects of industrial health. 
The question of emphasis on ‘‘ bodily injury ” or “ injury 
to health’’ raises, in fact, two practical issues: (1) 
whether control of industrial health administration 
should rest with the layman or with the doctor; and 
(2) which department of Government can best take 
care of the health, safety, and welfare of the industrial 
worker. 

As a correspondent has remarked, 7 we are liable to 
be bluffed by words and to assume that because a Mini- 
stry is called ‘‘ Labour ” it is the natural place for the 
administration of all matters connected with factories. 
Equally, the fact that a Ministry is labelled “ Health ” 
does not necessarily mean that it is the best department 
to administer all health affairs, especially when its experi- 
ence is limited to a few branches of medical activity. 
If, however, the medical services of this country are to be 
integrated, there does seem to be a strong case for 
arranging that industrial health should be the concern 
of the department responsible for the other principal 
health services. The arguments that led to the ex- 
clusion of industrial medicine from the white-paper 


on a National Health Service nave never carried much 


conviction. 


5. Hines, L. E., Kessler, D. L. J. Amer. med. Ass. 1945, 128, 794. 
6. Macfarlane, R. G. Proc. R. Soc. Med. 1945, 38, 399. 
7. Lancet, 1945, i, 225. 
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END OF A CONTEMPORARY 


Docrors in the Forces mostly work in small groups 
or by themselves. Especially in war-time, with its 
inevitable influx of individualist civilians, it is no easy 
matter to ensure that each medical officer shall feel that 
he is part of a great service to which, whether he is busy 
or perforce inactive, he is making a valuable and valued 
contribution. It will help him to carry out his duties 
confidently if he is in some kind of direct touch with the 
men in charge of the service, and comes to think of them 
as colleagues who, though they may hold high rank and 
speak in administrative orders, are yet concerned with 
gaining for the troops the utmost advantage from 
medical science. 

The Army Medical Department Bulletin, which has 
just issued its 5lst and last number, was one of the 
means whereby the War Office sought “to keep alive 
and keen a sense of professional unity and interest among 
Army medical officers.” Started in 1941, the bulletin 
had at first a faint flavour of ACI ; and it can seldom have 
been easy to present controversial topics informally to the 
satisfaction of all the many administrators and con- 
sultants who might veto publication. Nevertheless to the 
credit of all concerned, including the administrators and 
consultants, much interesting material was cast in 
readable form; and in the past two years the 4 MD. 
Bulletin, with its supplements, distributed to officers 


of the RAMC and also of the EMS and other Services, has 


been an example of medical journalism in the best British 
tradition—sound, practical, unpretentious, and written 
in a friendly tone which must have made many a reci- 
pient feel that human hearts beat even in Hyde Park 
Gate. It was also in the British tradition that this 
essay in group psychiatry and postgraduate clinical 
training was entrusted (it is said) to pathologists. 
Whether it is wholly desirable that pathologists should 
assume all the key positions in professional life is no 
doubt an open question; but we are naturally biased 
in favour of a contemporary which goes out of action 
with the words: ‘“ Now that the war is over and 
medical journals will again become fully available, we 
commend a. regular study of their leaders and annota- 
tions to readers who may regret our departure.” 


WE have to announce the death on Oct. 21 of Mr. 
D. C. Rayner, emeritus professor of obstetrics in the 
University of Bristol, at the age of 80. 


THE War Office has announced the following dates for 
release in the United Kingdom of men and women 
medical and dental officers: Group 21, Nov. 12 to 24; 
Group 22, Nov. 25 to Dec. 6 ; Group 23, Dec. 7 to 20. 

THE University of Birninehar proposes to appoint 
full-time professors of medicine, surgery, gynecology, 
and pediatrics, each at £2500 a year. If suitable 


appointments can be made, the new chairs will be im- 


augurated next March. The professor of pediatrics will 
have charge of the institute of child health. The cost of 
the salaries will be largely met from the Treasury grants 
to medica] schools announced by the late Government. 


In the six years just behind us the health of children in 
this country has in general not suffered. Lord Woolton, 
giving his presidential address to the Central Council for 
Health Education (Times, Oct. 20, p. 8), found in this great 
cause for satisfaction. Indeed, many children, he said, are 
better nourished than they would have been before the war. 
We have learned much about keeping them fit, and especially 
about the value of milk, orange juice, and cod-liver oil, not 
only to children but to nursing mothers. These three 
foods, he considers, must become part of our national system 
of preventive medicine ; and he reminded the meeting of our 
debt to the United States for supplies of orange juice during 
the war—supplies which he hoped would continue. He is 
anxious that children should learn more about sound bodies 
and the rules and habits of good health; and would like to 
see health education, physical training, and some training in 
food values made a part of the school curriculum. —«_—. 
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Reconstruction 


THE LONDON BOROUGHS 


THE white-paper on a National Health Service pro- 
posed that the county of London should be a single unit 
for the purposes of the service. Commenting on this 
proposal last December the London County Council sug- 
gested that they should be made the authority for 
planning, controlling, and administering the service 


throughout the county, but should delegate to the ~ 


metropolitan borough councils : 


(1) The. maternity and child-welfare work at present under- 
taken by the borough councils, excluding the compara- 
tively small amount of institutional work they now do, 
which should be undertaken by the LCC. l 

(2) Administration of tuberculosis dispensaries, provided they 

are properly linked with the hospitals, sanatoria, and 
co tant services. 

(3) Epidemiological inquiries, subject to a closer link with 
the LCC’s laboratory services and fever hospitals. 

On Tuesday, the general-purposes committee presented 
to the Council some conclusions on these subjects, reached 
in agreement with representatives of the Metropolitan 
Boroughs Standing Joint Committee. , 

Maternity and Child Welfare.—Under (1), the expres- 
sion “ institutional work ” is defined as ‘‘ the provision, 
directly or indirectly, by a maternity and child-welfare 
authority, of residential accommodation for expectant 
or nursing mothers and for children who have not 
attained the age of five years and are not being educated 
in schools recognised by the Ministry of Education.” 
The LCC, it is thought, should make central arrangements 
for the pooling of beds, which, so far as practicable, 
should be allotted in particular institutions to particular 
boroughs, and should also negotiate the terms on which 
ship ai acs should be provided in voluntary establish- 
ments. 

Tuberculosis dispensaries, in the committee’s view, 
should be in or near a general hospital at which consultant 
services of all types are available (including radiography, 
pathological investigations, and artificial pneumothorax 
treatment), but should retain their separate identity. 
This principle should be observed in establishing any new 
dispensaries, but it may, of course, be many years before 
many existing dispensaries can be moved to more suitable 
sites. If possible, each medical teaching centre should 
be linked to a tuberculosis dispensary. 


Tuberculosis officers.—The report also discusses the 
status, qualifications, and duties of tuberculosis officers. 

“ Hitherto tuberculosis work has been sectionalised.. One 
individual, the metropolitan borough council’s tuberculosis 
officer, has been in effect responsible for outpatient work at the 
tuberculosis dispensary ; another, the Council’s hospital super- 
intendent, for inpatient work in hospital; and a third, the 
Council’s sanatorium superintendent, for another type of 
institutional work. In addition, the metropolitan borough 
council’s tuberculosis officer has been nominally an expert 
in all types of tuberculosis, including that of the bones and 
joints, glands, skin, &c. l 

“ We are advised that the whole modern tendency .. . is 
for the tuberculosis officer to become primarily a chest 
physician, expert in all kinds of pulmonary conditions and 
responsible not only for the outpatient care of the patient but 
also in charge of beds. . . . The tuberculosis service should be 
regarded as a career in itself and not, as at present, as a step- 
ping-stone to other positions e.g., that of borough medical 
officer of health. A tuberculosis officer should, in fact, 
enjoy the status of a consulting physician, and the ultimate 
aim should be that he should have charge of beds in tuber- 
culosis wards and act as chest consultant for patients in 
general wards of a. hospital.” 


It is recommended that each tuberculosis officer should 
visit one of the Council’s hospitals regularly, and when cir- 
eumstances permit become responsible for the diagnosis 
and treatment of chest cases there. In return for such 
part-time service the LCC would contribute to his salary 
(paid by the borough), and candidates for a dual appoint- 
ment of this kind would be selected jointly by the LCO 
and the borough. | 

It would be an advantage if every three years or so the 
tuberculosis officer could spend up to three months in 
postgraduate study at a sanatorium or in travel. The 
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report suggests that while he is away, a medical officer 
of the Council should replace him, if so desired. 

Infectious diseases.—As regards laboratory services the 
committee thinks that the various arrangements made 
by the boroughs (including arrangements with voluntary 
and municipal hospitals and with commercial organisa- 
tions) are generally satisfactory, and it recommends no 
alteration. If, however, the Government establish the 
contemplated National Public Health Laboratory 
Service, reconsideration will be needed. 


“ Arrangements are nearing completion whereby a con- 
sultant may be called in from one of the Council’s fever 
hospitals by e@ metropolitan borough council to advise in 
difficult cases of diagnosis of infectious disease.” a 

_Default.—Proposals are made about the steps to be 
taken when the LCC is dissatisfied with the way in 
which a borough is carrying out its delegated duties. 


Special Articles 


INDUSTRIAL HYGIENE IN NEW ZEALAND 


Ir has often been said that in social legislation New 
Zealand leads the world ; in fact to the average English- 
man it is a utopia—a perfect country. For this reason 
Dr. J. M. Davidson’s report} on the state of industrial 
hygiene there will cause some surprise. _ 

As one of HM medical inspectors of factories, Dr. 
Davidson was lent to the New Zealand government in 
1944 to survey conditions of work in the factories of the 
Dominion: Visiting over 200 factories in town and 
country he was struck by the diversity of trades, though 
(as he points out) New Zealand is not yet a highly indus- 
trialised country. Heavy industries such as steel-making 
have not yet been established. The primary industries 
such as milk, butter, and cheese production have been 
largely transformed by modern methods of mechanisation 
until the conditions obtaining in them differ little from 
those in the secondary industries. Most of the industrial 
processes are carried on in small factories, which need 
relatively more State supervision if the health of the 
workers is to be safeguarded. Merely to keep a factory 
clean costs money, and the small firm has less to spare 
for what are too often regarded as unremunerative “ frills.” 


ROOM FOR IMPROVEMENT 


Inevitably comparisons and ‘contrasts are made 
between conditions of work and factory legislation in 
Great Britain and New Zealand. Most of the New 
Zealand legislation quoted is from the Factories Act of 
1921-22 as amended by the Factories Amendment Act 
1936 which deals mainly with hours and wages. The 
corresponding British Factories Act is dated 1937. It 
should be borne in mind, however, that the British Act of 
1937 emerged only after long years of discussion and was 
long overdue, the previous Act being passed in 1901. 
Today New Zealand is in much the same position as 
Great Britain was before 1937, because it is trying to 
“ make do ” with an Act which is largely out of date. 
The legal position is complicated also by various awards 
made by the Court of Arbitration, many of them laying 
down conditions of work in the factories. 

Perhaps the most surprising feature of New Zealand 


. factory law is that, when Dr. Davidson went to the 


Dominion, it was still possible ‘‘ for a child of 13 to be 
legally employed in a factory under very poor conditions 
for periods up to 11 hours per day (excluding meal times) 
and for 56 hours a week.” In some cases children of 12 
years of age could be seen working in factories. In a 
footnote to the report it is stated that an amending Act 
now prohibits the employment in a factory at any time 
of a boy or girl under 14. j l 

In a sunny open-air country like New Zealand it is 
strange to read of the low standards of natural lighting, 
general ventilation, sanitary accommodation, and clean- 
liness of factory buildings. . The legislation on these 
points is weak and compares unfavourably with the 
standards laid down in Great Britain. Washing facilities 
for the workers in New Zealand factories are ‘‘ scanty or 
wholly absent.” Even in food factories it is unusual to find 
really good, or even adequate, washing accommodation. 


1. Appendix 11 to the Annual Report of the Director-General of 
Health, New Zealand, 1945. : 
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In some factories trained nurses have been appointed 
to well-equipped ambulance rooms, and in a smaller 
number part-time medical officers attend regularly to 
examine, advise, and treat the workpeople. Dr. 
Davidson remarks that ‘‘ here we have the nucleus of a 
medical service in industry.’’ But he goes on to say 
that it is not sufficiently recognised that there is a greater 
need in industry for a health service than for a 
(curative) medical service. The system of social security 
in New Zealand aims at providing outside the factory 
whatever form of treatment a person may need, but it 
' makes no ad-hoc provision for the supervision of the 
industrial worker at work. Where a doctor has been 
appointed to a factory his work is mainly curative and not 
preventive. _ 7 

Responsibility for accident prevention in factories is 
divided between the Department of Labour and the 
Marine Department—a fact which Dr. Davidson regards 
as unfortunate because in his opinion such division of 
responsibility makes for inefficiency. Neither the 
inspectors of factories nor the inspectors of machinery 
of the Marine Department have had training in safety 
engineering, and indeed the inspectors of factories often 
investigate only the wages and compensation aspects of 
the accidents. l l 

:. RECOMMENDATIONS 


Dr. Davidson thinks that an effort should be made to 
raise the general hygienic and æsthetic standards in 
factories throughout New Zealand, to provide greater 
safety from accidents, and to improve in particular the 
conditions under which young persons are employed. 


More care should be taken by employers in planning new 
factories with an eye to the type of work to be done. Medical 
and nursing supervision should be provided, and a higher 
standard of first-aid should, be established. Boys and girls 
should receive special training at work, especially before being 
put on to dangerous machines. Industry should appoint its 
own safety officers to deal with accident prevention. 

Regarding the responsibility of the State it is recommended 
that the existing legislation should be codified and simplified. 
The employment of children under 14 years of age in factories 
should be prohibited (as has since been done) and all persons 
under 16 should be medically examined before being employed. 
- More should be done to educate factory managements and 
workers in hygiene. Also, higher standards of factory inspec- 
tion are needed, and to this end the system of recruitment of 
factory inspectors should be improved along specified lines. 
They should be trained by experts in industrial health and 
hygiene, toxicology, psychology, sociology, and accident 
prevention. The inspectors, when suitably trained, should 
be made responsible for all routine work in connexion with 
the guarding of machinery, but should be guided in such 
matters by the inspectors of machinery. They should be 
relieved of all duties involving consideration of monetary 
aspects of employment and compensation for injury. 


As regards administration Dr. Davidson suggests the 
formation within the Department of Health of a division 
of industrial hygiene ‘which would take over from the 
Pa an of Labour responsibility for the care of the 
industrial worker at work in so far as his health, safety, 
and welfare—but not remuneration—are concerned. 
The reformed factory inspectorate should be attached to 
this division. In expanding this recommendation he 
says that the purpose of a factory inspectorate is to ensure 
the health, welfare, and safety of the factory worker. 


Bodily injury is a special form of injury to health, and. 


accident prevention is only part of the general problem 
of the maintenance of health. All matters affecting the 
health of the worker should be dealt with by one depart- 
ment, the Department of Health. ‘‘ Dual control leads 
to dereliction of duty, and the present cleavage of 
responsibility whereby the Department of Health has 
control of the environmental health services outside the 
factory and the Department of Labour controls those 
inside should be abolished.” 

A possible criticism of Dr. Davidson’s report is that it 
gives the impression that factory conditions in this 
country are nearing perfection. On closer reading, 
however, it will be found that his main theme is that 
factory legislation of Great Britain is more advanced 
than that of New Zealand. It may comfort our cousins 
in the Dominion to know that here we still live in glass 
houses and sometimes in no houses at all. 
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ROYAL COLLEGE OF PHYSICIANS 
SPEECHES AT THE HARVEIAN DINNER 


. LorD MORAN presided over an impressive assembly at 
the Dorchester Hotel on Oct. 18 when the Royal College 
of Physicians of London held their first Harveian com- 
memoration dinner since 1938. The PRIME MINISTER, 
proposing the toast of The College, said that in these 
times of change we should do well to consider the 
continuity of effort which it represented. The last 6 
of its 420 years had been spent under the shadow of 
sudden death, but in war man’s inventive genius was 
stimulated towards preservation as well as destruction, 
and made advances; in the art of healing. One advance, 


-which would have been of special interest to Harvey, 


was the development of blood-transfusion services. 
On a visit to a hospital in Normandy soon after D-day, 
Mr. Attlee had been amazed how well the men looked, 
apart from their wounds, compared with the pale faces 
he remembered in the war of 1914-18. He paid tribute 
to the doctors who had served in the Forces and to those 
who had borne an ever-increasing burden of .civilian 
practice as the younger men were drawn away to the war. 

Turning to the future and to plans for the health 
services, Mr. Attlee said that, whatever the difficulties 
of arriving at an agreement on means, he believed. that 
the ends pursued by the Government were approved by 
the whole country. They were seeking a service avail- 
able to every member of the population and covering 
every form of medical activity. But the service should 
be one in which professional men and women were able 
to devote themselves to their great calling without 
financial anxiety and without feeling cramped and over- 
controlled by regulations. We needed a great improve- 
ment in our hospital services, in facilities for diagnosis 
and treatment outside hospitals, in the number and 
distribution of consultants and general practitioners, 
and perhaps above all in the planning and organisation 
of the different branches of medicine into what must be 
an integrated whole—a real National Health Service. 
The Government realised that for this to be successful 
they must have the help and coöperation of the pro- 
fession, and they knew the profession was as eager as 
the Government to see that the service was really good. 
He gave the toast of The College in confidence that this 
help and coöperation would be given as unstintingly as 
in the past to the great causes which challenge us. ` 

Lord MORAN in his reply recalled how the college as. 
long ago as 1637 had recommended to the Government 
“ the provision of a commission or office of health ’’— 
advice which was acted upon three hundred years later 
when the Ministry of Health was. established. The 
college was not discouraged ; it still made suggestions 
hopefully, and he thought of late the tempo had 
quickened a little. Comparing the qualities which make 
for success in medicine and politics, he quoted Burke’s 
dictum that no small part of a statesman’s task is to 
know what to avoid. Certainly the best physician was 
the one who committed the fewest errors in diagnosis, and 
the physician who never forgot the distinction between 
what he knows and what he only thinks he knows would 
not go far wrong. Success, however, could be won ‘in 
both professions by the ‘gift of the gab, and the greatest 
danger to the doctor’s integrity of mind was the credulity 
of his patients. If the credulity -of the public was a 
snare to both professions, the only remedy was the 
education of public opinion ; and to rouse public opinion, 
he held, we must make it clear that moral issues’ were 
involved and appeal to the best in men. 

Medicine and politics had much in common; but 
would they go forward into the future in step ? Medicine 
was becoming more scientific, and Lord Moran warned 
the politician that he must not deride science as high- 


brow stuff; for, if he did, science would rub his nose in 


the facts. It sometimes seemed as though the indiffer- 
ence and want of sympathy shown towards the scientific 
point of view by so many of our countrymen was the 
greatest menace to our prosperity. In this war we had 
been saved from utter ruin by our children. If we 
remembered what they had done for us, surely we 
would go forward into the future without bitterness and 
faction, working together as one people for the better- 
ment of all mankind. © 1 Ae pas 
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Dr. JOHN PARKINSON, who earlier in the day had 
delivered the Harveian oration on rheumatic fever and 
heart disease, proposed the toast of The Guests; to which 
the ARCHBISHOP of CANTERBURY replied with some 
assurance, for (as he pointed out) he had to do the 
same’work as most of them—and more also. The 
Prime Minister, for instance, merely controlled a cabinet 
of his own choosing, but the Archbishop had to control 
a bench of bishops chosen by the Prime Minister. 
Again, though the Lord Chancellor. administered the 
law, everyone knew what the law was; whereas neither 
the Archbishop nor anyone else knew what the eccle- 
siastical Jaw was. The Secretaries of State for Foreign 
Affairs, the .Dominions, and the Colonies all had the 
backing of vast Government departments; whereas 
with the help of only two cha epams one secretary, and 
one typist the Archbishop did their jobs too, and in 
one afternoon coped with the affairs of Tanganyika, 
Czechoslovakia, the Russian Orthodox Church, and the 
Patriarch of Yugoslavia. Moreover, unlike the Lord 
Mayor of London, who had only to keep his end up for 
a year, or Mr. Eden who had periods of relief as a dis- 
placed person, the Archbishop had to go on for ever. 


Mr.. ERNEST BEVIN, the Foreign Secretary, who also 
spoke for the guests, thanked the college for the help 
they had given him, in his previous office, in the field of 
industrial medicine, but admitted he was still unsatisfied 
and impatient... Five thousand years ago Moses had 
insisted on one day’ s rest in seven, and despite modern 


scientific developments we had not got a second yet, 


though mechanised methods had doubled the demand 
made on the worker in his six days of labour. Men 
were weary, and he sometimes wondered if the managerial 
classes fully appreciated the physical effect of this 
fatigue .on the masses. For many years we would be 
desperately short of effective man-power, for we were 
now feeling the gap in the 45-55 age-group caused by 
the last war and the loss of training caused by this one. 
We could not afford to lose the life of a single child, 
and he appealed. to the medical profession to throw 
aside prejudice and put their ability at the service of 


the community “ so that this grand old race may survive 


and still play its part in the destiny of human affairs.” 


The guests included— 

Viscount Appison, Secretary of State for Dominion 
Affairs ; Mr. A. V. ALEXANDER, First Lord of the Admiralty ; 
Sir FRANK ALEXANDER, Lord Mayor of London; Mr. ANEURIN 
Bevan, Minister of Health ; Sir Epwarp BRIDGES; Admiral 
of the Fleet Lord Cunnrinenam; Dr. H. Guy Dany, chair- 
man of council, BMA; Sir Wiii1aAm DovuGtLas, secretary, 
Ministry of Health; Sir HERBERT Eason, president of the 
General Medical Council; Mr. ANTHONY EDEN ; Sir WILLIAM 
GOODENOUGH ; M. FEODOR GOUSEV, the Soviet Ambassador ; 
Mr. G. H: Hatt, Secretary of State for the Colonies; Mr. 
EARDLEY HOLLAND, PRCOG; Lord Jowrrt, Lord Chancellor; 
Mr. W. L. Mackenzie Krye, Prime Minister of Canada; Mr. 
- WELLINGTON ' Koo, the Chinese Ambassador; Prof. S. A. 
Kroes; Sir ALAN LASCELLES ; Lord LATHAM ; Lord LEATHERS; 
Mr. OLIVER LYTTELTON ; Mr. DESMOND MacCarruy; Lord 


McGowan; M. René Massie, the French Ambassador ; 


Prof. D. Huemes Parry, vice-chancellor of the University 
of London; Marshal of the Royal Air Force Lord PORTAL; 
Sir ARTHUR RUOKER, deputy secretary, Ministry of Health ; 
Mr. H. S. SOUTTAR, president of the BMA; Sir ALFRED 
WEBB-JOHNSON, PRCS; and the presidents of many. other 
medical bodies. 


MEDICAL : SOCIETY or THE LCC SeErvice.—A meeting 
devoted to pathology will be held at Archway Histological 
and Group Laboratory, Archway Road, Highgate, N19, on 
Wednesday, Nov. 7, at 3 Pm. 


SOCIETY FOR RELIEF OF WIDOWS AND ORPHANS OF Meproan 


Mzn.—At a meeting of the court of directors on Oct. 10, with 
Dr. R. A. Young, the president, in the chair, it was stated that 


in the half-year ended June 30 the sum of £2002 10s. had 
been given in relief to 55 widows; £251 had been received 
in subscriptions and donations, and the expenses were £198. 
Relief is granted only to the necessitous widows and orphans 
of deceased members. Membership i is open to any registered 
medical man who at the time of his election lives within 
20 miles of Charing Cross. Particulars may be had from the 
secretary at 11, Chandos Street, Cavendish Square,London,WI1. 


IN ENGLAND NOW 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


“ CAN a rose become a bud again ? ” One hesitates 
to compare hoary-headed doctors with buds or even 
roses, but if we could the simile would be apt for those 
of us who are taking postgraduate exams. For visions 
of Queen Square come before us and for a few hours we 
think the thoughts of youth again. 

The kindly examining board had decidefl that instead 
of travelling some two hundred miles up to Town I 
could write my paper at a nearby West of England city. 
On arriving punctually at 1.45 at the hospital indicated 
on my card I appeared to be expected by no-one. I 
wandered what seemed endless miles along hospital 
corridors, and finally landed up in what appeared to 
be the nurses’ sitting-room. Was I sitting for the 
second-year nurses’ exam, they inquired ? My reply that 
I could not possibly rise to that, but that I was hoping 
to write a paper for a diploma of one of the Royal Colleges 
was received in silence, their expressions showing that 
they obviously thought that even their first-year exam 
would be above my standard. Things were at a stand- 
still till finally one nurse, brighter than the rest, remarked 
that she had seen the porter dusting the chairs in the 
Board Room that morning so something must be going 
to happen there. So to the Board Room I went, where 
I found some more candidates, and a cheerful secretary 
who, having provided us with the question paper and 
wished us good luck, departed, promising us each & cup 
of tea during the afternoon. 

Then it was that the clock went back and I was trans- 
ported again to Queen Square, the only difference being 
that the monotonous tramp of luckless candidates bei 
conducted to and from the cloakrooms was absent, an 
instead of sitting at hard desks sucking sweets with the 
vain hope of stimulating our brains to action we sat 

round a large table smoking and drinking tea as we 
wrote. However, the three hours soon went and again 
I was back in 1945 wondering whether Mrs. Smith with 
the suspected placenta preevia had really gone into labour 
during my absence, and whether my colleague who was 
holding the fort for me had been able to cover the seven 
miles to her house in time, he being, as we so often are 
in Devon, temporarily carless. 

But three hours of regained youth was worth having 
even though it did cost ten guineas. Maybe I'll have 
it again in six months’ time. | 

* k % : 

' The discovery that rats which are given extra amounts 
of glutamic acid in the diet are more intelligent than 
their fellows on ordinary diet, and learn more quickly, 
and that milk is rich in glutamic acid, leads to some 
interesting speculations. Can the rise of the mammals 
be actually due to, and not merely accompanied by, the 
appearance of milk glands for the nurture of the young, 
and can the growth in size of the brain and in intelligence 
be literally the cumulative effect of generations reared 
on milk ? How much glutamic acid, comparatively, does 
a snake consume? Or a bird ? Can the emergence of 
Homo sapiens as leader of the mammals be due to a 
modification of the milk in the direction of more glutamic 
acid ? It is not stated in your annotation of Sept. 29, 
whether any comparative analysis of human milk and 
that of other mammals has been made ‘from this point 
of view. Folk wisdom has always maintained that more 
than physical nutriment is imbibed with the mother’s milk. 

As between the primitive races and civilised man, milk 
alone cannot be so important a factor (since breast- 
feeding is the rule among the former) as the general high 
food value of the white man’s diet, providing a relative 
excess of glutamic acid and probably other constituents 
not yet recognised as significant. I do not know. 
whether any detailed analytical comparison has been 
made between the milk of a well-fed white woman and 
that of, say, an Australian aborigine. Nowadays it 
may be ‘hard to find the really well-fed white woman. 

But the rats have given yet another stimulus to one’s 
ideas. While the world shortage of food for human 
beings is being gradually overcome during the next year 
or two, at least one constituent should be added to all 
diets, and our research workers should turn all their 
energies to finding out what it is. Just as a trace of 
manganese added to the diet is said to turn a cold- 
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hearted female rat into a loving mother, so there may 
well be something analogous which will change a jealous 
and suspicious human into a friendly and codperative 
person overflowing with goodwill to others. 
is found, let it be given first, and as soon as possible, 
mixed with plenty of glutamic acid, to all the members 
of the next International Conference. 
* a a l 

Those who visit art galleries to look at the subjects 
of the pictures are admittedly a low form of life; but 
a doctor confronted with war pictures inevitably sinks 
into this class at times because so many of the scenes 
illustrate his own trade. Those who have regularly 
visited the National Gallery exhibitions during the war 
will find many familiar canvases among those now 
gathered for the Exhibition of Nationa] War Pictures 
in Burlington House. Paul Nash’s abstract luminous 
Battle of Britain, Stanley Spencer’s tireless riveters, 
Henry Moore’s shelterers—status discarded by a monu- 
mental mason—Edward Ardizzone’s plump droll soldiers, 
Eric Kennington’s incredible young men (in real life 
the male only wears that look of clear-eyed hunger for 
the Good, the True, and the Beautiful when one of his 


physical appetites is being denied ; Kennington prob-: 


ably waits until they want their dinner), Laura Knight’s 
rumpled parachute silk, and the spectral brilliance of the 


world seen by the late Eric Ravilious—these still take ' 


the eye. But there is a professional interest for us in 
Evelyn Dunbar’s nurses, who, with heads as flat as a 
python’s, make camouflage nets or race through wards ; 
in Elsie Hewland’s nursery school, where the stout 
infants are a contrast to the wizened little Greeks, 
painted anachryl green for scabies; of Leslie Cole’s 
scene in an orphanage; in Feliks TopoJski’s shadowy 
. London Hospital staff; and in two solidly beautiful 
drawings by Robert Austin showing a sister washing out 
an Italian’s eye and a bed patient having his nose 
packed. They are oa for realists, though ; not 
one of them is rooted in abstract pattern, like Spencer’s 
dockyards. Why is this ? Is it possibly because dock- 
yards Jeave most people emotionally neutral, while 
hospitals are often perturbing to those who do not work 
in them? The artists would say it was like our vanity 
to think so; but if there is anything in it, we shall have 
to wait until a Spencer crops up in the medical or 
_hursing profession before we get to know how hospitals 
look on a different plane. : 
* x * 

On the coast of the southern tip of Apulia, ‘‘ where 
blue as any peacock’s neck the Tyrrhene ocean shines,”’ 
is a settlement of some 2500 displaced persons of 27 
nationalities, housed in the little seacoast resort of Leuca 
di Bagni. The hygiene, medical inspection, and clinic 
work of the settlement is run by an American woman 
doctor of the US Public Health Service, helped by a 
Turkish and a Russian (woman) doctor, a Russian inter- 
preter, one Tripolitanian and two American nurses, 
and two Albanian clerks. In the hospital I saw, inter 
alia, a two-bed ward with an Ethiopian and a Turkish 
woman with tuberculosis, and the medical and nursing 
staff of the group of settlements included American, 
British, Canadian, Belgian, Czech, Turkish, and Italian 
doctors and nurses. Can anyone beat that as a working 
international pot-pourri? Several asked for THE 
LANCET (advt.: charitable appeal). 

; * * % 

Of the great educative value of the opera in Rome, 
Naples, and Palermo—and no doubt since the spring in 
Milan too—to the British youth of both sexes we cannot 
speak too highly. At a time when the love of music has 
been coming back into the nation a large number of our 
youths here had an opportunity of seeing opera at its best 
at prices within their scope in a way that no generation 
of young Englishmen and women have ever had before. 
The Palestinian troops perhaps predominated in the 
audiences, but whether this was because of their heredi- 
tary love of music or the generosity with which their 
commanding officers had given them leave to go to Rome 
is unassessable. How greatly our troops have profited 
from these operas may be illustrated by the story of the 
young ADMS who going over the Castello Sant’ Angelo was 
all agog to see where Tosca threw herself into the Tiber, 
and when he found she could not have done this felt tha 
Hadrian had cheated him. 


When this - 


Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


DURING last week the Supplies and Services (Transi- 
tional Powers) Bill bas passed through its stages from 
committee to third reading and has now gone up to the 
House of Lords. The Opposition have tried valiantly to 
reduce its operations to a period of two years instead of 
five, on which the Government have successfully insisted. 
The vote of credit for £2000 million agreed to without a 
division is, it is hoped, the last of these astronomical 
supplementary sums voted to defray the cost of Navy, 

y, and Air Services and supplies. Mr. Dalton 
described it as a mopping-up operation. Some mop? 

In the debate on housing, important both in relation to 
immediate social needs and to Government policy, Mr. 
Aneurin Bevan, the Minister of Health, and Mr. George 
Buchanan, Under-Secretary of State of Scotland, made a 
good impression on the House and, judging by the press, 
on the country. The motion on which the debate took 
place, moved by Mr. R. S. Hudson on behalf of the 
Opposition, was ‘“‘ That this House views with grave 
apprehension the shortage of houses in both urban and 
rural areas. .. > Noparty disagreed.on this in the House 
and no-one is likely to disagree with it outside. In one 
London borough with a population of about 300,000 
there is a waiting-list of 7000-odd. And the waiting-lists 
exist everywhere. The demobilised sailor, soldier, or 
airman wanting to return to his family would put the 
motion in shorter and more lurid language. 

Mr. Bevan was Churchillian in his grim portrayal of the 
situation. There is no hope of a quick solution, and this 
winter will be hard. The Government’s policy is to 
treat housing as a military operation, and the Minister of 
Health showed that this was no mere form of words. 
Land for building is to be entered upon after 14 days’ 
notice has been given on the land, and payment arranged 
afterwards. Those fortunate enough to have more 
rooms than they are themselves using are invited to offer 
accommodation to others. If the offer is not made 
voluntarily, recourse may be had to billeting. The local 
authorities are to be entrusted with most of the work, for 
the greatest need, said the Minister, is among the lower- 
income groups of the population who need houses to 
rent. , 

Today’s problem, Mr. Bevan affirmed, is the result of 
25 years’ neglect of housing. ‘‘ We could have sustained 
the malice of the enemy and repaired the injuries inflicted 
by him on our cities ” if it had not been for this neglect. 
The housing problem of the lower-income groups is to 
have precedence, but the income groups are not to be 
segregated as they have been. This segregation the 
Minister called ‘‘ a monstrous infliction upon the essential 
psychological and biological oneness of the community.” 
And he referred to the building of fretful fronts stretching 
along the great roads leading from London, belonging 
“to what one cynic called ‘the Marzipan period,’ ”?” as 
part of the crimes against esthetics by a long list of 
private speculators in house-building. In future, the 
Minister hoped, there would be no segregation, either 
according to income-level or age-group. 

Mr. Bevan is proposing to facilitate private ownership 
of houses by raising the limits under which local authori- 
ties can lend money under the Small Dwellings Acquisi- 
tion Act. But he warned the returning soldier not to 
be in a hurry to burden himself with a mortgage at the 
high housing prices now prevalent. l 

After 10 pm on Oct. 17, Mr. H. N. Linstead raised the 
use of the term ‘‘ Christian Science Nurse ” by members 
of the Christian Science Church. Mr. A. Edwards, 
speaking as a Christian Scientist, said that these women 
received a thorough training. They did not practise in 
competition with other nurses and were employed only 
by Christian Scientists. The Minister of Health undertook 
to try to get a form of words agreeable to all partiesand 
on this the mover and seconder of the prayer withdrew 
their motion. As one who uses Christian Science in the 
treatment of disease is called a Christian Science practi- 
tioner, why should not the assistants be called ‘‘Christian 
Science Helpers ” ? , 
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FROM THE PRESS GALLERY 
The Dearth of Nurses 


In the House of Commons on Oct. 16, on a supple- 

mentary vote of £139,000 for the Ministry of Health, Mr. 
C. W. Key, parliamentary secretary to the ministry, said 
that a fresh attempt was being made to increase the 
number of sister tutors in order to train more student 
` nurses. The existing grant of 50% to hospital authorities 
for the training of sister tutors would be continued and 
grants would now also be given to individual nurses for 
the same purpose, leaving them free to fill sister-tutor posts 
at any hospital they liked afterwards. Many ex-Service 
men and women, and recruits from industry, would enter 
nursing at a higher age than that at the appropriate 
point in the Rushcliffe scale, and it was proposed to give 
them for 12 months a grant in addition to the amount 
they received under the Rushcliffe salaries award. 
These two sums would amount to £7000. 
- Arrangements had been made with the Women’s 
Voluntary Service to set up some hostels as an experiment 
where domestics could live during training, and while 
supplementing the domestics in the local hospitals. The 
sum involved for this purpose was £5000, but it was 
expected that the hostels would ultimately become self- 
su ing, because the domestics themselves would be 
paid fees for their board and lodging. 

Through the transfer of American troops, some tem- 
porary hospitals were falling vacant, and in view of the 
need of hospital accommodation it was proposed to give 
the iocal authorities a grant for the maintenance of these 
hospitals equal to about half of the expenditure. That 
would involve some £10,000. During the war emergency 
maternity homes in evacuation areas had provided some 
3500 beds, in which 150,000 births had taken place. It 
was proposed that these homes should now be taken over 
by the local hospital authority concerned, or by the 
voluntary hospitals, and run for maternity purposes. 
This would involve an expenditure of £224,000, but as 
the beds would be charged to the local authorities at the 
average figure per day of maintenance, and to the volun- 
tary hospitals at something like two-fifths of the expendi- 
ture involved, there would be a sum of £217,000 which 
would be written off against the £224,000, leaving £7000 
to be met. | | 

i Housing 


In the House of Commons on Oct. 17, repiying to a 
motion raised by the Opposition, Mr. A. BEVAN, the 
Minister of Health, made an important statement on the 
Government’s housing policy. 

The needs of the lower-income groups, he affirmed, 
would be met in the first place mainly through the local 
‘authorities, the provision of houses to let being kept in 
the forefront. Local authorities, however, would be 
allowed within a limited time to license the building by 
other agencies of houses costing up to £1200, or £1300 in 
London. Local authorities would be authorised to use 
land for building in advance of the conclusion of negotia- 
tions on the question of terms. He emphasised that he 
was not prepared to give promises about the number of 
houses which would be built within any given period ; 
he was not going to do any crystal-gazing. At the same 
time he was hopeful that the shortage would be relieved 
in four years. To keep Parliament constantly informed 
of the rate of progress he undertook to issue monthly 
reports from the beginning of next year. He proposed to 
make an appeal to those possessing more housing accom- 
modation than they required to share it this winter with 
othersin need. It was his desire that this might be done 
on.a voluntary basis, but loca] authorities would be armed 
with power to requisition accommodation if necessary. 
It was the intention of the Government to replace the 
Housing (Rural Workers) Act with a new and better 
measure. He was sympathetic about the reconditioning 
of certain types of cottages. But to meet the immediate 
emergency he wanted all the building labour in rural areas 
for the construction of new houses. Mr. Bevan denied 
that he had any: objection to the private ownership of 
houses, and announced the forthcoming introduction of 
legislation raising the limits within which local authorities 
could lend money for acquisition of dwellings. The 
Ministry of Supply would be used to provide housing 
equipment, and the Ordnance factories would be used 
to supplement the output of private industry. Mr. 
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tunity.—Mr. J. Writmort replied : 
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Bevan assured the House that he was fully.aware of the 
serious housing situation which would arise during the 
coming winter, and the suffering and hardship that it 
might cause, but he believed that in a few years the back 
of the housing problem could be broken. ke 


Parliamentary Medical Group | 


A meeting of the Parliamentary Medical Group was 
held at the House of Commons on Oct. 18, when the 
following office-bearers were elected: Dr. Haden 
Guest, chairman ; H. Linstead (secretary of the 
Pharmaceutical Society), secretary ; Sir Henry Morris- 
Jones, treasurer. Dr. Haden Guest will continue to 
represent the group on the Central Medical War 


Committee. 
QUESTION TIME 
Medical Man-power 


Mr. D. L. Lipson asked the Secretary of State for War 
what was the present ratio of medical officers in the Forces 
to Army personnel; and hów this compared with the present 
proportion of doctors in this country to the civilian population. 
—Mr. J. J. Lawson replied: The present ratio of RAMC 
medical officers in the Forces to personnel under their medical 
charge is 2°57 per 1000. All effective medical officers, whether 
engaged on administration, hygiene, hospital work, or attend- 
ance on unit sick, are included in the ratio. I understand that 
the present proportion of doctors of all kinds in this country 
to the civilian population is 0-74 per 1000. I should, however, 
point out that circumstances and conditions in the Army and 
civil life are so different that any true comparison is impossible. 

Sir G.: Fox asked the Under-Secretary of State for Air 
whether he was aware that the present strength of medical 
officers in the RAF was 2-27 medical officers per 1000 men, 
which compared with 1 doctor per 3500 of the civil population; | 
why it was necessary for the proportion of doctors in the 
RAF to be 8 times that for the country as a whole, now that 
war-time conditions no longer prevailed; and whether he 
had a plan for the rapid release of doctors from the RAF to 
take up vital work on the home front.—Mr. J. STRACHEY 
replied: The comparison in the first part of the question” 
requires further explanation in that the ratio given for the 
Air Force includes doctors employed in hospitals on research 
and on administration as well as those on RAF stations at 
home and abroad. On the other hand, the civilian figure 
for this country, which I understand is about 2500 per doctor, 
and not 3500 as stated in the question, relates to general 
practitioners and excludes doctors working only in hospitals, 
on public health administration, and on research. A similar 
figure for the Air Force would be 1 in 1000, out of which 
provision has to be made for a doctor at each active airfield. 
This ratio is less than was provided in peace-time. The 
distribution of medical man-power is now under review by 
the Government. 


Supply of Surgical Dressings and Liquid Paraffin 


Dr. L. Comyns asked the Minister of Supply and of Aircraft 
Production if he was aware that the residents of Silvertown, 
West Ham, had difficulty in obtaining surgical dressings 
and liquid paraffin ; and would he take steps to ensure that 
reasonable supplies would be available at the earliest oppor- 
I am not aware of any 
particular difficulties in Silvertown in the supply of either 
surgical dressings or liquid paraffin. The production of 
surgical dressings is now sufficient to meet demand. During 
the summer there were local shortages, due mainly to large 
movements of population, but steps have since been taken to 
remedy this position. Supplies of liquid paraffin are ample 
for medicinal use. — | | 


Grants for Leprosy Relief Work 


Mr. D. L. Lipson asked the Secretary of State for the 
Colonies if he was aware that the amount contributed by 
the Government for the welfare of the 2,000,000 lepers in the 
British Empire is insufficient and had to be supplemented by 
private charity; and would he take steps to increase the 
amount to ensure that everything possible was done for these 
unfortunate people.—Mr. GEORGE HALL replied: Although 
accurate figures are not available, my information is that a 
maximum of 700,000 out of the number of lepers mentioned 
live within the Colonial Empire; of these the greater part 
are in Nigeria. Expenditure from Government funds on 
leprosy relief work in the Colonies generally is increasing. 
In Nigeria a big anti-leprosy campaign is now being under- 
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taken. <A grant of £258,000 for this campaign was approved 
last year from the Colonial Development and Welfare Vote, 
and a sum of £5000 per annum for a period of five years is 
being contributed by the Nigeria government. An application 
by the Nigeria government for a further £170,000 from the 
Colonial Development and Welfare Vote is at present under 
consideration. 


Sickness Benefit 


Mr. N. A. BEECHMAN asked the Minister of National In- 
surance whether, in view of the delay which must inevitably 
occur before the passing into law of a comprehensive scheme 
of national insurance, he would forthwith introduce measures 
to bring the exceptionally low rate of sickness benefit into 
conformity with unemployment and other benefits, and at 
the same time extend to all cases of sickness, provision for 
dependants as recently made available in the case of tuber- 
culous patients.—Mr. JAMES GRIFFITHS replied: Partial 
legislation on this matter in advance of the main insurance 
measure would be unsatisfactory, but it is the Government’s 
intention so to frame the main legislation that the earliest 
practicable opportunity may be taken of bringing into effect, 
as part of a general plan, the improvements in rates and 
conditions of health insurance benefit which it will propose. 
It is proposed to introduce the major Bill early in the new 
year and to press forward so that it may be passed into 
law during this session. 


Tuberculous Service Men 
Major E. A. LEGGE-BOURKE asked the Secretary of State 


for War whether he had any plans for the care and treatment - 


of pulmonary tuberculosis in officers and men returning from 
overseas beyond that at present available in civil hospitals.— 
Mr. J. J. Lawson replied: The possibility of treating Service 
tuberculosis patients in Service hospitals or Service wings 
of civil sanatoria is being examined with a view to minimising 
any delay between diagnosis and the institution of appropriate 
treatment. 


Help for Ex-Service Medical Students 
Mr. S. Hastines asked the Minister of Education if any 


special arrangements had been made for the training of 


selected ex-Service personnel for the medical and dental 
professions.—Miss ELLEN WILKINSON replied: Assistance 
under the Government’s Further Education and Training 
Scheme would be available in suitable cases and subject to 
the usual conditions to ex-Service men and women wishing 
to study medicine or dentistry. 


| Training of Nurses 

Mr. F. Messer asked the Minister of Health if he had 
considered plans for the reduction of the period of training 
for the State-registered nurse ; and if he had any statement 
to make in regard to it.—Mr. Bevan replied: This is a matter 
primarily for the General Nursing Council, which is the 
statutory body responsible for framing rules relating to 
training for State registration. I understand that the council 
are considering the possibility of revising the basic training 
for State registration. 


Tuberculosis Nurses 
Mr. MEssER asked the Minister if, in view of the shortage 
of tuberculosis nurses, he would negotiate with the General 
Nursing Council with a view to securing the recognition of 
the TA certificate, so that such nurses could be placed on the 
supplementary register.—Mr. BEVAN replied: The General 
Nursing Council have already been approached on this matter 


and are not prepared to admit persons possessing the TA - 


certificate to a supplementary part of the register unless they 
are also general State-registered nurses. I do not feel able 
to adopt the suggestion, since I am advised that it would at 


present hinder rather than help recruitment for tuberculosis 
nursing. 


A LIGHT touch is a change in a diet book. The Cookery 
Book for Diabetics (Diabetic Association. Lewis. Pp. 82. 
4s.) contains all the necessary material for planning and 
arranging a varied, even luxurious, diet ; and the introductory 
lessons in food values are presented and illustrated in a 
pleasantly impish way. The recipes introduce a wide range of 
interesting dishes, most of them within the range of foodstufts 
available in this post-war world. Everyone catering for 
diabetics would like this book in the kitchen. 


THE MENTALLY DISABLED 
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Letters: to the Editor 


THE MENTALLY DISABLED 


_Smr,—As noted in your annotation last week, the 
Ministry of Labour. have now opened the. register of 
persons handicapped by disablement and are inviting 
all such persons to apply for registration as soon as 
possible. The conditions for registration are : | 


1. That the person suffers from a disability of any kind which 
handicaps him in obtaining or keeping employment, or 
undertaking work on his own account, of a kind which 
otherwise would be suited to his age, experience, and 
qualifications. | 

2. That the disability is likely to last for six months or more. 

3. That the patient is nevertheless reasonably capable of work. 


_ Under the quota and designated classes of employment 
schemes, certain vacancies in employment will bave to be 
filled by a registered disabled person. Sheltered employ- 
ment may be provided for the seriously disabled. 


It seems that in deciding whether a person is eligible 
for registration or not, the disablement rehabilitation 
Officer (DRO) will be very much guided by medical 
reports from the hospital or from the patient’s family 
doctor, although reference may be made to a doctor — 
appointed: by the Ministry of Labour or to a panel of 
the local disablement advisory committee. If it is true 
that a large proportion of all disability, and of chronic 
disability in particular, is due to handicaps of a psychia- 
tric nature, a considerable responsibility will fall on 
psychiatrists generally in connexion with applications 
for registration. I am writing this letter because I have 
seen little or no discussion about which types of psychi- 
atric conditions should be considered suitable for 
registration and which should not. It would be un- 
fortunate if psychiatrists followed widely different 
general policies and if in one area many patients were 
registered and in another area few. i 

At the Royal Edinburgh Hospital for Menta] and 
Nervous Disorders, under the direction of Prof. D. K. 
Henderson, we have found, under the interim scheme, 
that in many cases it is enough if the patient is resettled 
in suitable work by the DRO; and in these cases actual 
registration is not necessary. Registration as a person 
handicapped by disablement might sometimes implant 
a fear of prolonged disability in the minds of suggestible 
patients. On the other hand, there are many patients 
who will benefit from the protection of being registered— 
such as those suffering from mental deficiency, from 
epilepsy, from mild but lasting enfeeblement after a psy- 
chotic illness, and from the more chronic neurotic states. 
In the last analysis, of course, the decision will be based 
not on the formal diagnosis but on the circumstances of 


: the individual case. 


In recommending patients for registration one may 
offer advice about the type of work considered suitable, 
which will include sheltered employment when it becomes 
available. We must not expect the DRO to be able to 
resettle any and every patient, and we must adhere to 
the condition that the patient must be ‘‘ reasonably 
capable of work.” Some psychopathic states may be 
excluded from the register as ‘‘ habitual bad characters.” 

I should be glad if other psychiatrists would express 
their views on how we can best be guided in recommending 
patients for registration, so that a common policy may 
be developed, and so that we may properly discharge our 
responsibilities to our patients and to the Ministry of 
Labour. . 

Morningside Place, Edinburgh. HARRY STALKER. 


THE STRAINED BACK 


Sır, —I read with great interest the three articles 
by Dr. Crisp, Dr. Cyriax, and Mr. Burns and Mr. Young 
(Oct. 6) and congratulate you on your editorial comment. 
in which you temper their diverse views to that degree 
of moderation with which every new proposition must 
be viewed. | i 

Dr. Cyriax’s view that acute lumbago is a mani- 
festation of derangement of the articulations of the 
vertebræ or even minor disk injury is startling; while 
the number of disk injuries seen and proved at operation 
by Mr. Burns and Mr. Young in patients suffering with 
backache is remarkably high. 
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For many winters I have been partially, incapacitated 
with sciatica for a week or so. This always resolves 
with a few treatments of diathermy giyen by one of my 
hospital sisters. It now appears that I must be suffering 
from a disk lesion, but I certainly don’t want a laminec- 
tomy. In one patient, a backache which hitherto from 
my orthopedic training I would have called a postural 
lumbar lordotic ache, can be readily cured by several 
sharp blows on the back in a flexed position, or by the 
manœuvre described by J. J. Keegan (J. Amer. med. Ass. 
1944, 126, 868)—laying the patient on the floor and 
forcibly flexing tbe hips three times, following this with 
forced hyperextension combined with traction move- 
ments. I must now visualise that instead of just 
loosening up tbe sacro-iliac ligaments these procedures 
must replace minor degrees of disk herniation. 

Are we not going too fast in disk pathology, judging by 
the trend of these articles ? 


Wimpole Street, W1. G. O. TIPPETT. 


AIR EVACUATION IN NORTH-WEST EUROPEAN 


CAMPAIGN 


Sır, —I have read with interest Major K. D. Stewart’s 
article in your issue of Sept. 1. As senior medical 
officer of the:Transport Command group which carried 
out the air evacuation of casualties from the 21st Army 
Group theatre of operations, I would like to make one 
or two comments. 

Firstly each CAEC (casualty air evacuation centre) 
on the home-based airfields in the United Kingdom 
had a capacity for 200 cases and could in an emergency 
filter up to 400 cases through in a day’s evacuation. 
The highest number of casualties arriving during any 
one day from the Continent was 934. 

The first air evacuation of casualties from the British 
sector of the bridgehead was on D+7 (June 13). 

The incidence of airsickness among the casualties 
was, low, being a little over 1:2%. Of those airsick, the 
majority were the walking wounded who sat in the 
rear of the aircraft. 


Between D-day and VE-day 116,700 casualties were 


evacuated by this. group without the loss of a single 
casualty. Of these, 77,365 were brought to UK from 
the Continent, and 39,335 were carried on the Continent 
from. the advanced airflelds to those in the base areas. 


R. ©. JACKSON. 


P THE NURSING CRISIS 


SIR, —It seems to me that the General Nursing Council 
must be made to review its regulations and stipulations. 

In six years in the Royal: Air Force I have come 
across many male and female orderlies (RAF, RAMC, 
and WAAF) who had an excellent practical knowledge 
of nursing, who are keen on nursing, and who would like 
to continue nursing. One girl recently asked me to 
see what I could do for her, as she wished to become a 
State-registered nurse. . She has done six years, and for 
five of these years she has been working in a RAF 
hospita]. She has been doing work, in the last three 
years, equivalent at least to that of a last-year proba- 
tioner, and sometimes with more responsibility, for she 
has been in charge of the ward in the absence of the 
sister. Her practical knowledge is at least equal to 
that of one who has been training for three years in a 
hospital recognised by the General Nursing Council. 
I wrote to a hospital asking the conditions under which 
she. could: be taken in. The reply I received was ‘that 
if she wished to be a State-registered nurse she must 
start again from the beginning, become accepted as a 
probationer, and go through. a further three years’ 
training. Quite recently the General Nursing Council 
has stated that it will give such people six months’ 
credit. That is a meagre and entirely inadequate 
gesture. Here is a girl, typical of many, who is being 
discouraged from taking up nursing and becoming 
qualified. Surely she should be allowed to sit an examin- 
ation, and according to the standard she shows in that 
examination she should be assessed the further training 
required before she can sit her State-registration examina- 
tion. .AsI say, she is typical of dozens of men and women 
whom I have met and who are anxious to continue 
nursing. 


- THE OPERATION FOR VARICOSE VEINS 
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I had the privilege, when I was senior medical officer 
of one of the large liners lately in use as transports, 
and we were laid up in New York for six weeks, of taking 
my entire British staff to an American county hospital. 
With some temerity I told the medical superintendent 
that my orderlies were up to the standard of pregraduate _ 
nurses.. They were em loyed as: such. The medical 
superintendent (or, as they call him, the director) of 
this hospital of 850 beds, and the matron, expressed to 
me their amazement at the efficiency of our men, who 
in their opinion were above the standard of graduate 
nurses in America. Yet these men, if they wish to 
become State-registered in this country, have got to 
start all over again. 

It seems to me that it is time that a drive was made to 
make the rather rigid Genera] Nursing Council alter 
its standards and its outlook. 

©  * Esse QUAM VIDERI. 


A COMPREHENSIVE TRAINING COURSE 
; FOR NURSES , 


Sir,—Dr. Peirson’s letter in your last issue marks a 
great step forward in nursing education. But it is a 
pity that psychiatric training is not made compulsory,- 
for the mind is important in all illness and more amenable 
to treatment than the body. Moreover, one-third of 
illness is psychosomatic. 

While I do not decry the importance of such specialties 
as fevers, pulmonary tuberculosis, and orthopedics, I 
feel it is possible that the nurse may never have such 
cases to care for in her postgraduate career ; but every 
single patient she nurses will have a mind. 


Central Hospital, Warwick. E. S. STERN. 


` THE OPERATION FOR VARICOSE VEINS 


Sm,—The comparatively new operation of ligature 
and injection of. varicose veins is steadily becoming 
established. Long-term results come forward slowly, 
because a period of three to five years must elapse before 
each step can be evaluated. From time to time further 
points arise, and it is therefore necessary for those who 
have worked, talked, and written on this procedure to 
“pool” the information as it comes to hand. In 
December, 1944 (Brit. med. J. ii, 814), I advocated the 
operation of ligature and injection at the groin and 
ankle. I would like to report several items which haye 
come to my notice in connexion with this operation. 


(1) Postoperative painless hematuria.—The operation is 
occasionally followed in 24 hours by painless hematuria— 
I know of five cases. Sometimes blood appears at one or 
two acts of micturition, at others throughout the day. Another 
surgeon has told me of a similar case. It has followed the 
injection of 30% saline and also of ‘Ethamolin.’ There were 
no further ill effects. | : 

(2) Ligature and division of the internal saphenous vein 
in the groin.—In ligaturing the internal saphenous vein in the 
groin, it has been the custom to tie the lower end of the vein 
once but doubly tie the upper end. I have seen the ligature 
on the lower end slip. It was caused by the bursting effect 
of the injection of 20 c.m. of 30% saline at the ankle. It 
would appear necessary to transfix both divided ends of the 
internal saphenous vein in the groin when it is injected at the 
ankle, and to make the upward insertion slowly. Further, a 
large incision must always be made to ensure that the internal 
saphenous and its branches are tied and to avoid ligature 
of the femoral vein or even of the femoral artery. 

- (3) Incompetence of the external saphenous vein is at' times 
seen without the internal saphenous vein being apparently 


affected. Follow-ups have shown that if the external 


saphenous vein is ligatured and injected at the popliteal space 
and the internal saphenous vein is not treated, then later on 
the internal saphenous vein becomes affected and needs 
ligature and injection. Therefore, it is probably right to 
ligature and inject the internal saphenous vein in all cases 
of varicose veins where there is incompetence of the external 
saphenous vein or of the communicating veins. 

(4) Subsequent injections.—Occasionally, after the remedy 
of ligature and injection at the groin and ankle, one or two 
lengths of vein remain unsclerosed and these require subse- 
quent injection. I use ethamolin for this, and the amount 
needed is 1-2 c.m.; larger doses tend to be followed by 
gross, painful, and temporarily incapacitating reactions, 
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The ethamolin should be used from ampoules, not from a 
rubber-capped bottle. 

(5) Pulmonary emboli—I am aware of this occurring in 
2 patients in a series of 570. One caused an illness of six 
weeks, another of ten days. There may doubtless have been 
other instances. The preventive measure seems to be 
scrupulous aseptic technique and to get the patient out of 
bed the day of operation. The operation is a major procedure ; 
minor operating-theatre technique is dangerous. When the 
veins are gross in both legs it is advisable to deal with only 
one leg per session. i 

(6) The scars after ankle incisions.—For a few weeks after 
ligature and injection at the ankle the scar is visible through 
silk stockings, and here again lies the need for accurate 
closing of the wound to avoid “‘ eyesores ” and disrepute to 
a first-class operation. 

(7) Deaths after operation.—Dr. Foote recently reported a 
death following ligature and injection of varicose veins, and 
in a personal communication told me of his knowledge of it 
in the practice of other surgeons. So far it has not occurred 
with me, but no doubt I have only to keep on doing the 
operation and I will have the experience. Knowing this, 
remarks on the prognosis of the operation must be appro- 
priately expressed. | 


Finally, I would urge the necessity for giving full time 
to the operation ; it is more than a minor procedure— 
one leg may take 20-45 minutes—but the sessions are 
richly rewarded by the improvements bestowed on 
patients. 


Harley Street, W1. HAROLD DoDD. 


DEAD HAND IN USERS OF VIBRATING TOOLS 


Sir,—May I, as a physiotherapist, put forward a 
suggestion for prophylaxis and treatment of Raynaud’s 
disease due to industrial causes ?. The article by Prof. 
E. D. Telford, Dr. M. B. McCann, and Dr. D. H. 
MacCormack, in your issue Sept. 22, interested me 
. particularly because I have had the good fortune to treat 


several cases of Raynaud’s disease by short-wave . 


diathermy with some excellent results. 
The fact that this condition in industrial workers 
appears to be induced by the use of vibrating tools, 
on which a great deal of pressure is used with the left 
hand, seems to suggest that the continued pressure 
predisposes to a vasoconstriction of the vessels of the 
hand. Short-wave therapy is known to produce a deep 
pyrexia, and to be a vasodilator and an analgesic to the 
sensory and autonomic nerves. i ; 
Various suggestions are made in the article as to 
prophylactic measures, which are mostly of a mechanical 
nature ; another is that workers should not be alowed 
to continue in this work for longer than six-monthly 
eriods. I would like to suggest that these workers 
e given a course of short-wave treatment at the be- 
ginning of their working period and a further course 
about the middle of tbe term. 
London, W1. GINA A. TAYLOR. 


HYPOPIESIA 


SIR, —Since my retirement from the active staff of 
the Norfolk and Norwich Hospital in 1939 I have 
refrained from entering into any polemical clinical dis- 
cussions. But I cannot. refrain from combating the 
pessimistic prognosis of cases of hypopiesia as set forth 
in your issue of Oct. 20 by Dr. Plesch. From many 
of his morbid statements on this subject I quote the 
following : 

“In my experience low blood-pressure statistically 
involves more dangers and more serious complications 
than high blood-pressure. I am thinking here especially 
of the dangers of thrombosis and embolism, cramps, &c. 
In this point I believe every observant practitioner will 
agree with me.” 


In 1940 the late Sir Humphry Rolleston asked me 
to write for the Practitioner a paper on hypopiesia 
which was published in the February, 1941, number 
and later was incorporated in a Practitioner Booklet, 
“ Disorders of Blood-pressure,’’ 1942. For the prepara- 
tion of this paper I spent a considerable time in analysing 
many tables of life assurance societies, both English 
and American, all of which showed that people with 
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OF VIBRATING TOOLS - , (ocr. 27, 1945 
low blood-pressures had a longer expectation of life 
than those with normal or raised blood-pressures. 
Thirty years of cardiological work has convinced me 
that this is correct. a ick 

In the same paper I discussed the question of vaso- 
vagal attacks and described some cases of outstanding 
interest, all of which had an emotional basis associated 
with hypopiesia. Although twenty years have passed 
since these patients first came under my notice, the 
majority of them are still alive and in good health ; 
the others died at ages above 70 years: In the hundreds 
of cases with simple hypopiesia not associated - with 
dramatic vasovagal attacks my optimistic prognoses 
have proved to be sound. Providing that the candidate 
was otherwise sound, I should not dream of giving him 
a poor assessment for life assurance merely because his 
blood-pressure was lower than the so-called normal. 


H. J. STARLING. 


PENICILLIN CREAMS 


Sı,—There are two points I think might be added to 
your annotation of Oct. 13. ` | 

We have used both ‘ Lanette Wax SX ’ and ‘ Eucerin 
LM’ and have now discarded the former oil-in-water 
emulsion (except for sensitivity tests) in favour of the 
latter water-in-oil preparation. It is not only difficult, 
as you say, “ to visualise the liberation of medicament 
at any reasonable rate from the water-in-oil type ”’ 
but it is difficult to demonstrate it. For routine tests 
we place a small portion of a lanette-wax/penicillin 


Norwich. 


- emulsion on the surface of the culture medium; but 


eucerin LM/penicillin cream tested in this way appears 


_inert, and has been discarded by some workers on that 


account, because the penicillin is not easily liberated. 
It is, however, very rapidly liberated by a simple 
technique devised by my senior technician, Mr. G. 
Phillips. A circle of sterile wet filter-paper about 
5 mm. in diameter is placed on the medium ; on this a 


- loopful of eucerin LM/penicillin cream is placed. The 


resultant area of growth inhibition with the standard 
staphylococcus is up to the usual size. The success 
of this very simple device suggests that in contact with 
a moist surface, which will include almost all lesions for 
which penicillin is used, the penicillin is rapidly released 
—as indeed clinical use indicates. Eucerin LM provides - 
an easily spread cream and we are satisfied that it yields 
up all its penicillin. 

A second point is that these ointments retain their 
potency longer than is generally believed. We have 
batches of both which have been kept in the refrigerator 
for over six months and still show more than two- 
thirds of the original strength. | | | 

Kingston-on-Thames. D. STARK MURRAY. 


IS THERE A SHORTAGE OF DOCTORS? 


Sir,—In 1935 I began general practice in a partner- 
ship. In 1936 I passed the DA examination, being, I 
think, the first in my county to do this. There was a 
local cottage hospital of some 24 beds, and it was not 
unreasonable that I should anticipate being put on the 
staff as an anesthetist, especially since a clue to the 
standard of anesthetics is given by the fact that they 
had neither a Beyle’s machine nor an intratracheal tube 
in the building. However, my first routine hospital 
angesthetics after this were given in June, 1940, in a new 
municipal hospital, nine milesaway. Two months later 
I was employed by the EMS whole-time at this and 
another hospital nearby. A year later my EMS work was 
part-time and I returned to my practice ; but I was still 
excluded from the local hospital. | a 

At this time a London consultant came down to operate 
on one of my patients. He requested that the patient 
should be intubated; even the offer of moral support 
and a laryngoscope did not persuade the senior anss- 
thetist to undertake this, though he accepted a fee for 
standing by as the hospital anesthetist whilst I gave the 
aneesthetic. 

In 1942, for medical reasons, I gave up general practice 
and devoted my time to anesthetics only. I was 
subsequently appointed to two London hospitals—one 
a teaching hospital. In 1942 the rules at the local 
hospital were altered for the duration so that all local 
GPs were on the staff. <A telephone call to the medical 
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secretary confirmed that this excluded me. It was reason- 
able to believe the statements of the local doctors 
that they were overworked ; as I was not overworked I 
wrote to the secretary of the cottage hospital offering my 
services as anzsthetist, and suggested that this would 
- free:‘other doctors from time in the theatre. I hada very 
courteous reply assuring me that they had all the 
anesthetists required. _. ae a te ot 
And so we reach the astounding situation that. during 
the war I have anæsthetised cases for many of the 
' leading surgeons of the day—I have been a regular 
member of a surgical team that can claim really to have 
saved many lives—but I am the only local‘doctor who is 
not allowed to give an anzsthetic at the local hospital ; 
and even though patients have specifically asked for me 
their request has been refused. : l 
How can I do anything but look to the Ministry of 
Health and the county council for better planning and a 
squarer deal in the future, and be very dubious when 
I hear these bodies condemned out of hand, and the 
voluntary hospital system lauded as the. only good one? 


D.A. 7 

SHOULD THE BRACHIAL PLEXUS BE EXPLORED? 

Sm,—I am most grateful for Professor Seddon’s 
criticisms. I realised that it is impossible to assess the 
final value of these operations owing to the inevitable 
slowness of recovery. But since I have already had 
two recoveries out of eight consecutive cases, I feel that 
every brachial plexus injury due to missiles should be 


explored. } 
Royal National Orthopeedie Hospital. E. HAMBLY. 


On Active Service 


AWARDS 
OBE | 
Lieut.-Colonel J. C. ANDERSON, | Lieut.-Colonel W. R. LOGAN, 


ON ACTIVE SERVICE.—OBITUARY 


MB ST.AND., FRCS, RAMC 
Lieut.-Colonel W. S. C. COPE- 
MAN, MD CAMB., FRCP, RAMC 
Colónel J. P. DOUGLAS, MBE, 

MB ST.AND. RAMO 


Lieut.-Colonel Roy Evans, 
MRCS, RAMC 
Colonel F. G. FLoop, me, 


' MB DUBL., late RAMO 
Lieut.-Colonel F. N. FOSTER, 
MB LEEDS, FRCS, RAMC 
Lieut.-Colonel Epwarp Hurt- 
CHEON, MB ABERD., RAMC l 
Colonel J. P. J. JENKINS, MRCS, 


RAMC 
Lieut.-Colonel A. B. KERR, MB 
GLASG., FRFPS, RAMC 
Colonel H. E. KNOTT, MD DUBL., 
BRAMO 


MBE 


Lieut.-Colonel W. E. A. 
BUCHANAN, MB GLASG., RAMO 
Captain K. C.. BURROW, MRCS, 


RAMO - aa 
Major J. D. FINLAYSON, MB 
GLASG., BAMC 
Major R. B. HUNTER, MB EDIN., 


RAMO 
Major D. J. JOHNSON, MRCS, 


RAMO l 
Major W. L. KINNEAR, MD 
ST.AND., RAMC 


Captain JOHN BURNS, MB, RAMO 
Major J. L. CHISNALL, MB 
LPOOL, RAMO 


Captain R. D. S. Jacx, mRCS, | 


RAMO : 

Lieutenant RODERICK Mackay, 
MD ABERD., RAMO 

Lieutenant D. J. MACRAE, 
MB ST.AND., RAMO 

Captain G. D. H. McQuirry, 
MB 8T.AND., RAMC 


LRCPE, LDS, RAMO 


Colonel F. MoL. RICHARDSON, | 


DSO, MD EDIN., RAMC 

Colonel R. G. SHAW, MC, MB 
EDIN., late RAMC 

Colonel G. G. TALBOT, MB NZ, 
FRCS, RAMO 

Colonel C. F. ABBOTT, RCAMC 

Lieut.-Colonel Donatp CAmP- 
BELL, RCAMO 

Lieut.-Colonel K. J. Coates, 
RCAMO n 

Lieut.-Colone] C. D. S. LEEF, 
RCAMC 

Lieut.-Colonel Joserm TANZ- 
MAN, RCAMC 

Colonel C. G. Woop, RACMC 


Lieut.-Colonel J. C. Maoxay, 
MC, MB EDIN., RAMC : 

Major WILLIAM MICHIE, M 
ABERD., FROSE, RAMC ! 

Major R. O. MURRAY, MB OAMB., 
RAMO 

Major R. O. G. NORMAN, 
MB CAMB., RAMO 

Major W. A. McKIBBON, RCAMO 

Major Epwakp WOLSTEIN, 

RCAMO 


MC 


Captain Isa1aH MORRIS, MRCS, 
RAMO 


Lieutenant F. W. M. PLANT,. 


MRCS, RAMC 

Captain JOHN SHEEHAN, MB NUI, 
RAMO 

Lieutenant G. E. STOKER, MRCS, 
RAMC 

Captain K. A. 
RCAMC 


CAMPBELL, 


MENTIONED IN DESPATCHES 


Lieutenant G. H. DARKE, MB 
LOND., FRCSE, RAMO 

Major C. H. IMRIE, MB ST.AND., 
RAMC 


Captain J. MORRISSEY, RAMC 
(killed in action) 

Captain A. TAYLOR SMITE, 
MB EDIN. 
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Obituary 


WALTER BRADFORD CANNON 
CB, M D HARVARD, 8 D, LL D. 


Professor Cannon, whose death on Oct. 2 at the age 
of 73 is reported from New Hampshire, started his 
fruitful career early. While he was still a student at 
Harvard in the 1890s, and before he graduated in 
medicine, he realised the potentialities of the recently 
discovered X rays, and in 1897 
was able to report to the 
American Physiological Society 
the results of his investigations 
on the movements of the cat’s 
stomach, as revealed by X-ray 
photographs of a meal con- 
taining bismuth subnitrate.. The 
importance of this pioneer work, 
which laid the foundation of 
the radiology of the alimentary 
tract, requires no emphasis. 

Cannon had received an arts 
degree in 1896 and graduated in. 
medicine.in 1900. . It was only : 
natural, after such a promising | 
beginning, that physiólogy should | 
claim his interest, and he spent 
six years under H. P. Bowditch, 
one of the founders of the American Physiological Society, 
whom he succeeded in the George Higginson chair of 
physiology at Harvard in 1906. In 1911 he published a 
monograph whose title, Mechanical Factors of Digestion, 
epitomises his interests up to that time. Thereafter for 
many years, with the exception of those devoted to 
problems of shock during the first world war, his atten- 
tion was focused on the functions of the suprarenal | 
medulla and the sympathetic nervous system. In this 
field his investigations on the one hand brought him into 
contact with psychology and on the other led to a master- 
piece of surgery—namely, the removal of the whole of 
the sympathetic nervous system in cats. His famous 
book, Bodily Changes in Pain, Hunger, Fear and Rage, 
published first in 1915, and again in 1929; by which time 
it had ceased to become controversial, introduced a 
generalisation of the highest importance regarding the — 
emergency function of the sympathetic-adrenal system 
and its bearing on the emotions. His later works, The 
Wisdom of the Body and a number of papers and lectures, 
show a development of interest along ever broadening 
paths, which finally centred round the subject of. 
** homeostasis,” his own collective name for the integra- 
tion of all those functions of the body which confer upon 
it immunity to changes in its environment. His last 
popular work, delivered as a lecture in 1940 to the 
American Association for the Advancement of Science 
and published as a pamphlet in this country under the 
title of The Body as a Guide to Politics, attracted a good 
deal of attention. His careful researches had, however, 
established a scientific fact of a more particular nature— 
namely, that most peripheral sympathetic nerve-endings 
act in virtue of a substance, closely resembling (if not 
identical with) adrenaline, which Cannon christened 
‘‘sympathin.” Today the humoral transmission of 
nerve impulses is one of the most important topics in 
physiology, and the actions of sympathin’s opposite 
number, acetylcholine, have placed important weapons 
in the hands of the clinician. 

Cannon had many distinctions conferred upon him, 
including honorary doctorates from the universities of 
Yale, Liége, Strasbourg, and Paris. He was a foreign 
member of the Royal Society, before which he delivered 
the Croonian lecture in 1918. He was Linacre lecturer 
at Cambridge University in 1930 and Baly medallist of 
the Royal College of Physicians in 1931. In 1934 he 
was made one of the honorary members of the Physio- 
logical Society, of whom there are seldom more than a 
dozen at any one time. He was president of the 
American Physiological Society in 1914 and of the 
American Association for the Advancement of Science 
in 1939, and he served for many years on the National 
Research Council of the United States. In recognition 
of his services during the last war, for part of which he 
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was attached to the British military service, he was 
appointed CB in 1919. . 

Personally Cannon was known for his tolerance and 
patience and his imaginative and stimulating. conception 
of the development of physiology. He had a reputation 
for epigram and his literary style was vivid. He retired 
from his chair at Harvard in 1942. | 


GERALD QUIN LENNANE 
MC, FRCSI, DPH 


By the death on Sept. .12 of Dr. Lennane, former 
medical officer of health of Battersea, the public-health 
service lost a wise and helpful colleague, always ready 
to show kindness or dispense hospitality. Born in 
1869 in Galway—his forebears were named after a 
village in co. Galway—he- was trained at -Ledwich 
medical school and the Royal College of Surgeons, 
Dublin, and at King’s College, London, qualifying 
LRCPI in 1891. After house-appointments at Jervis 
Street, Mater Misericordie, and other Dublin hospitals, 
and a spell as surgeon to S.S. Massachusetts, he took his 
FRCSI and his DPH in 1900 and for a few years was in 
general practice in Battersea. In 1906 he was appointed 
MOH to the borough. In 1914, at the age of 45, he 
volunteered for service in the RAMC and was attached 


to the First Division, BEF, being mentioned in despatches © 


in 1916 and awarded the MC in 1917. He was a highly 
popular and efficient as well as a courageous officer, 
and after his demobilisation he was appointed examiner 
in hygiene at the Royal Army Medical College, an 
appointment to which he gave devoted service until 
1934. Dr. James Fenton, writing in the Medical Officer 
for Oct. 13, recalls that it was Lennane’s custom to get 
in touch with newly appointed medical officers of health 
of the metropolitan boroughs and offer his advice in 
overcoming the difficulties of a newcomer. In this way 
many of his junior colleagues profited by his wisdom 
and wide experience of local government, besides enjoy- 
ing the generous hospitality which was his especial pride. 
In the debates of the Metropolitan branch of the MOH 
Society: he displayed an endearing old-world courtesy 
in addition to a wide knowledge, and in 1926 he was 
elected president. In Battersea he was highly respected 


by the councillors and by his brother officers and staff 


for his courage in tackling. public-health problems. 
After his retirement in 1934 ill health cut him off very 
largely from his friends and associates. 

Dr. Lennane had three sons, the eldest of whom is 
medical superintendent of ‘Bretby Hall Orthopedic 
‘Hospital, and two daughters. | 


ARTHUR AMBROSE LISLE WEBB 
KBE, CB, CMG, MRCS, DPH, DTM 


Sir Lisle Webb died on Oct. 7, at the age of 74, at 
his home at Balcombe, Sussex. His medical school was 
University College, of which he subsequently became 
an honorary fellow, and, after qualifying in 1895, he went 
as district surgeon to Basutoland. On the outbreak of 

the South African War in 1899 he received a commission 
as lieutenant in the RAMC, and in the next twenty years 
he made distinguished progress in the Corps. He obtained 
the diplomas of public health and tropical medicine, 
was major in: 1911 and lieut.-colonel in 1914; and in 
1915 was appointed CMG. In the next year he became 
deputy assistant director-general of Army Medical 
Services, and in 1917 assistant director-general. - In 1919 
he was made CB, and his experience and administrative 
talents singled him out as appropriate to take charge of, 
and develop, the medical services of the Ministry of 
Pensions, which, with the end of the war, was faced with 
immense responsibilities. He became its director- 
aoe early in that year, and in 1920 was appointed 
KBE. 

As the first director-general of the fully constituted 
medical services of the Ministry of Pensions, Lisle Webb 
had a difficult task. The clinical problems in the 
entitlement to, and assessment of, pension under the 
royal warrants were largely new to the profession, and 
moreover needed an approach on lines of thought 
somewhat foreign to normal medical practice. It was 
Lisle Webb’s work to build up a team of whole-time and 
part-time doctors who could tackle and advise on these 
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problems with sound judgment and administrative 
ability, in friendly coöperation with lay ‘colleagues and! 
with the profession as a whole. He had to arrange for 
medical boards on a vast scale; in the year 1921 they 
numbered 1} millions. He had to make provision .for 
the treatment.in hospitals and at clinics of very large 
numbers of men suffering from many different conditions. 
Special provision was needed for facial injuries, tropical 
diseases, and nervous disorders ;. artificial timbs and 
surgical appliances had to be supplied, and schemes 
devised for combining treatment with training. In 
1921 the number of pensioners who received institutional] 
treatment was 130,000; and 20,000 artificial limbs were 
issued. These details indicate the wide scope of the 
organisation: which had to be developed throughout 
the country. ae 

Lisle Webb organised briskly and efficiently. His 
control was felt as personal; he knew his staff, and they 
knew him. He was approachable, understanding, and 
human. He would accept advice and listen to contrary 
views, but yet keep steadily to his main line of action. 
The smooth working of his medical services, and their 
continued efficiency and. adaptability in changing 
circumstances through many years, justified his poy: 
A kindly man, who did not pretend to qualities he did 
not possess, he gained the affection and- confidence of his 
staff. Off duty, he delighted in the life and livestock 
of his farm. ; A | 

In 1933 he retired from his post as director-general 
and was appointed honorary consultant physician to 
the Ministry. He was also appointed treasurer and 
secretary to the governors of Queen Mary’s Hospital, 
Roehampten, a position which enabled him to keep in 
touch with his old colleagues. During the following 
years there were considerable extensions at Roehampton, 


in which he took keen and active interest. Failing 
health led to his giving up this work in 1942. His wife 


died three weeks before him; they had no children. 


WORK OF THE PERMANENT CENTRAL 
= OPIUM BOARD 7 


THE latest report of the Permanent Central Opium Board 
to the Council of the League of Nations reviews their work on 
the international control of trade in narcotic drugs since the 
beginning of the war. Despite enormous difficulties the 
organisation of the Board was maintained and collaboration 
with most of the participating governments was preserved. 
Headquarters were temporarily transferred from’ Geneva 
to Washington but have now returned. There was a serious: 
decline in the statistical returns annually received from 1500 
to 965 in 1941, but this year they will probably be over 1500 
from 49 metropolitan countries and 66 territories. The chief 
defaulters are the Axis and Axis-occupied countries. Never- 
theless it is claimed that the end of the war “ finds the 
Treaties unimpaired.” | 

Spain, though party to the conventions of 1925 and 1931, 
has persistently flouted the requests of the Board, has sup- 
plied no statistics, and has persistently imported drugs in 
excess of estimates. Collaboration with Soviet Russia as 
producer, manufacturer, and consumer will, it is anticipated, 
be promptly resumed.. Turkey has continued faithfully to 
comply with its obligations, but Iran, a larger producer of 
raw opium, has never ratified the convention of 1925, while 
its returns, under that of 1931, leave much to be desired. 
No returns have been received from Japan or the territories 
it has over-run. The declarations of the United Kingdom 
and the Netherlands to abolish opium-smoking in their 
territories now await effectuation. Argentina, it appears, 
has the distinction of not having ratified any of the narcotic 
drugs conventions; while inthe United States, with vigorous 
organisation, it is claimed that ‘‘ addiction was reduced by 
as much as 60%.” l 

As regards the future the San Francisco Conference stressed 
the importance of preserving thecontinuity of theinternational 
control of narcotics between the cessation of the League of 
Nations and the institution of the new organisation with its 
economic and social council. What the relations of the super- 
visory body of. the League, which establishes the annual 
estimates of narcotic required for legitimate purposes, and 
of the Permanent Central Opium Board will be under the 
new dispensation remains to be seen. 
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CLINIC FOR OLD PEOPLE 


In the past year an attempt has been made at Ramsgate 
: to provide a clinic for elderly people, where medical examina- 
tion and advice would be given on the same terms as they are 
at infant-welfare clinics. In a report reprinted in the Medical 
Officer of Sept. 29 (p. 103) Dr. J. V. Walker shows that much 
has already been learned about running such a clinic. On 
what afterwards proved an error of judgment a more central 
site than that of the health centre was chosen for the clinic, 
which was held at 11 o’clock on alternate Tuesdays. No 
publicity drive was undertaken, but the medical officer of 
health: and the health visitors brought it to the notice of 
interested people. Attendances were not satisfactory, how- 
ever, and after six months the clinic was transferred to the 
health centre, and sessions were held weekly. 

It turns out that old people take much longer to examine 

than babies, and this, Dr. Walker feels, may lead authorities 
who are short of doctors to hesitate about setting up such 
clinics just at present. Again, wider resources are needed for 
their care than Ramsgate offers. Many of them are,in need 
of residential care, or are likely to need it, though not neces- 
sarily in a hospital or public-assistance institution. He 
suggests that a voluntary agency might be persuaded to 
establish a home to which the local authority might contribute. 
_ There was also a good deal of overlapping between existing 
services for the elderly. Some get benefits through the public- 
assistance department, administered in Ramsgate by the 
Kent county council; and they can also get medical advice 
from this source, but only if they are ill. Dr. Walker foresees 
good opportunities for the health visitors, who visit the old 
people in their homes, and the elderly persons’ clinic, to 
codperate with the pubhie-aans tence medical officer for the 
benefit’ of the patient. | 


LCC AND RELEASED MEDICAL OFFICERS 


THE Ministry of Health’s scheme for postgraduate training 
of doctors released from the Forces comprises (i) ! six months’ 
hospital appointments for “ young practitioners”; (ii) a 
refresher course for general practitioners; and (iii) courses 
for trainee specialists. The hospitals and medical services 
committee of the London County Council proposes that for 
class i the Council shall create 18 temporary additional 
positions at £350 a year, with resident emoluments or £100 
in lieu of them. For class ii it intends to provide, at grouped 
hospitals, four intensive courses running concurrently for 
a fortnight. From 15 to 20 doctors could attend each course, 
and, with three courses a year at each group of hospitals, 
up to 240 general practitioners could be accepted annually. 
For class. iii. (trainee specialists) it is offering 11 temporary 
positions (5 medical and 6 surgical) at £550 a year plus 
£100 if non-resident. This is additional to positions at 
the Maudsley Hospital mentioned in THe Lanoet of Oct. 13 
(p. 483); and it is also additional, of course, to normal 
vacancies for resident posts m LCC hospitals. The Council 
will recover the cost from the Ministry of Health. 


NEUROPSYCHIATRIC DISCHARGES FROM 
| UNITED STATES ARMY 


ADDRESSING the New York Academy of Medicine on Oct. 8, 
Brigadier-Genera] William C. Menninger said that the number 
of soldiers discharged from the US Army for neuropsychiatric 
reasons has now reached 315,000. This fact constituted a 
post-war challenge to medicine, and he hoped that doctors 
“ will prepare themselves to accept and treat what the army 
medical officers discovered were among their biggest problems 
—the emotional factors in the production of illness.” 
Discussing the terms “ combat exhaustion ”?” and “ combat 
fatigue,” General Menninger said that in only about 3-5% 
of cases were these states due entirely to fatigue ; the condition 
of the great majority was primarily a personality disturbance. 
On joining the army a soldier faced an entirely different life 
which might produce sufficient stress to bring him to the 
psychiatric breaking-point. Frustration was a daily part of 
his life, sometimes in the form of waiting days, weeks, or 
months, and sometimes in the deprivation of essential supplies. 
Confusion was routine in his life, ‘‘ and the noise and whistles 
and flares of battle are beyond the imagination of anyone 
who has not heard and seen them.” Essentially the response 
was the same when a person failed to adjust himself to his 
situation in civilian life. 
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MARRIAGE AND EMPLOYMENT 


BEFORE the war the London County Council made it a 
rule that women employed in its service should resign on 
marriage, _ There were exceptions, including full-time doctors 

“other than in hospital or institutional services,” non- 
resident part-time doctors and those working on a sessional 
basis, full-time teachers in non-residential posts, part-time and 
sessional teachers, various grades of laundry and domestic 
staff, and women whose husbands were totally incapacitated 
or who were separated from or had been deserted ‘by their 
husbands. Early in the war the usual supply of candidates 
for resident staff ran out, and the standing order was tem- 
porarily suspended, at first: for‘some grades of women staff 
and finally for all. The general effect has been to allow 
married women to be employed in all grades for which un- 
‘married women are eligible. `> -> 

The general-purposes committee have now reviewed the 
whole position, considering not only the needs of the service 
and the Council’s obligations but the general principles. With 
their war experience as a guide, they hold that the ban on 
employment -of married women should now be repealed for 
all grades of staff, and have recommended this. step to the 
Council. Women ‘will, of course, still be at liberty to resign 
on marriage if they wish, Difficulties are foreseen: in the case 
of women in resident posts where there are nomarried quarters, 
but this the committee hold to be a Practica! gueston which 
can be considered separately. 


STUDENTS IN SESSION 


THE annual general meeting of the British Medical Students’ 
Association begins on Oct. 26 at BMA House, with an address 
at 3 pm by Lord Moran. Guy’s Hospital Students’ Union 
have invited delegates and visitors to a dance in the evening. 
Business meetings will occupy the morning and afternoon 
of Oct. 27, and Professor Ryle will speak at 4.15 pm on Social 
Pathology. During the evening a programme of American 
medical films will be presented. Election of officers will 
take place on Oet. 28 and will be followed by a discussion 
on plans for the coming year. Inquiries may. be made of the 
won Secretary at BMA House, Tavistock Square, London, 

The first two of the lecture- demonstrations arranged by the 
British Medical Students’ Association for their: members in 
the London region have now taken place. . Mr. Claud Mullins 
opened the series with a talk on Medicine and the Magistrate’s 
Courts, and many students have since visited his court to 
see demonstrations of the points he made. Prof. E. Hindle 
gave an address on the Prosectorium of the Zoo,’ and later 
conducted a party round the Zoological- Gardens and the 


laboratories to demonstrate investigations made into the 


neem: physiology, and pathology of animals. `' 


University of Cambridge l 
On Qct. 19 the following degrees were conferred by proxy : 


MB, B Chir.—J. M. Cliff, J. A. R. Debenham, B. D. FOTA 
R. S. Lewis, J. A. Ryeroft, J. E. iM. Whitehead, 


MB.—W. A. on 


Royal College of Physicians of London 


_ The subject of Dr. John Parkinson’s Harveian. oration, 
delivered on St. Luke’s day, was rheumatic fever and heart 
disease. The oration will be published in THE Lancet. 

On the same day the Moxon medal was awarded to Sir 
Alexander Fleming, FRS, for his work on penicillin, the Weber- 
Parkes prize in absentia to Dr. Eugene L. Opie, professor of 
pathology at Cornell University, for his work on the patho- 


‘genesis of pulmonary tuberculosis, and the Baly medal to 
Prof. S. A. S. Krogh of the Zoophysiological Laboratory, 
‘Copenhagen, Nobel laureate in Peery and medicine in 


1920. 


Royal College of Surgeons of England | 

On Thursday, Nov. 1, at 5 rm, Sir Arthur MacNalty will 
deliver the Thomas Vicary lecture to the college. He is to 
speak on the Renaissance—its influence on English medicine, 
surgery, and public health. 


Tuberculosis in the Channel Islands 


A senior medical officer in the public-health department 
of the London County Council has been lent to the Govern- 
ment “‘to investigate the large number of cases of tubercu, 
losis reported by the civil authorities in the Channel Islands- 
and to advise on diagnosis and treatment.” 


4 


548 THE LANCET] 


BIRTHS, MARRIAGES, AND DEATHS 


/ 
[ocr. 27, 1945 . 


Royal College of Physicians of Edinburgh 

On Friday, Nov. 2, at 4 pm, at the college, 9, Queen Street, 
Edinburgh, Prof. J.-A. Nixon will deliver the Alexander 
Black lecture. He is to speak on the health and safety 
‘of the merchant seaman. os ao 


Royal College of Surgeons of Edinburgh 

_ At a meeting of the college held on Oct. 17 the following 
office-bearers were elected for the ensuing year: president, 
Mr. Jas. M. Graham; vice-president, Prof. R. W. Johnstone ; 
secretary and treasurer, Mr. K. Paterson Brown; members 
of president’s council, Sir John Fraser, Dr. G. Ewart Martin, 
Mr. Francis E. Jardine, Mr. W. Quarry Wood, Mr. Walter 
Mercer, Prof. J. R. Learmonth; . representative. on the 
General Medical Council, Mr. Henry Wade; convener of 
museum committee, Mr. W. Quarry Wood; librarian, Dr. 
Douglas Guthrie. 

The following were admitted to the fellowship : 


John Boyes, LRCPE, A. E. Bremner, MB 8T.AND., J. A. Chalmers, 
MD EDIN., A. W. Chambers, LRCPE, Prudence Halton, MB LOND., 
J. A. Harpman, MB LOND., George Hay, MB EDIN., W. A. N. Inglis, 
MD ALBERTA, E. M. Innes, MB ABERD., Alberta M. Jeans, MRCS, 
Kathleen M. Long, MB DURH., R. N. Martin, MB BELF., Douglas 
Telford, MD TORONTO, Norman Whalley, MB MANC. 


Royal Sanitary Institute 2 3 

A meeting is to be held at the Town Hall, Weston-super- 
mare, on Saturday, Nov. 3, at 10.15 am, when Dr. C. G. 
Eastwood will read a paper entitled David and Goliath—a Plea 
for the Individual in Social Medicine. Dr. T. L. Scott will 
speak on the control of the movable dwelling. 


Association of Anesthetists of Great Britain and Ireland 

The annual meeting will be held at the Royal College of 
- Surgeons, Lincoln’s Inn Fields, London, WC2, on Wednesday, 
Oct. 31, and Thursday, Nov. 1. The association’s office is at 
45, Lincoln’s Inn Fields. 


Research on the Psychology of Tuberculosis 

The National Association for the Prevention of Tuberculosis 
has appointed Major Eric Wittkower, Ramo, to conduct an 
investigation into the psychology of tuberculosis. Major 
Wittkower will begin this work on his release shortly from 
military service. Before the war Major Wittkower was a 
Halley-Stewart research fellow and physician at the Tavistock 
Clinic, London, and for the last five years has been engaged 
as a psychiatric specialist in the RAMC. | 
Royal Institution of Great Britain 

On Thursdays, Nov. 1, 8, 15, and.22, at 5.15 pm, Mr. J ames 
. Gray, FRS, professor of zoology in the University of Cambridge, 
will speak on the anatomy and functions of the brain in lower 
vertebrates. On Tuesdays, Dec. 4, 11, and 18, at 5.15 pm, Sir 
Henry Dale, om, PRS, will describe recent developments in 
chemical therapeutics. All the lectures will be held at the 
institution, 21, Albemarle Street, London, W1. 


Tuberculosis Association — | _ & ee 

At a meeting to be held at 26, Portland Place, London, 
W1, on Friday, Nov. 16, at 4.45 pm, Prof. G. S. Wilson will 
speak on bovine infection and disease, and Dr. Kalman Mann 
on the incidence of primary and hematogenous lung lesions 
in skeletal tuberculosis. At 8 pm there wil? be a discussion 
on prognosis and treatment of combined tuberculosis, when 
the opening speakers will be Dr. Harley Stevens, Mr. G. R. 
Girdlestone, and Dr. F. S. Hawkins. 


Pharmaceutical Society | | 
Dr..G. A. H. Buttle has been appointed professor of phar- 
macology at the college of the society and has already taken 


up his chair. pet aa 

Dr. Buttle, who is 46, was educated at Whitgift School, Croydon, 
and St. John’s College, Cambridge. He took the Conjoint qualifica- 
tion from University College Hospital in 1924 and obtained his 
MA Camb. three years later. After holding an appointment at the 
London Fever Hospital he joined the team of research-workers at 
Wellcome Physiological Laboratorics headed by Parish and Trevan. 
He was early drawn into the pioneer work on the sulphonamides, 
and in 1936 with Colebrook and O’Meara first described in our 
columns their mode of action in controlling hemolytic streptococcal 
infections. Later with colleagues from the Wellcome laboratories 
he showed that these drugs had a remarkable cffect on a variety of 
experimental infections other than those produced by the Strepto- 
coccus pyogenes, and he investigated the action of many new com- 
pounds. The outbreak of war altered the direction of Dr. Buttle’s 
investigations. He went to Bristol as second-in-command of the 
Army Blood Supply Depot, and as officer commanding the base 
transfusion unit in Egypt he was largely responsible for organising 
the blood-transfusion services of the Middle East Forces. Later 
he did similar work with the 21st Army Group. His published work 
during the war has included papers on blood substitutes in bamor- 
rhage, on plasma filtration, and on the use of diflavine and proflavine 
in wounds. Lieut.-Colonel Buttle has recently acted as consultant 
for blood-transfusion to the War Office. 


Health Services Bill Early Next Year 

Addressing the. Society of Physiotherapists in London 
last Saturday, Mr. Aneurin Bevan, Minister of Health, said 
that a Bill providing for a comprehensive health service will 
be presented to Parliament in the early part of 1946. 


Royal Society of Medicine 

On Thursday, Nov. 1, at 8.45 pm, the section of neurology 
will hold a clinical meeting at the National Hospital, Queen 
Square, London, WCl. At 10.30 aM, on Nov. 2, at 1, Wimpole 
Street, W1, Mr. J. A. M. Wright will deliver his presidential 
address to the section of otology on cochlear deafness. The 
section of laryngology will meet at 2.30 pm on the same day to 
hear Mr. Ewart Martin’s presidential address on broncho- 
cesophagy, followed by a discussion, and at 5.30 pm at the 
section of anesthetics Dr. George Edwards will give his 
presidential address on tribromethyl alcohol. ` l 


INFECTIOUS DISEASE IN ENGLAND AND WALES l 
/ WEEK ENDED OCT. 13 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1849; whooping-cough, 970; diphtheria, 565; 
paratyphoid, 6; typhoid, 10; measles (excluding 
rubella), 446 ; pneumonia (primary or influenzal), 415 ; 
puerperal pyrexia, 145 ; cerebrospinal fever, 36 ; polio- 
myelitis, 45; polio-encephalitis, 3; encephalitis leth- 
argica, 1 ; dysentery, 286; ophthalmia neonatorum, 61. 
No case of cholera or typhus was notified during the week. 

The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on Oct. 10 was 1035. During the 
previous week the following cases were admitted : scarlet fever, 87 ; 
diphtheria, 49 ; measies, 10 ; whooping-cough, 22. 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, or measles, 1 (0).from scarlet fever, 3 (1) 
from whooping-cough, 10 (1) from diphtheria, 50 (5) from 
diarrhoea and enteritis under two years, and 11 (2) from 
influenza. The figures in parentheses are those for 
London itself. | 

The number of stillbirths notified during the week was 
206 (corresponding to a rate of 29 per thousand total 
births), including 26 in London. | 


Appointments 


BLUNT, M. J., MB LOND. : RSO, Peterborough and District Memorial 
Hospital. 


‘DALZIEL, KEITH, BSC LOND. : graduate assistant in the department 


of biochemistry, Radcliffe Infirmary, Oxford 


RICHARDSON, F. RUTH, MRCS: RSO, Children’s Hospital, 
B ham. . : ' 
- Births, Marriages, and Deaths 
: O BIRTHS 


BRAITHWAITE.—On Oct. 10, at Egremont, Cumberland, the wife of 
Edward Braithwaite, BmM—a son. 


-Coxon.—On Sept. 27, at Adlington, Cheshire, the wife of Captain 


R. V. Coxon, RAMC—a daughter. . 

HERTEN-GREAVEN.—On Oct. 2, at Buenos Aires, the wife of E. C. 
Herten-Greaven, FRCS8S—a daughter. 

HEYLAND.—On Oct. 12, at Adlington, Cheshire, the wife of Surgeon 
Lieutenant Ralph Heyland, RNVR—a son. 

HOLLINGs.—On Oct. 12, at Woking, the wife of Lieut.-Colonel G. B. 
Hollings, RAMC—a daughter. 


MARRIAGES 


BELLAMY—KINNOCH.—On Oct. 13, at Glasgow, Richard Bellamy, 
MB, to Margaret Thomson Kinnoch. 
EDGECOMBE—BUTLER.—On Oct. 18, at Leeds, Wilfrid Edgecombe, 
FRCP, FRCS, of Harrogate, to Gabriclle Butler. 
Kremp—PEAcock.—On Oct. 16, in London, John W. L. Kemp, MB, 
to Joyce Peacock. A 
LAIRD—GREEN.—On Oct. 16, in London, Henry Strachan Laird, 
captain RAMC, to Kathleen Elspeth Green. 


DEATHS 


BEALE.—On Oct. 19, at Folkestone, John Foster Beale, MA CAMB., 
MRCS, DPH, aged 67. 

Goopwyn.—On Oct. 21, Henry Goodwyn, FRCSE, of Newbury, 
Berks, aged 86. 

JONES.—On Sept. 24, at Llandudno, 
MD EDIN., aged 91. 

LONGMAN.—On Oct. 14, Arthur Longman, MRCS, of Salisbury, aged 
8 


7. 
O’HEFFERNAN.—On Oct. 15, Harold Hilton O’Heffernan, MRCS, 
major, late RAMC, aged 79. 
SADLER.—On Oct. 16, at Ashbourne, Derbyshire, Ernest Alfred 
Sadler, MD LOND., aged 81. . ‘ 
RAYNER.—On Oct. 21, in Bristol, David Charles Rayner, cH M 
BRIST., FRCS, FRCOG, aged 80. 
YounG.—On Oct. 16, at Newcastle, Staffs, Ernest Eric Young, 
MS LOND., FRCS, aged 68, 


David Johnston Jones, 
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SULPHONAMIDES IN BACILLARY 
DYSENTERY 
FURTHER OBSERVATIONS ON THEIR EFFECTS 


| J. Q. SCADDING, MD LOND, FROP 
- YIEUT.-COLONEL RAMO, OFFICER IJO A MEDICAL DIVISION 


THE results of observations, made at a large desert 
general hospital. in the Middle East (ME) during the 
1943 dysentery season, on the relative efficacy of sulph- 
anilamide, ‘sulphapyridine, and _ sulpha idine in 
bacillary dysentery have previously been reported 
(Scadding 1944). It was found that groups of patients 
treated with these three drugs showed no significant 
difference in duration of diarrhoea or of stay in hospital. 
The present paper records the continuation of investiga- 
tions of sulphonamide treatment in bacillary dysentery 
during the 1944 season at the same hospital. 

Because sulphaguanidine is the standard drug for the 
treatment of bacillary dysentery in ME, and because it is 
generally believed that sulphonamides have a specific 
beneficial effect in this disease, only comparative studies, 
continuing those carried out in 1943, were made during 
the earlier part of the season. First, succinyl-sulpha- 
thiazole and then sulphadiazine were tested against 
sulphaguanidine. Next, observations without controls 
were made on the effect of smaller doses of sulphadiazine. 
Finally, for reasons set out below, it was considered 
justifiable to carry out a study, scientifically necessary, 
of strictly alternated sulphaguanidine-treated and control 
cases. ‘The results will be presented in the chronological 
order in which the observations were made, illogical 
though it be. 


MATERIAL AND METHOD 


The type of dysentery was similar to that of the pre- 
vious season. It was mild, as shown by the control 
untreated cases reported below. No acute fulminating 
case was seen. During each investigation all patients 
admitted to the dysentery wards with a history of less 
than five-days’ diarrhcea and with blood and mucus and 
a dysenteric exudate in the stools were included in the 
observed series. The exudate was bacillary—i.e., con- 
taining more than 50% of polymorphonuclear neutrophils 
—in 75-80% of cases: in all series and indefinite—i.e., 
containing less than 50% of polymorphonuclear neutro- 
phils—in the rest. Facilities for culture were not avail- 
able until the final control series; the results of stool- 
culture in 99 cases in this series are shown in table Iv. 

Records were kept by which it was hoped to estimate the 
relative severity of the illness, and the response to treat- 
ment. They are summarised in the tables. The criteria 
adopted to estimate severity were (1) the duration of diar- 
rhoea before admission, (2) the number of stools in the 24 
hr before admission, and (3) the incidence of fever. As the 
highest fever was generally present on admission, it may 
be included among the criteria of severity. The tables 
show that the severity of the disease, so estimated, 
remained almost constant throughout thd season. The 
slightly lower incidence of fever towards the end of the 
season (table DI and the last column of table 11) may be 
related to the end of the very hot weather. 

Results of treatment were judged by (1) the duration of 
fever after admission in febrile cases, (2) the duration of 
diarrhoea, indicated by the day on which a formed stool 
was first observed, and (3) the total number of days spent 
in hospital. Patients were not discharged until they 
had passed three formed stools free from blood and 
mucus. In computing for the tables the mean duration 
of stay in hospital, a few cases in which it was prolonged 
because of some unrelated disease were omitted. Diar- 
rhoea, sometimes recurred during convalescence; the 
incidence m each series is recorded in the tables. 

Treatment, besides sulphonamides, consisted of rest in 
bed, ample liquid intake, and a bland diet increasing as 
the patient improved. Sulphaguanidine when used was 
given in a suspension of 3-5 g. to 1 oz. of water in doses of 
7-0 g. followed by 3-5 g. four-hourly, reduced after 48 
hr if the patient’s condition had improved. The dosage 
and form in which the other drugs were given are noted 
below. The average total dose and duration of adminis- 
tration of each drug are recorded in the tables. 


No complication, renal, gastric, exanthematous, or. 
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other, of sulphonamide treatment developed throughout 
the investigation. | 


COMPARISON OF RESULTS WITH SUCCINYL-SULPHATHIAZOLB 
AND WITH SULPHAGUANIDINE 
Succinyl-sulphathiazole is even less well absorbed 
than sulphaguanidine, only 5% of a dose given by mouth 
being excreted by the kidneys; it remains within the 
lumen of the bowel and is active there, in normal condi- 
tions, against coliform organisms (Poth et al. 1942). 
Hence, on the hypothesis which led originally to the 
introduction of sulphaguanidine for the treatment of 
dysentery—i.e., that a sulphonamide which is retained 
in high concentration in the bowel contents is likely to 
be effective—succinyl-sulphathiazole would be expected 
to be better than sulphaguanidine. 
. In June and July, 1944, alternate members of a series ` 
of 100 consecutive patients with bacillary dysentery were 
treated with sulphaguanidine, and the rest with succinyl- 
sulphathiazole. The latter drug was given in suspension 
in water in doses of 2 g. five times daily for 3 days, then 
four times daily for 4 days, the course being cut short if 
there was early improvement. The results are recorded 
in table 1, which shows that the cases in the two groups 
were of similar severity ; that the durations of fever and 
of diarrhoea were very similar ; and that the only differ- 
ence is that the sulphaguanidine-treated patients were in 
hospital, on the average, 1:3 days longer than those 
treated with succinyl-sulphathiazole, and showed a 
greater tendency to recurrence of diarrhca during 
convalescence. : | T 


COMPARISON OF RESULTS WITH 
SULPHADIAZINE AND WITH SULPHAGUANIDINE 
' Sulphadiazine presents a complete contrast to suc- 
cinyl-sulphathiazole in being readily absorbed. Hardy 
and Watt (1944a) state that bacillary dysentery responds 
earlier to sulphadiazine and other well-absorbed sulphon- 
amides than to poorly absorbed sulphonamides. 

In August and September, 1944, alternate members 
of a series of 100 consecutive patients were treated with 
sulphaguanidine, and the rest with sulphadiazine. The 
latter drug was given in 0:5 g. tablets in doses of 1-0 g. 
five times daily, reduced after 48 hr, if there was 
i The results are recorded 
in table 0, which shows that the cases in the two groups 
are comparable in severity. Those treated with sulpha- 
diazine had, on the average, slightly shorter fever and 
ay slightly shorter duration of diarrhoea and of stay-in 

ospital. . ' 


OBSERVATIONS ON TREATMENT WITH SMALLER DOSES OF 
l SULPHADIAZINE WITHOUT CONTROLS 

In September and October, 1944, the effect of reducing 
the dosage of sulphadiazine was observed without con- 
trols. At first 4 g. daily and then 3 g. daily was given. 
The results were very little different from those obtained 
with 5 g. daily ; those obtained in 57 cases treated with 
3 g. daily (average dose 11-4 g. in 4 days) are recorded 
in table 11, which shows that, comparing this group with 
the others summarised in the same table, though the 
series was not directly controlled, the severity of the cases 
was similar, except that the incidence of fever was slightly 
less, the fever and the diarrheea very slightly longer, and 
the stay in hospital rather shorter than in the series 
treated with larger doses. s 


CONCURRENT SERIES OF SULPHAGUANIDINE-TREATED AND 
CONTROL UNTREATED CASES 

In discussing the 1943 observations at this hospital, I 
remarked that a possible conclusion was that, in the mild 
type of dysentery treated, none of the three drugs—i.e., 
sulphanilamide, sulphapyridine, and sulphaguanidine— 
had any specific effect, though clinical impressions and 
the published experience of others were against this view 
(Scadding 1944). The uniformity of the course of the 
disease in both the present and the 1943 series of investi- 
gations, in cases receiving varying dosages and various 


 sulphonamides, both readily and poorly absorbable, 


brought this opinion very forcibly to mind, and made it 
clearly necessary to test the hypothesis that, under the 
conditions of the investigation and by the criteria 
adopted, no effect of the sulphonamides tested on the 
clinical course of the type of dysentery treated was 
detectable. 

S 
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_ Accordingly a series of strictly alternated sulpha- 
guanidine-treated and control cases was arranged. The 
controls received a suspension of gr. 20 (1-3 g.) of calcium 
carbonate to the ounce, which was given in the same 
volume-dosage and. frequency as the suspension of 
sulphaguanidine. This control suspension was chosen 
because it closely resembles one of sulphaguanidine, and 
because it can reasonably be supposed that such a small 
dose of such an inert substance can have no appreciable 
effect on the course of the disease. To avoid the danger 
of leaving a seriously ill patient untreated with a possibly 
beneficial drug, advantage was taken of the fact that it 
had been shown that sulphadiazine is at least as effective 
as sulphaguanidine, and it was ruled that any patient on 
either suspension about whom any anxiety was felt 
should cease taking the suspension and be given 
sulphadiazine. | 

Soon after this series was started it became possible 
to perform routine stool-cultures. These were done in 
99 of the 133 cases. During 10 days of the total period 
the overheating of an incubator seriously reduced the 
number of isolations ; this affected the results of about a 
third of the cultures performed. Nevertheless, there 
were 45 isolations, distributed among the various 
bacterial types as shown in table Iv. The distribution is 
very similar to that observed in ME in 8665 cases by 
Fairley and Boyd (1943). It will be noted that the 
bacterial types are almost evenly distributed between 
the treated and the control groups. 
_ Table nī sets out the results obtained in this strictly 
controlled series. Further, the figures for the cases in 
which an organism of the Flexner group was isolated 
from the stool are set out separately; there were 17 of 
these in the treated and 17 in the control group. ` 

The table shows that the cases in the two groups were 
of comparable severity. The control group of 67 patients 
had formed stools in a mean time of 5-0 days after admis- 
sion, remained in hospital for a mean time of 12:3 days, 
and those who were febrile remained so for a mean time 
of 2-3 days after admission ; whereas the corresponding 
figures for 66 patients treated with a mean dose of 72 g. 
of sulphaguanidine in 4-6 days were 4-4, 10:8, and 1:7 
days. One patient in each group was thought to be 
making such unsatisfactory progress that the suspension 
was changed to sulphadiazine 1-0 g. four times daily : in 
both improvement followed, but clearly the significance 
of this event is doubtful. 

The figures for duration of diarrhcea and of stay in 
hospital have been analysed statistically, with the 
following results : | 


(1) Duration of diarrhea: ; 

Treated cases: mean (days) 4:4 ; standard deviation 1:3. 
Control cases: mean (days) 5:0; standard deviation 2:6. 
Difference of means 0-6. 

Standard error of difference of means 0:36. 

(2) Duration of stay in hospital : ED 
Treated cases: mean (days) 10:8 ; standard deviation 6-6. 
Control cases: mean (days) 12:3 ; standard deviation 7:7. 
Difference of means 1°5. | 
Standard error of difference of means 1°25. - 

In both instances the difference of the means, being con- 

siderably less than twice its standard error, is not 

statistically significant. i 

In the 34 proved Flexner cases the difference between 
the 17 treated and the 17 controls was even less; if 
allowance is made for the fact that the average duration 
before admission in the treated cases was half a day longer 
than in the controls, there is nothing to suggest that 
sulphaguanidine had any influence whatever on the 
course of the disease ; the mean total duration of diar- 
rhoea from the onset (not from admission) is 7-0 days in 
._ both groups, and the total duration from onset to 

discharge from hospital is 12-5 days in both groups. 

- An interesting point is that the.control suspension, 
which was given in the same way as the sulphaguanidine 
suspension, was found to have been administered in 
almost exactly the same total volume-dosage and for the 
same period as the sulphaguanidine. For instance, in the 
Flexner cases the average total dosage of both sulpha- 
guanidine and control suspensions was 21 oz. in 4 days. 

It is possible that in the figures for all cases a beneficial 
effect on a few severe infections was being masked by 
dilution with a large number of mild self-terminating 
ones. Consideration of the small number of Shiga cases 
lends some support to this hypothesis, although obviously 
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no conclusion can be drawn from only 6 cases. The 3 in 
the control series had formed stools in 12, 11, and 18 days, 
and were in hospital 21, 30, and 34 days, and the last of 
these was the one case in the control series which eventu- 
ally received sulphadiazine ; whereas the 3 in the sulpha- 
guanidine-treated series had formed stools in 5, 7, and 7 
days, and remained in hospital 9, 26, and 12 days. But 
the severity of the control cases on admission was greater ; 
their average number of stools in 24 hr before admission 
was 22 and their average temperature on admission 
101-4° F, whereas the corresponding figures for the 
treated cases were 15 and 99:3° F. Thus no definite 
conclusion can be drawn, especially as very great varia- 
tions in the severity of Shiga infections have been 
observed in this area ; though the evidence seems very 
suggestive that in this type of case the sulphonamides 
were beneficial. In this connexion it is interesting to 
note that Gard (1943) regarded a duration of diarrhoea 
for an average of 11-5 days in 25 sulphaguanidine-treated 
cases of Shiga dysentery as a good result of treatment. 


DISCUSSION 


Many favourable reports on the action of sulphon- 
amides in bacillary dysentery have been published, but 
few with adequate controls. Good results in uncon- 
trolled series of cases treated with sulphaguanidine have 
been claimed by Marshall et al. (1941), Lyon (1941, 1942), 
Fairley and Boyd (1942), Brewer (1943), Bulmer and 
Priest (1943), Gard (1943), and others. Similar results 
in more or less controlled series have been reported by 
Anderson and Cruickshank (1941), who used extremel 
small doses the activity of which may well be doubted, 
Clay (1943), and Adams and Atwood (1944). Jamieson 
et al. (1944) found in a series of not as a rule severe 
infections, 75% with Flexner strains and 20% with Sonne, 
that stools were normal in 100 patients treated with 
sulphaguanidine in an average of 5-0 days, in 50 treated 
a re in 6-0 days, and in 50 treated with aperients in 

: ys. 

Succinyl]-sulphathiazole has been reported on favour- 
ably in uncontrolled observations by Poth et al. (1942), 
and Lyon (1943). On the other hand, Roberts and 
Daniels (1943) report an: outbreak of mild dysentery 
due to a Flexner strain in which 89 patients treated with 
succiny]l-sulphathiazole were compared with 136 untreated 
controls ; no significant difference in degree or duration 


‘of diarrhoea or in amelioration of symptoms was noted, 


though there was a reduction in the convalescent carrier- 
rate. | 

The absorbable sulphonamides have been considered 
efficacious in uncontrolled observations by many 
workers : for instance, sulphapyridine by Reitler and 
Marberg (1941), Masefield (1941), Paulley (1942), and 
Swyer (1943), and sulphathiazole by Ferriman and 
Mackenzie (1944). : 

Hardy and Watt (1944a) have studied the effects of 
three poorly absorbed compounds, sulphaguanidine, 
succinyl-sulphathiazole, and phthaly]-sulphathiazole, and 
of five well-absorbed compounds, sulphathiazole, sulpha- 
diazine, sulphamethazine, sulphamerazine, and sulpha- 
pyrazine, and state that it was evident, through a 
comparison with findings in untreated controls, that all 
these sulphonamides were beneficial in patients with 
“ shigellosis ” ; the only two of their publications (Hardy 
and Watt 1944a and b) to which I have had access do not 
quote their actual data. 

Observers who have reported on Sonne infections agree 
that these are little, if at all, affected by any sulphon- 
amide except possibly succinyl]-sulphathiazole (Hardy 
and Watt 1944b, Fairbrother 1944, Adams and Atwood 


1944). 

Scott (1945) has assessed the value of sulphaguanidine 
treatment in ME by comparing the duration of stay in 
hospital of patients with bacillary dysentery in 1940 
before, and in 1943 after, the use of sulphaguanidine 
became general. He found that the mean duration of 
stay in hospital in 1940 was 12-7 days and in 1943 was 
11-6; the difference is statistically significant, but he 
considers that the discontinuance of routine purgation 
is a possible contributory factor in this reduction. 

Although the data presented in this paper have no 
relevance to the efficacy of sulphonamides in controlling 
the carrier state after bacillary dysentery, it is of interest 
to note that even on this topic reports are conflicting. 


l 
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TABLE I--CONCURRENT SERIES OF CASES TREATED WITH SUCCINYL-SULPHATHIAZOLD AND OF CASES TREATED WITH 
SULPHAGUANIDINE (JUNE-JULY 1944) 


TABLE II-—CONCURRENT SERIES OF CASES TREATED WITH SULPHADIAZINE 5 G. DAILY AND OF CASES TREATED WITH 
SULPHAGUANIDINE (AUGUST-SEPTEMBER ain ), AND UNCONTROLLED SERIES TRHATED WITH SULPHADIAZINE 3 a. 
DAILY (SEPTEMBER—OCTOBER, 1944) 


TABLE MI—CONCURRENT SERIES OF SULPHAGUANIDINE- TREATED AND CONTROL CASES (OCTOBER-NOVEMBER, 1944) 
I, uo III 


Proved Flexner 


j z Concurrent Uncontrolled All cases | casea only 
Succinyl- l | 
Pty pan guamaine* Sulpha Sulpha l 
hiazole* - | Sulpha- - Sulpha- Sulpha- 
ig any) dine | ¢g azine | guanidine | Control | guanidine | Control 


Total no. of cases es 50 50 | 66 | 67 17 17 
Sererity | | 
Mean duration before 
on (days) ae 2-1 2.3 28 | 2:6 3:0 2°5 
Mean no. of stools in day ka ! 
before admission 13-0 12-7 | 11:5 12-2 — 13. | 13 13 12 
. Fever: percentage febrile | — 80% 86% | 84% 65% 58% | 61% | 65% 59% 
Mean maximum recorded | i i 
in febrile cases > .. -99-8° F| 100-1° F i 100:0°F 100:4° F 100-4° F 100:8° F | 100-2° F | .101-4° F 
Resale ia : a ae 
- Mean duration of fever in i | SE, 
febrile cases (days) .. 1°6 1-7 16 l7 o: 2-3 1:6 2°83 
: Mean q duration of diarrhea | ! | 
on (days) 3°5 3°4 | 4°3 C 5:0 4:0 4°5 
Mean ate in ‘hos ital | a 
(days id a £ 10-2 11-5 123 10-8t 12-3ł 9-5t 19-0 
Recurrent diarrhœa during | 
` Convalescence nil 3 cases | 2 cases 3 cases — nil i 1 case nil 
eee 
Dosage (grammes) SS (grammes) | ; 
Minimum 14 | 31:5 30 31:5 | 31:5 
Maximum 54 | 143-5 112 * 129-5 | 126-0 
Mean 38 | 80-5 69 | 72:0 | l 74°5 
Duration of treatment (days) treatment (days) | S | 
Minimum... i 2 | 2 ! 2 | 3 | 3 
l! 2 $ [i 
Maximum $ yi 5 | 8 8 | 9 7 
| | | 
Mean EEE eas sal | | 4°5 | 4-6 | 4-0 
_ Farther treatment with sulphadiazine .. 1 case 1 case nil | nil 


© 4 cases in the succinyl-sulphathiazole and.1 in the sulphaguanidine 
series in which the stay in bo Jo eran was extended because ofanother 
disease were omite tted in calculating these figures. 

¢ In computing these figures, 1 patient in the treated and 2 in the 
control group whose stay in hospital was prolonged because of 
unrelated conditions are omitted. 


Hoagland et al. (1948) report uniformly sepa results in 


the treatment of carriers of Shigella paradysenterie 
(Flexner and allied strains) with sulphaguanidine and 
succinyl-sulphathiazole ; Barker (1943) had some diffi- 
culty in controlling Flexner carriers with succinyl- 
sulphathiazole ; Fairbrother (1944) speaks witb some 
reserve of the "results of attempts to clear carriers of 
dysentery bacilli with sulphaguanidine if stringent tests 
of clearance are applied; while Sandweiss (1944), 


3 n computing this figure, 1 patient who remained in hospital for’ 


0 days because of recurrent diarrhoea is omitted, as it introduces 
large bias into such a small series. If this case is included, 
the figure for mean stay in hospital for treated Flexner cases: 
‘Increases to 11-4. 


and. control series, no clinical effect of sulphaguani anidine 


could be demonstrated ; and (b) in 6 Shiga infections 
there was very suggestive evidence that sulphaguanidine 
and sulphadiazine were beneficial,. though the small 
number of cases observed permits no definite conclusion. 


TABLE IV—BACILLARY TYPES ISOLATED IN 99 CASES OF THE 
_ SERIES SUMMARISED IN TABLE III | 


comparing 33 carriers treated with phthalyl-sulphathia- : | Sulpha- | 
zole with 39. untreated carriers, states that the drug did — i ° Total guanidine- Control 
not appear to influence the carrier state, and that in fact a | treated ae 
higher proportion of his treated cases continued as No. of cases in| which l 
carriers. stools were cultured 99 44 45 

Thus, there is still no accnt about the value of Jolions ———— € Oa 
sulphonamides in dysentery. And the interpretation of `- Total ib 22 23 
the data here presented is difficult. The following 2 i 7 
statements seem permissible : : Flexner .. .. | 34 (756%) -17 17 

(1) In a mixed group of dysenteries, presumably due Sh 6 (13-3° | 3 3 
to several strains of bacilli, sulphaguanidine-treated higa: iei Kan ee) 
cases showed a slight advantage over controls in mean. Para-shiga `.. o 1 (22%) are 1 
duration of diarrhoea and of stay in hospital, but the s E 2 . 
differences were not statistically significant. It may be onas j (44%) 

t an effect on a few more severe cases was being Schmitz | 2 (44%) s 2 


masked by dilution with a large number of mild self- 
terminating cases, because (a) in a group of 34 mild 
Flexner infections, equally divided between the treated 


The figures in parentheses indicate the percentages of the total 
isolations constituted by each bacterial type. . 
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(2) In a similar mixed group of dysenteries compara- 
tive observations between sulphaguanidine and succinyl- 
sulphathiazole, and between sulphaguanidine and sulpha- 
diazine, showed differences in mean duration of fever, of 
diarrhoea, and of stay in hospital smaller than those 
between the sulphaguanidine-treated and untreated 
control groups. Such as they are, they favour sulpha- 
diazine, and to a less extent succiny]-sulphathiazole, over 
sulphaguanidine ; and this applies even when dosage of 
sulphadiazine is reduced to 3 g. daily. 

A difference of the same order in favour of two soluble 
sulphonamides, sulphapyridine and sulphanilamide, was 
found in the 1943 observations (Scadding 1944). Though 
the evidence presented is not conclusively in favour of 
any sulphonamide, it favours, if any, the readily absorb- 
able more than the poorly absorbable ones. 


SULPHADIAZINE IN CHRONIC BACILLARY DYSENTERY 


-~ Where statistical evidence is so equivocal, it is perhaps 
permissible, even though dangerous, to mention clinical 
impressions. I have been impressed by a number of 
cases in which sulphadiazine has seemed to cut short a 
long-continued bacillary-type dysentery on which the 
poorly absorbed sulphonamides had had no effect. The 
following brief case-records illustrate this point. 


CasE 1.—A man, aged 44, was admitted with a history of 
intermittent diarrhcea with blood and mucus for 2 months. 
Microscopy of the stool showed bacillary exudate; from a 
culture at a later date no pathogens were isolated ; many 
examinations were negative for Entameba histolytica. He 
_ received a course of 150 g. of sulphaguanidine in 8 days without 

effect ; 23 days after admission he was still passing 3 stools 
daily with blood and mucus. 

Sigmoidoscopy showed gross thickening and redness of the 
mucosa, with many submucous hemorrhages, and much 
mucopus. He then received 62 g. of succinyl-suphathiazole 
in 7 days ; no definite benefit followed this, and 55 days after 
admission a second sigmoidoscopy showed no appreciable 
change in the appearances. He was then given sulphadiazine 
5 g. daily for 7 days. Immediate improvement followed ; the 
stools were reduced to 1 or 2 daily, usually with mucus. 
Sigmoidoscopy 80 days after admission showed only slight 
thickening and hyperemia of the mucosa. He was discharged 
to convalescent depot 86 days after admission, the stools 
then being normal, once daily, with only occasionally a little 
mucus. The condition has subsequently relapsed and once 
more responded to sulphadiazine. 


Case 2.—An officer, aged 29, was admitted with a history 
of 14 days’ diarrhcea, 5—6 times daily, with blood and mucus. 
Sulphaguanidine given in the usual doses for 4 days had no 
effect. Sigmoidoscopy after this showed general thickening 
and redness of the mucosa up to 3 in., but above this was nor- 
mai. He was still passing loose stools with some blood and 
mucus 26 days after admission, and an indefinite exudate 
was found microscopically. From the 27th to 35th day he 
received sulphadiazine 5 g. daily ; after the second day of this 
treatment the stools became normal and remained so until 
he was discharged fit on the 43rd day after admission. 


In the following case a patient with bacillary dysentery 
developed arthritis while receiving sulphaguanidine, and 
both the dysentery and the arthritis responded well to 
sulphadiazine. | . 

Case 3.—A man, aged 23, was admitted with a history of 
3 days’ diarrhea with blood and mucus; 25 stools in 24 hr 
before admission. Microscopy of the stool showed indefinite 
exudate. Sulphaguanidine was started in the usual doses. 
On the 3rd day of treatment with sulphaguanidine the right 
knee became swollen and painful, and temperature rose to 
100° F. On the following day the other knee was swollen, 
temperature 100:6° F, and 10 stools with blood and mucus 
had been passed in 24 hr in spite of continued sulphaguani- 
dine treatment. This was stopped after 73 g. had been given, 
and sulphadiazine 6 g. daily was substituted. Improvement 
followed immediately. The next day the temperature was 
normal, the stools steadily diminished in number until on the 
4th day of sulphadiazine treatment they were normal, and the 
arthritis rapidly subsided. He received 30 g. of sulphadiazine 
in all and was discharged fit 21 days after admission. 

It is a plausible hypothesis that in these chronic cases 
the mode of action of sulphonamides is to combat inva- 
sion of the bowel wall by secondary invaders, by virtue 
of their concentration in the blood, rather than on the 
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dysentery bacilli by their concentration in the lumen of 
the bowel, where there are likely to be inhibitory sub- 
stances ; certainly in severe cases there is an inhibitory. 
substance—i.e., pus—in the lumen of the bowel. If this 
be true, it explains the superiority of the soluble sulphon- 
amides. Also, on the hypothesis that the mode of action 
of sulphonamides in acute cases is simply prophylactic 
against ulceration, either by the action of the dysentery 
organisms or by secondary invaders, it is easy to explain 
(1) the difficulty of detecting any effect in groups of mild 
cases, in whitch no ulceration is likely to develop in any 
event, (2) the irregular response in severe cases, since 
response will depend on what secondary invaders are 
prominent in any given case, and (3) the fact that small 
doses of readily absorbable sulphonamides, which for 
other infections would be regarded as prophylactic rather 
than therapeutic, give as good results in acute bacillary 
dysentery as larger ones, and possibly better results 
than very much larger doses of the poorly absorbable 
compounds. | 
Estimations of the sulphonamide content of the blood: 
were not possible in the reported series, but it seems likely 
that the blood sulphonamide content produced by giving 
21 g. daily of sulphaguanidine, of which it is known that 


. over 50% may be excreted in the urine, is not very differ- 


ent from that produced by the small doses (3-5 g. daily) 

of sulphadiazine. On the hypothesis advanced above it 

would be expected that penicillin parenterally would þe- 
as effective as or more effective than either poorly or 

well absorbed sulphonamides in bacillary dysentery. 

A trial of penicillin, especially in severe cases, seems well 

worth while ; though, as has been shown, the simplest of 

treatment suffices for the ordinary mild case. . 


CONCLUSIONS 


The only definite conclusions that can be drawn from 
these and my previous observations (Scadding 1944) is 
that the absorbable sulphonamides, even in small doses, 
were at least as effective as, and possibly more effective 
than, the poorly absorbable sulphonamides in the treat- 
ment of bacillary dysentery of the type at present seen in 
ME. On the question of the effectiveness of the sulphon- 
amides in general, no statistically satisfactory evidence 
was obtained, though the clinical impression that severe 
and some chronic cases benefited, especially from moder- 
ate doses of sulphadiazine, was strong. The observa- 
tions were relevant only to the therapy of the individual 
case ; the important question of the effect of sulphon- 
amides on the carrier state was not investigated. 


SUMMARY 


The therapeutic effects of sulphaguanidine, succinyl- 
sulphathiazole, and sulphadiazine have been investigated 
in observations on 390 unselected cases of acute bacillary 
dysentery. l l 

The disease was on the whole of a mild type. A series 
of 67 control cases were treated by rest and diet only, 
except 1 with a Shiga infection whose progress was so 
poor that sulphadiazine was given. The mean duration 
of diarrhœa in this group was 5:0 days and of stay in 
hospital 12:3 days. The corresponding figures for 66 
alternate cases treated with sulphaguanidine were 4-4 
and 10-8 days ; and in this group also 1 case made such 
slow progress that additional treatment with sulpha- 
diazine was given. The differences between treated and 
untreated groups are not statistically significant. Á 


Of 84 Flexner cases 17 were in the sulphaguanidine- 
treated and 17 in the control group ; there was no 
difference in the course of the disease in the two groups. 


In 6 Shiga cases there was suggestive evidence that 
sulphonamide treatment had proved beneficial. 


In comparative studies of succinyl-sulphathiazole and 
sulphaguanidine, and of sulphadiazine, and sulpha- 
guanidine, the differences in results were small ; sulpha- 
diazine, even in doses as small as 3 g. daily, gave results 
very slightly better than those given by sulphaguanidine. 


Good results are reported in the treatment of a few 
cases of chronic bacillary dysentery with sulphadiazine. 


A hypothesis is advanced to account for the observa- 
tion that prophylactic doses of absorbable sulphonamides 
are at least as effective as large doses of either readily or 
poorly absorbable sulphonamides. 
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ADDENDUM 


Since this paper was written a United States War 
Department Technica] Bulletin (1944) has come to hand, 
recommending sulphadiazine in doses of 2 g. initially, 
followed by 1 g. four times a day, as the drug of choice in 
the treatment of bacillary dysentery. 


I am indebted to the sisters and medical officers at various 
times in charge of the dysentery wards for their coöperation, 
without which this work could not have been done ; to Major 
L. G. Cook for the stool cultures ; and to Lieut. -Colonel R. B. 
Scott for help with the statistical analysis. 
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EFFECTS OF ARTIFICIAL DEHYDRATION 
IN RHEUMATISM ` 


W. S. C. COPEMAN L. G. 0. Puen 
OBE, MD CAMB, FROP M A, B M OXFD 
LISUT.-COLONEL RAMO CAPTAIN RAMO 


From a General Hospital, BLA 


Tum clinical effect of altering the volume and distribu- 
tion of the body fiuids has been studied at a general 
hospital in cases of fibrositis, acute and subacute 
articular rheumatism, and sciatica. 


\ FIBROSITIS 

It is now generally accepted that the pain in true 
fibrositis is associated with circumscribed areas of local 
tenderness usually called trigger points, and that the 
symptoms can often be relieved, sometimes permanently, 
by injection of procaine into those areas. 

These trigger points may be palpable as small tender 
nodules, especially where they can be compressed against 
bone. Painless nodules in these regions, however, do 
not seem to signify rheumatism. In a recent examina- 
tion of 500 soldiers non-tender nedules were found 
equally frequently in fibrositic and non-fibrositic sub- 
jects, ut tender nodules and trigger points were found 
in only 3% of men who did not give a clear history of 
fibrositis as compared with 30% in those who did. 

Stockman (1920) believed these tender nodules to be 
foci of inflammatory reaction situated in the deep fibrous 
tissues or in the muscles (fibromyositis). Elliott (1944) 
has demonstrated areas of local muscle spasm in various 
conditions associated with deep pain and tenderness, 
and has suggested that the pain in fibrositis as well 
as the trigger points can be explained on this basis. 
Although we consider that muscle spasm can contribute 
to the pain and tenderness, we regard it as being a 
reflex response to irritation from a pathological process 
situated in tissues outside the muscles. 

It has been shown that trigger points occur with great 
regularity in certain regions of the body, and that 
these regions coincide with the distribution of basic 
fatty tissue: which persists even in emaciated bodies 
(Copeman and Ackerman 1944), In the lumbar region 
pads of fatty tissue overlie the lateral borders of the 
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paravertebral muscles and may be 2 im. thick. This 
is a common situation for trigger points, and. location 
of these by needling has shown that they are too super- 
ficial to be lying in the muscles. In the upper back and 
shoulders the layer of fatty tissue is thinner, and tender 
nodules can often be picked up with the subcutaneous 
tissues between the examiner’s finger and thumb. 
Dissection of these areas of fatty tissue shows that they 
consist of lobules of fat lying within definite compart- 
ments with tough fibrous walls. The lobules do not 
appear normally to fill the space available within the 
compartments. 

‘We believe that in fibrositis an important factor in 
the production of pain and local tenderness is oedema 
in certain lobules and the development of tension as 
they swell and fill their compartments. This. increase 
in size may lead to herniation if the fascial walls are 
partially deficient. In 20 cases. of established fibrositis 
such fat-herniz were demonstrated at biopsy, and their 
removal was followed by persistent relief of symptoms. 
On microscopical examination of the biopsy material 
no histological evidence of inflammation was found in 
the form of cellular infiltration, although macroscopically 
there was obvious cedema and congestion; therefore 
the swelling must have resulted from some process other 
than the classical inflammatory reaction. | 

‘We thought that:we might be able to reverse this process 
by reduction of the fluid-content of the affected tissues, 
probably by inducing the clinical state of dehydration. 
This study was chiefly concerned with cases of fibrositis 
of the back and shoulders, but many other cases were 
seen in which other parts of the body were affected. 
These latter cases showed the same tendency to recur- 
rence and exacerbation in response to infection and 
climatic influences, and trigger points were found in 
constant situations corresponding to the distribution of 
fibro-fatty tissue round tendon sheaths, burse, and 
muscle insertions. It seemed therefore that a similar 
process of oedema and tension affecting fibro-fatty 
tissue might be responsible for the symptoms in this 
type of case also ; accordingly they are included separ- 
ately as chronic rheumatism in the accompanying table. 


ACUTE AND SUBACUTE ARTICULAR RHEUMATISM 

Most cases of acute rheumatism were of a benign 
type and of comparatively short duration. In some 
cases, however, articular pains started to recur in wet 
weather; whereas others merged into a condition 
clinically indistinguishable from chronic fibrositis. 
We repeatedly observed that the articular pain in acute 
and subacute rheumatism was referred from one or more 
trigger points near the joint and was not caused, as is 
generally assumed, by distension of the joint through 

effusion, which often only happens later in the disease. 
This can be confirmed by infiltrating these trigger points 
with procaine, which immediately relieves the so-called 
articular pain without affecting the effusion. Moreover, 
tense swollen joints are seen in painless conditions 
such as hydarthrosis and synovitis. 

These observations show that the distinction between 
acute and subacute rheumatism and fibrositis is not so 
precise as is generally held, there being many points 
of resemblance between them. In view of these facts 
some cases of acute and of subacute articular rheumatism 
were also submitted to dehydration. - 


SOLATICA 

In planning this experiment it was thought that 
cases of sciatica due to a prolapse of an intervertebral 
disk might prove suitable for a control series. The 
effect of dehydration was therefore tried on several 
cases, and it was found that, contrary to expectation, 
they tended to respond tothe procedure i ina characteristic 
manner, different from that seen in fibrositis. 


FATTY TISSUE AND WATER METABOLISM 
The fatty tissues have long been known to be con- 
nected in some way with the normal water storage of 
the body, although not much information appears yeb 
to De available on this subject, except as it affects the 
hump of the camel. 
Chiari (1910) has said that adipose tissue constitutes. 
18% of the weight of normal persons and is subject to 
many physiological and pathological variations, although 
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no textbook refers to it as a system subject to its own 
diseases. Wells (1940) has pointed out that it seems 
never to have been considered that these tissues might 
play a part in systemic disease. 
= Wassermann (1931) and Wells (1940) have found. that 
the thin ring of cytoplasm of the distended fat-cell can 
swell with fiuids, and that the depleted fat-cell will also 
take up water and become hydropic, thus playing a direct 
part in water metabolism. This conception is reinforced 

y the remarkable and deceptive water losses and reten- 
tions observed in the course of treatment of the obese. 

ı To regulate the functional activity of the fat-tissue 
there is an abundant sympathetic nerve-supply both to' 
the blood-vessels and the parenchyma; and Becke 
(1933) has demonstrated fibres running to individual 
fat-cells. Section of these nerves modifies the behaviour 
of the fat-cells in storage and in yielding, and no doubt 
also in other directions. It is probable that pain fibres 
also run with these nerves, since lipomata may become 
extremely painful. Lyon (1910) stated that nerves 
examined from nodular lipomatous areas and areas of 
generalised painful adiposity showed interstitial neuritis 
in the region of the deposits. i 


. | DEHYDRATION | 

Water constitutes 70% of the body-weight, and the 
portion contained within the cells, including the blood 
corpuscles, is known as intracellular fluid. The rest is 
shared between the blood-vessels and the tissue spaces as 
plasma and interstitial fluid and is referred to collectively 
as extracellular fluid. ‘The distribution of fluids in a 
man of 60 kg. body-weight is approximately as follows : 


% of body-weight Volume (litres) 


Intracellular fluid 50 30 
Extracellular fluid 20... me ae © 
Interstitial fluid 15... es i 9 
‘Plasma a8 or OF gd Ae ue 3 


- Dehydration may be defined as reduction of the 
volume of the body fluids, and it is convenient to dis- 
tinguish three types; extracellular, intracellular, and 
general dehydration. , 

_ Eætracellular Dehydration.—This is caused by reduction 
in the total quantity of electrolytes present in extra- 
cellular fluid. Sodium forms 90% of the cation and 
chlorine 70% of the anion ; neither of these ions is present 
in the cells, nor is the cell membrane permeable to them. 
‘When the content of sodium and chloride is reduced, 
the kidney correspondingly reduces the body fluids 
to maintain their total electrolyte concentration and 
osmotic value. 

_ Unlike other forms of dehydration, this type does not 
cause thirst (Dill 1936); and, in the absence of an intake 
of salt sufficient to make good the deficiency, it is 
unrelieved by taking fluids, as they cannot be retained 
by the body. This condition is seen clinically in heat 
exhaustion,. dysentery, and intestinal obstruction. 
Plasma volume and circulatory efficiency are not seri- 
ously affected until a quantity of fluid equivalent to 
6% of the weight of the body has been lost. 3 

. Therapeutically, extracellular dehydration may be 
induced by the Promoen of sweating. Salt-free diets 
are often ordered, for this purpose, but in the absence of 
sweating they are probably of little effect in reducing 
body water, since the kidney conserves electrolyte by 
checking the output of sodium and chloride in the urine. 

Intracellular Dehydration.—This may be induced by 

the intravenous injection of sodium chloride, provided 
that fluids are concurrently withheld ; and this is one of 
the methods used by us. The addition of electrolyte 
to the extracellular fluid raises its osmotic pressure ; 
and, since the cell membrane is impermeable to sodium 
and chloride ions (Gamble 1942), water is withdrawn 
from the tissues to an extent sufficient to restore the 
disturbed osmotic equilibrium between the cells and their 
environment. 

- An important though transient effect of intravenous 
injections of hypertonic saline is the rapid transfer of 
extracellular water from the tissue spaces to the blood- 
vessels, with a consequent and temporary increase in 
blood volume. Although the capillary membrane is 
readily permeable to sodium and chloride, osmotic 
effects take place while diffusion is proceeding. In the 
central nervous system there is an extensive fall of 
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cerebrospinal-fluid pressure which is said to last 2-4 
hours or even longer and to be accompanied by pro- 
nounced shrinking of the nervous tissue (Wright 1940). 
We believe that such an effect may explain the relief 
of symptoms noted by us in sciatica due to pressure 
on a nerve-root by a prolapsed intervertebral disk. 
General Dehydration.—This is induced by abstention 
from drinking and not essentially by loss of electrolyte 
or disturbance of osmotic equilibrium. Continued loss 
of water through the skin, lungs, and kidneys causes & 
progressive fall in body-weight at a rate determined 
y such factors as bodily activity, climatic conditions, 
and food consumption. Fluid reduction equivalent to 
1-2% of body-weight a day is readily tolerated for 
3-4 days, and the blood volume is well maintained and 
shows little change even after a loss of 34 litres of water 
(Black et al. 1944). : gk 
By measurement of changes in the total output of 
sodium and potassium in the urine during the period 
of dehydration it has been shown that the water loss is 
shared. pEopor Onate between the extra- and intra- 
cellular fluid—i.e., in the ratio of 1:3 (Black 1945). The 
addition of sodium and chloride to the extracellular 
fiuid under these conditions accentuates the rise of osmotic 
pressure of the body fluids, increases the output of 
urine, and adds to the general effect of intracellular 
dehydration. - 
With regard to other possible methods of inducing 
general dehydration, such as the use of diuretics and 
heel ane the effect on the total quantity and. distri- 
ution of body water might be expected to be deter- 
mined by the relative loss of electrolyte and water and 
would depend on the principles described above. Purga- 
tion with large doses of sodium sulphate was used by 
us as an adjunct to fluid restriction, and in this case 
rough estimation of the concentration of chloride and 
bicarbonate in the stools provided evidence that the 
loss of electrolyte from the body was small in relation 
to the volume of fluid withdrawn. 


METHOD OF DEHYDRATION 


In the first 15 patients intake of fluid was restricted 
for four days to about 8 oz. (225 c.cm.) daily, dry food 
being allowed. Owing to the difficulty of controlling 
the patients, however, and the discomfort caused by so 
long a period of restriction, it was decided to shorten 
the treatment to 24 hours. During this period neither 
food nor drink was taken, and fluid output was increased 
by the administration of sodium sulphate $ oz. at hourly 
intervals for 6 doses. The quantity of feces passed 
was 0-5-4:0 litres (average 1-6 litres) and of urine 40- 
560 c.cm. in the 24 hours. 

As the results obtained by the second method appeared 
to be less satisfactory, the period of fluid restriction was 
raised to 36 hours, which remained our standard practice 
for the last 40 cases. At this point a weighing-machine 
became available, and the progress of dehydration could 
be followed by measurement of body-weight. Loss of 
weight was found to vary considerably, ranging from 
1 to 3-5 kg. ; recovery took 2-3 days. 

It is recognised that variation in the efficiency of this 
preliminary period of dehydration influenced the results 
obtained ; but, as the differences between the groups 
were less than within the groups, the separate analysis 
for each modification is omitted. 7 We eine ae 

In all cases this preliminary dehydration wa’ js U/OWSt 
by an intravenous injection of 50 c.cm. of 3'% sodium 
chloride (15 g.) into one of the veins of the arr}. At first 
the injection was made slowly over a period !>f 15 min., 
but this was followed by intense pain and in: some cases 
thrombophlebitis extending up the arm -:pr several 


inches. It was later found that, if the injectio | was made | 
rapidly and leakage round the vein avoide: } pain did 
not arise. Localised thrombosis still develop: d in about 
half of the cases but passed off in a few day: 
Immediately after the injection the p: ‘tient was 
allowed to drink 4 oz. of tea to mitigate thii et. Apart 
from this no fluid was permitted for 4 hours, fter which. 
time no further restriction was imposed, and : fhe patient 


was encouraged to get up and about. | 


PHYSIOLOGICAL EFFECTS 
The general effects resulting from this ray {d method 
of injection were as follows. | : 


I 


standardised clinical picture, 


~ 
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(1) Transient rise of the pulse-rate by 5-15 beats per min. ; 
-~ ‘followed: by a.fall within 15 min.. to 4-12 beats below 
the original rate. i 
(2) Flushing of the face, and a sensation of heat involving 

‘the whole body, and usually accompanied by giddiness ; 
these effects passed off within 5 min. ° 
(3) In some cases a salt taste developed in the mouth within 
10-30 sec. of the start of the injection. 
(4) In all cases the injection was followed by an intensifica- 
tion of the sensation of thirst induced by the preliminary 
. dehydration. 7 


'. QLINICAL EFFECTS 


The application of dehydration to the rheumatic 
diseases was planned as a physiological experiment to 
test the hypotheses mentioned above. It was not 
eee that any relief of pain which might result 
would be anything but temporary. As, however, 
certain patients were apparently cured by this procedure, 
our cases have been analysed in such a manner that the 
potential therapeutic value of dehydration may be 
demonstrated. For this reason we have been conserva- 
tive in our assessment, no result which fell short. of 
75% improvement being claimed as successful. The 
criteria of success were increase in functional activity, 
estimated by the performance of certain movements 
and exercises on initia] examination and on discharge 3 
and the relief of pain. | 

Dehydration: was used in 22 cases of typical fibrositis 
in the acute, subacute, and chronic stages. Of these, 
18 were graded as successful and 6 as failures. These 
cases, a8 mentioned above, were mostly affected in 
the back ahd shoulders and conformed to a fairly 
A less standardised group of led with generalised 
fibrositis, some of whom had a history of previous mild 
articular pains and a temporary rise in the erythrocyte 
sedimentation-rate (ESR), has been discussed and 
labelled Chronic rheumatism. The response of this 
group to dehydration was, on the whole,. good (see 
table).. If these results are added to those in typical 

RESULTS OF DEHYDRATION IN SCIATIOA, FIBROSITIS 
| _AND “‘ CHRONIO RHEUMATISM ” 


Chronic] Fibrositis and 


Result Sciatica ` Fibrositis rheuma-|chronic rheuma-| Total 


tism |tism combined 
Success ..| 11 | 13 13 26 (66%) | 37 
Failure 17 | 9 6 15 (37%) | 32 
28 | g2- | | 41 69 
|] 


| 


. Success = 75% relief (maintained) and over. 


fibrositis and then compared with those in sciatica (in 


which a different m:-chanism is probably operative), the 
success ratio is about 3:1 in fibrositis and chronic 


rheumatism and is about 3: 2 in sciatica, if all transient 


results. are omitted. This difference is statistically 
significant (x? = 3-89; P < 0-05). 

We also dehydrated 28 patients with sciatica and 
neurological evidence of prolapse of an intervertebral 
disk. Contrary to expectation, pain also yielded in 
rapid and characteristic fashion in more than half, 
although usually. only temporarily. Where this was 


‘ 100% successful, the full effect was achieved within 


10 min. of the final saline injection and lasted 1-6 hours. 
After this the pain either returned fairly rapidly or else 
redeveloped gradually during the next 4-5 days, not 
always in its former intensity. In 3 cases the pain did 
-not return, and. the men left hospital apparently cured. 

We consider that the mechanism of relief of pain in 
sciatica, differs from that in fibrositis and rheumatism 
-and is probably the effect of shrinkage of nervous tissue 
and lowering of the cerebrospinal-fluid pressure, due 
to the injection of hypertonic saline. The cases which 


| responded least satisfactorily tended to be those in 


which the condition was of long standing, in which possibly 
the emerging nerve-root gradually became attached to 
the chrondral protrusion, as suggested by Keegan (1944). 
In such a case it is easy to see that shrinkage of nervous 
tissue would not relieve direct pressure on the root. 

7 cases- of acute rheumatic fever treated in this 


way the pain and swelling showed great improvement 
within 24 hours of dehydration. As, however, it is well 
recognised that such sudden changes may take place 
normally in the course of this disease, we do not empha- 
sise this effect. Moreover, although the joints appeared 
to react favourably, the course of the disease, as shown 
by the ESR and the liability of further joints to become 
affected, was not altered. Indeed in 2 of the 3 cases 
dehydrated during high pyrexia the disease appeared, 
after 24 hours of considerable clinical and subjective 
improvement, to be aggravated. In 4 cases treated 
at a later period of the disease, however, the improve- 
ment in the joints was maintained, and no further joints 
became involved. It is therefore our opinion that 
dehydration should not be used during the pyrexial 
period of rheumatic fever. i 

Owing to insufficiency of material, due to diffculty 
in finding comparable cases, we had no series of controls. 


EFFECT OF SUGGESTION 

We have tried to estimate the possible influence of 
suggestion on patients subjected to this procedure. 
Personality was assessed in every patient and only 
correlated subsequently with the effect of dehydration. 
To our surprise those patients who had been marked 
as frankly unstable personalities oe ert in every 
case unfavourably. Assessment was based chiefly on 
general behaviour and response at the interview, evi- 
dence of anxiety reaction, tremor, insomnia, morning 
fatigue, frequency of micturition, tachycardia, blood- 
pressure, cold sweaty hands, and any history of func- 
tional disease. Further, the patient’s behaviour in the 
ward was reported by the sister in charge. 

The intelligence of every patient was also tested with 
Raven's progressive matrices. As is well known, those 
who qualify as SG 5 or below are prone to hysterical 
manifestations such as the prolongation and exaggeration 
of symptoms. Of the several patients who fell into these 
categories not one did well under treatment. In war- 


time men of psychopathic personality tend to find an 


advantage in illness, and it seems that any effect exerted 
by suggestion would be to the detriment of the method, 
which in peace-time might therefore -be expected to 
show better results. Itis not, however, intended at 
this stage to recommend dehydration as a therapeutio 
measure for routine use. 

If the known neurotic personalities are removed from 
the group comprised of fibrositis and chronic rheumatinm 
combined, shown in the table, the success ratio of t:\is 
group increases from 3 : 1 to 4:1 ;' while the results in tu:e 
sciatic group remain unaltered. This unexpected result 
only emerged during the final analysis of the material 
subsequently. 

: ASSESSMENT OF RESULTS : 
The final assessment is far from easy, especially in 
view of the lack of a control series. | 
‘Dehydration produced no alleviation in 3 cases of 
severe and intractable pain due to non-rheumatic causes. 
The first was a case of pain persisting at the site of an old 
fracture of the femur; the second was a tenosynovitis 
ultimately found to be due to a splinter of wood in the 
tendon sheath; and the third was a particularly resistant 
tennis elbow. These are not included in the table. 

We have tried to present our results in the most con- 
servative way possible and have classified as failures all 
results showing less than 75% relief of both function 
and pain. 

Further work along these lines might advance our 
knowledge and treatment of the rheumatic diseases, 


SUMMARY 


Evidence of the location of trigger points and fibro- 
sitic nodules in fibro-fatty tissue is summarised. An 
important element in the production of pain and 
tenderness is thought to be a non-inflammatory cedema 
in certain fat-lobules, leading to local tension. | 

A method is described whereby this process can be 
reversed, by reducing the fluid-content of the affected 
tissues by inducing a clinical state of dehydration. 

The clinical effect of such dehydration in cases of 
acute and subacute articular rheumatism, fibrositis, and 
sciatica is recorded and discussed. 


_ References at foot of next page 
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SPASMODIC TORTICOLLIS 
RESULTS OF PSYCHOTHERAPY IN 21 CASES 


Mary T. PATERSON, MBLOND., DPH 
ASSISTANT PHYSICIAN, JORDANBURN NERVE HOSPITAL, 
EDINBURGH 


. AN attempt has been made in this article to assess the 
etiological factors of spasmodic torticollis. It has 
mever been easy to determine how far such cases are of 
psychogenic origin, or how far they are more closely 
allied to the structural disorders with a lesion in the 
extrapyramidal] system. In many instances the one 
condition dovetails into the other. 

Brissaud (1895) differentiated two ‘main classes, 
mental torticollis and torticollis spasm. The former 
developed from a coérdinated purposive act, the frequent 
repetition of which, in predisposed persons, led to its 
involuntary reproduction. It resulted from weakness 
of the will, often associated with signs of mental 
instability, such as infantilism, impulsiveness, and obses- 
sional neurosis. Torticollis spasm, he thought, was due 
to irritation in the peripheral reflex arc, the spasm being 
uncodrdinated, painful, and sometimes persisting during 


eep. 

Gowers (1888) also differentiated the hysterical from 
the ‘‘true’’ form. He believed that. spasms developing 
under the age of 30, especially in women, were always 
hysterical. He attributed the ‘“‘true’’ form to an 
overaction of the nerve-cells in the lower brain centres. 
Babinski (1900) maintained that most cases of torti- 
collis spasm were due to organic brain lesions. 

Foerster (1928) considered it to be a localised hyper- 
kinetic condition limited to the neck muscles and due to 
an organic lesion in the corpus striatum.. He rejected 
@ purely psychogenic basis on the grounds that, if it 
existed, the stresses and strains of the last war would 
have produced more cases. But he postulated that in 
some cases the corpus. striatum might be congenitally 


weak or diseased, causing a predisposition to torticollis 


which might then be precipitated by emotional stress. 

Wilson (1940) described cases of purely psychogenic 
origin, including an occupational form, similar to writer’s 
cramp ; a torticollis tic in the nature of a mannerism ; 
and a hysterical variety corresponding to the mental 
torticollis of Brissaud. Organic cases might follow either 
local infection, causing irritative lesions in the efferent 
merves, or occasionally encephalitis lethargica. He also 
thought that the constant repetition of a habit might 
produce irritable weakness in cell groups in the brain 
to which spasm might be due. 

Critchley (1938) differentiated 4 types: psychogenic ; 
postencephalitic ; associated with an extrapyramidal 
motility disorder, such as chronic progressive chorea ; 
and a progressive intractable tonic spasm of doubtful 
nature. Patterson and Little (1943) collected 103 cases 
and concluded that the majority were due to a degenera- 
tive, inflammatory, or toxic lesion in the extrapyramidal 
‘or vestibular pathways; 48% showed neurological 
abnormalities, and 5 were definitely post- encephalitic ; 
in only 10 did psychic factors play a TERIAL part in 
etiology. 

PATHOLOGY 

Since the disorder does not shorten life, there are 
few records of autopsies. Alpers and Drayer (1937) 
described a case in which atrophy of the corpus striatum 

was demonstrated. They referred to 5 other autopsies 
showing similar atrophy, one associated with lesions 
of the cerebellum, and one with extensive involvement 
of the right hemisphere. Grinker and Walker (1933) 
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reported a case showing chronic generalised encephalitis 
but without significant focal lesions., Cassirer (1922) 
described degenerative changes in the corpus striatum in 
one case, with slighter changes in the optic thalami and 
cortex, accompanied by cirrhosis of the liver similar 
to that found in Wilson’s disease. In a case studied by 
Foerster (1928) symmetrical lacunar lesions were found 
in the lower levels of the brain ganglia and in the sub- 
stantia innominata of Richert. Russell (1938) described 
spasmodic torticollis, in a monkey, arising from a sym- 
metrical butterfly-shaped area of softening in the sub- 
thalamic region, which histologically appeared to be an 
infarct. 

From this scanty evidence it appears that some cases 
of spasmodic torticollis may be associated with lesions 
in the corpus striatum. 


TREATMENT 


In the treatment of simple hysterical cases psycho- 
therapy has been widely used with fair results, but the 
true torticollis spasm responds little if at all. Clark 
(1912), Yaskin (1935), and Whiles (1940) report hysterical 
cases successfully treated by psychotherapy. Of the 
10 hysterical cases so treated in Patterson’s series, 6 
were improved. 

Mechanical immobilisation by plaster cast or brace 
may produce immediate relief but it is never permanent. 

The importance of infection has been emphasised by 
Reynerson (1932), who reported 82 undifferentiated cases 
from the Mayo Clinic. Foci of infection were treated 
and vaccines administered ; as a result 19% were cured 
and 27% improved. 

Seda ives have little effect. On the assumption that 

some of the cases are postencephalitic, stramonium, 
atropine, hyoscine, and amphetamine are often tried 
with some successes (Myerson 1942). 
-= During the past 20 years surgery has been increasingly 
used for the relief of spasm, and with the modern tech- 
nique devised by Finney (1925) and modified by Dandy 
(1930) and Foerster (1933) the results are encouraging. 
Finney (1925) reports improvement in 28 out of 32 cases ; 
Olivecrona (1938) stated that in a series of 33 patients 
60% were relieved and able to work. Out of 44 cases 
treated surgically in Patterson’s series 15 were much 
improved and 11 slightly improved. 


REVIEW OF CASES 


During the past 10 years, out of 2500 consecutive 
admissions to Jordanburn Hospital for all . forms 
of psychoneurosis there were 21 cases of spasmodic 
torticollis. All were referred because of a supposed 
psychogenic basis, and cases with obvious neurological 
signs were excluded. The main features of the cases 
are summarised in the accompanying table. 

The average age was 33 ; 10 were males and 11 females. 


In 11 the head was turned to the right, in 8 to the left, 


and in 2 to both sides. Pain was severe in 7 but did 
not bear any relationship to the severity or frequency 
of the spasm ; all complained of stiffness and discomfort. 
The spasm was more severe when the patient was nervous 
or excited, and, except in case 21, disappeared during sleep. 

None of the patients had had any serious illness. 
Except in case 20, none had previously suffered from 
tics or habit spasms, and there was no history of similar 


disorders in their families. 


Eleven had records of Beings poor scholars, and of 


‘frequent changes of employment, and were considered 
‘to be below average intelligence ; 


2 tested on the 
Terman-Merrill scale had mental ages of 11 and 12. 

` In 16 there was a shy anxious immature disposition. 
From childhood they had been nervous and timid, often 


-overdependent on their families, unable to mix socially 


or to take responsibilities. They lacked self-con- 
fidence and initiative. This corresponds to the state of 


‘infantilism which Brissaud associated with mental torti- 


collis. In 3 of this group the immature personality was 
associated with an anxiety neurosis ; 2 others, besides 
their immaturity, showed hysterical personality traits, 
belle indifférence, self-indulgence, and a tendency to 
ignore or forget adverse criticism. Of the remaining 5 


cases in this series, one was a psychopathic personality 


with a history of juvenile stealing, alcoholism, and 
gambling, and 4 were well-adjusted. 
Details of the onset of the first spasm were carefully 
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SUMMARY OF THE MAIN FEATURES OF 2] CASES OF SPASMODIC TORTICOLLIS 


School | 


jandware| Spasm | ain | size | Presiptating | personatty | pomares |porno] inal 
1| F |20 s; Bad | Slight | Slight | R Fear of work Immature, shy No ohange) .. 
2 | M |33 m| Good | Severe 3 R Army training Overconscientious Much imp.|Much imp. 
3| F118 8 Bad | Slight 5 L Work Immature, spoilt l ae a ieee 
4|F 1268 5 a | AN L Slight trauma Immature, anxious Recovered/ Recovered 
5| F |23 s|Average |Moderate! _,, R | Worry at work Immature, lazy Hysterical aa ae 
6|F l45m/ » Severe | Severe | R Marriage Inadequate, spoilt | ` PI Sl. imp. | SL imp. 
7|™M 144 s| Bad [Moderate! Slight | LO Overwork Immature, lazy - ‘Hysterical a Y 
8 | F |30 s|Average n P R Worry at work i Immatare, timid, N . Recovered Recovered 
9|M {30 m 9 in L | Bereavement Andoni pimnid, im- | Anxiety neurosis Ms j 
10 | F |40 8 35 59 = L 7 Immature, anxious, Much imp. Much imp. 
dependent i 
11 | F |56 m; Bad és Severe R Trauma, overwork Inadequate, sensitive Sl. imp. | Worse 
12 | M |34 m | Average re b Both Bereavement Inadequate, anxious No change as 
13 | M |38 s B 5 Slight R Engagement Immature, anxious | Anxiety neurosis |Muchimp.|Much imp. 
"14 | M | 29 s | Bad | Severe | Severe | R Narrow escape j l No change'No change 
: = from accident ; . 
15 | M |22 s| Average (Moderate! Slight L iness in family as Anxiety neurosis | Recovered Recovered 
16 | M |56 s! ,, Severe | Severe R Exposure to cold Well-adjusted Osteo-arthritis |Much imp. Much imp. 
17| M |34 s|. Baa » | Slight | R Army training Inadequate Tuberculous spine|No change|No change 
18 | M |29 m| » | Slight j L : None Psychopathic delin- Sl. imp. | Worse- 
S linquent 
19| F |28 m | Average Severe | Severe | R- A ‘Well-adjusted Agarolosicat signs}; ,, . Sl. imp. 
f ! i ; 
20| F |18 s| Bad | Slight | Slight | L 2 - Nervous, timid, | Previous chorea| „ 2 
sensitive 7 i? | 
21 F |48 m » Severe | Severe | Both Menopause | Well-adjusted © | ee i 
f I 


SL. imp. = Slightly tmproved. 


elicited. In most cases it was gradual and attributed 
by the patients to cold, trauma, overwork, &c. In 5 
the spasm could be traced to a voluntary purposive act 
which in certain emotional settings became invołuntarily 
repeated. A telephonist had during the course of her 
work to turn her head to the side. During a period of 
overwork and anxiety this movement was repeated 
involuntarily, producing a moderate degree of 
spasmodic torticollis. f ; 

Two men developed the disorder during army training 
which involved turning the head sharply to the side. 
Case 16, following exposure to cold and draughts in a 
building damaged by bombs, developed a severe osteo- 
arthritis of the spine. To minimise the pain he held 
his head stiffly. Gradually a severe involuntary retro- 
collic spasm developed, with clonic spasms jerking the 
head to the right. Both this man and case 17, who had 
a tuberculous spine, illustrate the way in which torti- 
collis may be associated with local infection or injury. 

In 2 patients the disorder started suddenly and drama- 
tically. .Case 15 woke to hear his mother telling him 
that his sister’s finger had been amputated. He was 
startled and felt his head jerk. This jerk persisted and 
developed into typical spasmodic torticollis. Case 14, 
hearing a shout from his companions, looked up, turning 
his head sideways, and saw a load about to fall on him. 
He was able to jump clear but could not forget that 
terrifying moment. An intractable and increasingly 
severe spasmodic torticollis developed, as a,result of 
which he was never able to work again. 


ILLUSTRATIVE CASE-RECORDS 

Case 2.—Male, 33, married, insurance agent. Self- 
conscious and shy but conscientious and ambitious. He 
had held a responsible post for 12 years. When conscripted 
he settled down fairly well to army life and performed clerical 
duties for 3 years. When his unit went abroad he was trans- 
ferred to another, but felt that he could not face starting 
over again. During infantry training, which involved 


Sl. imp. 


forcible movements of the head and which he particularly 
disliked, spasm started suddenly in the left sternomastoid 
and gradually spread to other neck muscles. After 3 months 
in hospital he was discharged from the army. He was unable 
to work, and his previous employers threatened to discharge 
him if he was not better in a month. 

When he reported at Jordanburn Hospital in August, 1944, . 
he was anxious and depressed. There was severe tonic spasm 
of the neck muscles, pulling the head to the right, and clonic 
spasm whenever he tried to move the head. Curiously enough 
the head could be moved passively in all directions; and, 
if it was supported with a finger, the spasm disappeared. 
After 6 weeks’ treatment with psychotherapy and suggestion 
under light ‘Sodium Amytal ’ narcosis the spasm had almost 
disappeared, and he was able to return to work. 


There seems little doubt that the sudden onset of 
torticollis at a time of stress was a ‘hysterical reaction. 
The patient was “ turning away ” from his difficulties. 


. The torticollis achieved its object, and he was discharged 


from the army, but instead of disappearing the spasm 
persisted as a tiresome habit. It here appears to be an | 
involuntary repetition of a routine purposive act per-: 
formed during physica] training. The way in which 
relaxation of the spasm could be produced by supporting 
the head with the finger is an illustration of the geste 
antagonistique. The older neurologists often observed 
this phenomenon and thought it indicated a hysterical 
origin. Patterson, Wilson, and others. believe that the 
gesture may produce afferent proprioceptive impulses 
which influence the torticollis through a definite neuro- 
physiological mechanism. ; 


Case 6.—Female, 45, married, no children. A delicate 
spoilt anxious woman, shy, self-centred, and overdependent 
on her family. She had ‘‘ enjoyed ” ill health all her life and 
had been unable to work. for longer than 18 months. At 
the age of 35 her right leg became weak and for 6 months she 
could not walk. This was diagnosed as hysterical, and she 
recovered gradually. At the age of 42 she married a widower 


558 THE LANCET] 

20 years older than herself, largely because she wanted 
security and a home. She found the responsibilities of 
married life greater than she expected. Great difficulty was 
experienced in their sexual relationship; she was afraid of 
pregnancy and found coitus painful and distasteful. She 
decided that her marriage had been a mistake. Within a few 
days she noticed weakness in her neck, so that the head fell 
to the right. Severe tonic spasm gradually developed, so 
that her right ear touched ‘her shoulder. Attempts to 
straighten the head resulted in painful clonic spasms. 
_ She was treated at 3 different hospitals with electricity, 
massage, rest, immobilisation, and manipulation with no 
avail. When admitted to Jordanburn Hospital in July, 
1942, she had been in bed for 8 months. Psychotherapy was 
supplemented with a course of electric convulsion therapy. 
Her physical condition and mental] attitude improved greatly ; 
she returned home and undertook all household duties. The 
tonic spasm, however, persisted, and was still present when 
she was seen 2 years later. 


This case illustrates the hysterical reaction to diffi- 
culties. The patient became ill, avoided her responsi- 
bilities, and so escaped her marital obligations. 


Case 9.—Male, 30, married, leather sorter. A shy timid 
anxious personality lacking in drive and ambition. After 
leaving school he was apprenticed to a leather sorter and 
remained in the work, in which he was not interested and had 
no chance of promotion...He was overdependent on his 
family and made few friends outside. He married a friend 
of his sister after she had been coming to the house for 5 
years. After the sudden death of his sister he became anxious 
-and shaky and began to notice twitching of the neck. He had 
fainting attacks, pains in the chest and side, headaches, 
numbness of the fingers, and breathlessness. Spasm of the 
right sternomastoid became more severe and spread to other 
neck muscles, jerking the head to the left. The symptoms 
were aggravated when his father died a few months later. 
He responded wel] to suggestion and reassurance under light 
hypnosis and was discharged recovered after 6 weeks. He 
subsequently joined the army, graded B owing to varicose 
veins, and, apart from occasional twitching in the neck when 
excited, remained free from symptoms. | 


This man illustrates the anxious inadequate per- 
sonality common to many of the patients. He reacted 
to emotional stress with physical symptoms, of which 
torticollis was only one. 


METHOD OF PSYCHOTHERAPY 

Psychotherapy was used in all cases in an attempt 
to correct the faulty emotional reactions and attitudes 
of the patient—i.e., his neurosis—and in so doing to 
alleviate or banish the torticollis. The emotional and 
environmental influences which had moulded their 
previous personalities were ascertained as far as possible. 
A detailed analysis was made of the setting in which the 
torticollis first developed. The patient’s dominant 
drives and interests and emotional reactions and atti- 
tudes at that time were investigated. In intelligent 
and codperative patients good results were achieved by 
giving them insight or an explanation of the way in which 
‘the torticollis had arisen. "Where the patients were of 
poor intelligence recourse had to be made to suggestion, 
which also plays a part in insight or-explanation. The 
influence of suggestion was much enhanced by inducing 
a mild hypnotic or narcohypnotic state. 


| RESULTS 

Five patients were completely free from spasm when 
discharged, and although they all had slight recurrences 
when nervous or excited these did not persist. In all 
these the disorder was considered to be of psychogenfc 
origin. Five others were much improved and able to 
return to work. Seven were slightly improved, and 
although the torticollis was still troublesome they were 
able to return to their usual occupation. In 4 there 
was no change. l 

Many of these patients were of poor intelligence and 
had difficulty in following psychiatric explanation. Two 
left without completing treatment. Two hysterical 
patients were uncooperative ; they found the symptom 
useful and did not really want to be cured. 
©- Seventeen were followed up; 4 could not be traced. 
In 13 the improvement was maintained and often con- 
tinued after the completion of treatment. Two, who 
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had benefited slightly in hospital, gradually deteriorated, 
and four years later their condition was worse than when 
admitted. 

DISCUSSION 

Most writers differentiate functional from organic 
torticollis, but the exact criteria have never been defined. 
Where the personality is immature and neurotic, hysteria 
is usually diagnosed. Yet, if an immature personality 
were of such etiological significance, we should expect 
spasmodic torticollis to be much commoner than it is. 
There must therefore be additional causal factors. More- 
over, it is not impossible for a neurotic personality to 
have organic cerebral lesions. Indeed, neurotic traits 
are often aggravated by, and in some cases may arise 
from, such lesions—e.g., encephalitis lethargica. 

Of these 21 patients, 16 were inadequate neurotic 
personalities ; but, although it may be probable, we 
are not justified in regarding the torticollis as psycho- 
genic on this evidence alone. Ina few it appeared to be 
a true conversion hysteria, in others part of an anxiety 
state often associated with tremor in other parts of the 
body. It is interesting to speculate about why this 
rare symptom should arise and what additional causal 
factors were present. MJBrissaud’s theory, that a 
coérdinated purposive act may in certain emotional 
settings become involuntarily repeated, certainly offers 
an explanation in some of the cases I have mentioned. 
In them torticollis appeared to originate from movements 
made during work or physical training. A second way 
in which the spasm originated was after an emotional 
shock causing the head to be jerked suddenly sideways. 
Thirdly, loca] disease or injury may possibly cause a 
focus of diminished resistance, irritation, or local spasm, 
which, in its turn, may provide a starting-point for the 
disorder. Wilson considered the last to be the commonest 
cause. 

Three patients in this series had no neurotic traits and 
were well-adjusted personalities. One had neurological 
signs consistent with an extrapyramidal lesion, one had 
osteo-arthritis of the spine, and the third, apart from 
poor intelligence, had ‘no signs or symptoms that could 
suggest a basis for the disorder. It is possible that these 
were all organic cases having some toxic or degenerative 
changes in the extrapyramidal system, but without 
post-mortem evidence such a diagnosis must be tentative. 
If spasmodic torticollis is one of the results of such a 
lesion, it is difficult to explain why it should be so rare. 

Foerster considered that in some people the corpus 
striatum might be congenitally weak or. diseased in such 
a way that they would be predisposed to torticollis. 
In such persons the disorder might be precipitated by 
emotional stress in the psychogenic group or by a chronic 
degenerative process in the organic cases. This is a 
most attractive hypothesis, which helps to explain the 
cause of the disorder, but there is as yet no pathological 
evidence to support it. 

As regards the treatment of spasmodic torticollis, 
there are some who consider that, since psychotherapy 
requires so much time and patience and since a cure 
cannot be guaranteed, surgery should replace it. In 
this series, although only 5 were cured, 10 were much 
improved. This compares not unfavourably with 
surgical results. Whereas surgical treatment merely 
relieves the symptom, psychotherapy attempts also to 
cure or modify the underlying neurosis. It is therefore 
of great value to the patient, particularly where the 
personality is of the anxious, immature type, when a 
fuller understanding of his difficulties will help the 
patient to adapt himself to his environment. Even 


where the spasm was only slightly improved, the patients’ 


attitude towards their illness and their surroundings 
was $0 much better that most of them were able to 
return to their usual occupations. In this respect even 
the cases in which an organic lesion was suspected showed 
some improvement. It may be concluded therefore 
that psychotherapy is of undoubted value to the patient 
in this condition and unless signs of gross organic disease 
are present should always be tried. i 


: SUMMARY 
The literature is briefly reviewed on the etiology, 
classification, pathology, and treatment of spasmodic 
torticollis. eae 
A survey is given of 21 cases treated at Jordanburn 


THE LANCET] 


| After-treatment and Progress.—Glucose saline was given 
intravenously for 3 days and continuous gastric suction 
maintained for the same period. On the 4th day the drainage 
tube was removed, and an enema and aperient were given 
with good results. A fluid diet was given as soon as the gastric 
suction was discontinued, and a light diet was ordered on the 
6th day. The patient made an uneventful recovery and was 
- evacuated to a base hospital on the 10th day. 


DISCUSSION 


The mechanism of the rupture and the absence of any 
generalised abdominal signs and symptoms for over 16 
hours are interesting. The rupture was probably the 
result of sudden distension of the second part of 
the duodenum with gas. The blow from the gun on the 
left upper quadrant of the abdomen forced the gaseous 
contents of a dilated stomach through the pyloric 
sphincter into the duodenum. The second part of the 
duodenum, being firmly fixed and partly occluded by 
the two curves between its second and third parts and 
the duodenojejuna] flexure, perforated when the pressure 
within its lumen exceeded the elasticity of its walls. 

The absence of any definite signs and symptoms for 
over 16 hours was probably due to the fact that the peri- 
toneal layer did not rupture at the same time as the 
duodenum. The peritoneal coat was first stripped by 
the gaseous escape into the retroperitoneal region, but 
with continuous leakage from the perforation the tension 
on the peritoneum gradually increased. This increase 
-~ in tension, combined with the digestive action of the 
enzymes, led to perforation of the peritoneum and 
resultant leakage into the peritoneal cavity, giving rise to 


definite signs and symptoms of intraperitoneal irritation. 


I am indebted to Brigadier A. E. Porritt, consultant 
surgeon 21 Army Group, for permission to publish this article. 


Medical Societies 


ROYAL SOCIETY OF MEDICINE 


AT a meeting of the section of medicine on Oct. 23, 
Dr. T. 1zop BENNETT gave a presidential address on 


Hypertension 


In this country, he said, there are 100,000 deaths yearly 
ftom hypertension. He believes, however, that we are 
on the eve of discoveries which will give us control of 
the condition. Control of a disease is usually achieved 
in three stages: in the first, the condition is defined ; 
during the second stage, which may last many years, 
clinical and laboratory data accumulate ; in the third 
stage we achieve the explanation. The three stages 
answer in turn the questions: ‘‘ What? How? 
Why ?”’ He reviewed the first two stages in the study 
‘ of hypertension, mentioning the contributions made by 
Bright, Gull, Mahomed, and Clifford Allbutt. It is not 
so long ago, he said, that we became aware of malignant 
hypertension, or realised that hypertensive heart-failure 
is as common as heart-failure from valvular disease. 
Nephritis, endocrine disturbances (notably Cushing’s 
syndrome), tumours of the suprarenal, and eclampsia are 
the important diseases linked with hypertension. 

He recalled the work of Goldblatt in the United States, 
who showed, in animals, that if the renal arteries are 
partially occluded, hypertension develops, and is some- 
times permanent even after the arteries have been 
released. Byrom and Clifford Wilson in this country, in 
a series of experiments perhaps even more brilliant than 
Goldblatt’s, showed that if the artery of one kidney of 
the rat is partially occluded by clamps, not only does 
hypertension develop, but the opposite kidney soon 
begins to show the changes associated with malignant 
hypertension. If the occluded kidney is then removed 
the opposite kidney sometimes recovers completely. 
This work has led surgeons, without, he felt, much logical 
justification, to seek for unilateral renal lesions, and to 
remove one kidney. Occasionally this has proved highly 
successful, but the cases, he said, must be excessively 
rare: he quoted a remark made by Dickson Wright in 
1943 that the surgical treatment of hypertension should 
not be written up but written down. — | 

Meanwhile the chemists have extracted from the 
kidney a substance, now generally called renin, which will 
raise the blood-pressure on injection, and have recovered 


the same substance from the plasma in cases of hyper- 


N 
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‘revision, which Dr. Lockett adopted. 
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tension. Renin produces antibodies, and lately some 


relief of hypertension has been claimed from the use of 


these. Goldblatt and his colleagues believe that the 
effects of hypertension are produced by chemical agents 
made by the affected kidneys. 

Speaking of treatment with potassium thiocyanate, 
Dr. Bennett said that it has been stated that there is a 
normal level of cyanide in the blood of healthy persons, 
but in patients with hypertension the amount is dimin- 
ished ; the use of thiocyanate may thus be replacement 
therapy. It sometimes gives brilliant results in early 
cases, and in America relief in half the cases is claimed. 
He did not agree that the proportion is so high, having 
been impressed with the uncertainty of the results. 
The drug is dangerous in that it can produce toxic 
symptoms, including acute goitre, but with careful chemi- 
cal control it can be used safely. It is likely, however, 
to be soon displaced by more logical and effective 
methods of treatment. y 


EXPERIMENTAL OBSERVATIONS 


Major CLIFFORD WILSON reviewed some of his work ~- 
with Byrom, and showed slides demonstrating the method 
of clamping the renal artery in the rat. The blood- 
pressure is measured by means of a plethysmograph 
fitted over the rat’s tail, with a sphygmomanometer cuff 
proximal to it. Circulation in the caudal artery is 
occluded, and the pressure in the cuff is then allowed 
to fall until increase in tail volume is recorded 
by the plethysmograph. When renal ischeemia’ is 
produced in animals, the ischemic kidney shows no. 
structural damage. Unilateral renal ischzeemia produces | 
persistent hypertension, and an increasing load on the 
kidney increases the hypertension. Acute vascular and 
parenchymatous changes appear in the opposite kidney, 
resembling the changes of malignant hypertension in 
man. He showed sections, from several rats, of the 
clamped kidney, and of the opposite kidney in which 
characteristic lesions had developed. The clamped 
kidneys had a normal microscopic picture. The opposite 
kidneys showed gross interstitial nephritis ; arteritis in 
which the disorganised vessel wall was loaded with 
fibrin, red cells, and leucocytes ; glomerular necrosis, 
with the tuft adherent to the capsule and a necrotic 
afferent arteriole ; hemorrhagic infarction of the glomeru- 
lus, and its complete destruction ; or a more chronic type 
of change with disorganisation of the tuft, adhesions to - 
the capsule, and heightening of the epithelium. All these 
changes may be found at different stages of malignant 
hypertension in man. He also showed photographs of 
vascular lesions in the mesentery, arising as part of the 
panarteritis of hypertension. These gross lesions clear 
up after removal of the clamped -kidney. The arteries 
of the clamped kidney are normal, but those of the oppo- 
site kidney become much thickened. These experiments 
indicate, he said, that hypertension produces lesions 
formerly thought to be inflammatory ; that malignant 
hypertension is a definite entity which begins without 
renal damage and goes on to renal destruction and 
uremia; that Bright’s disease may lead to a vicious 
circle, with an increasing tempo which causes the patient 
at last to go rapidly downhill. | 

Modern studies have clarified the relation of kidney 
disease to hypertension in other disorders: in fact ‘‘chronic 


interstitial nephritis’? now appears as a late stage of 


hypertensive destruction. Hypertension due to a uni- 
lateral lesion in man is very rare. It is important to 
recognise and operate on such cases, but surgery should 
only be attempted when pyelography shows no excretion 
from one kidney and normal excretion from the other, 
with normal renal tests, especially when there is a rising 
blood-pressure with retinal changes. Essential hyper- 
tension is primarily a non-renal condition. a 


PRESSOR AND DEPRESSOR EXTRACTS 


Dr. MARY LOcKETT said that it is now agreed that the . 
rise in blood-pressure associated with renal ischemia 
is due to a chemical pressor agent formed in the ischzemic 
kidney. The purification of renin, and studies of the way 
it acts, have been carried out by two groups of workers 
one in North and the other in South America. They used 
different terminology, now standardised in Goldblatt’s 
It was early 
shown that a second component was essential for the 
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pressor action of renin ; this is a blood globulin, hyper- 
tensinogen, on which renin acts enzymically to produce 
the pressor compound hypertensin. Renin acts as an 
antigen, but the development of precipitins does not alter 
its physiological action. Renin is stored, or formed, in 
the proximal convoluted tubules of the kidneys. Hyper- 
tensinogen is formed in the liver, and is destroyed by 
an enzyme, hypertensinase, obtained from the red 
cells. ` Hypertensin, formed by the action of renin on 
hypertensinogen, has been isolated from the venous 
blood of ischæmic kidneys, but these kidneys excrete 
renin, not hypertensin. 

Injected into 6 normal people hypertensin caused a 
decrease in heart output. On intravenous injection 
renin produces a slow rise of blood-pressure, maintained 
as a plateau for some time and followed by a slow fall. 
Repeated injections produce progressively less response, 
which led Page to the theory of a renin inhibitor ; and he 
obtained depressor extracts from kidney and muscle 
which are claimed to lower the blood-pressure of animals 
only in the presence of renal hypertension. Several 
pressor bases have been found in the urine, but whether 
these are related to essential hypertension is not yet 
known. ' 

DISCUSSION 
Dr. H. WARREN CROWE mentioned the treatment of 
hypertension with dilute hydrochloric acid, min. 10 in 
chloroform-water, four times daily between meals. He 
finds that many cases improve on this treatment, but 
suggests that it should be given up if there is no fall in the 
blood-pressure after three weeks. 

Dr. W. M. ROGERS said that treatment with thiouracil 
produced a feeling of wellbeing in hypertensive patients. 

Discussing treatment with potassium thiocyanate Dr. 
P. E. THompson HANCOCK said that the aim should be 
to maintain the blood concentration at 10 mg. per 
100 c.cm. In order to do this it may be necessary to give 
some patients 0-2 grammes every third day, and others 
0:2 g. daily. 

Dr. R. S. BRUCE PEARSON recalled the great spontane- 
ous variations in blood-pressure seen in hypertensive 
patients. Some of these benefit from dilator drugs and 
others from sodium phenobarbitone, or removal of a 
source of anxiety. 

Sir HENRY Tipy spoke of the way organs nurse an 
injury for long periods, citing cases of cirrhosis of the liver 
in people who have had jaundice years before. The 
same might be true of the kidney, he said, and in uni- 
lateral cases where one kidney is removed the end may 
not yet be known : the operation may have lengthened 
life but may not have achieved a cure. 


Reviews of Books 


Vascular Sclerosis 

E. MoscmcowrTz, MD, assistant clinical professor of 

medicine, College of Physicians and Surgeons, Columbia 

University, New York. (Oxford University Press. 

Pp. 178. 20s.) 

IN this short monograph arteriosclerosis is defined as a 

‘ progressive and irreversible affection of the arteries in 
which hyperplasia of one or more of the structural ele- 
ments is a primary reaction, with deposition of lipoids, 
collagenous tissue, and hyaline and calcium as a second- 
ary reaction.” The process is entirely due, in the view 
of the author, to the strain of intravascular pressure which 
exists even when the arterial pressure is normal, and is 
therefore continuous from birth, but is accentuated in 
hypertension. The influence of other factors in the 
development of arteriosclerosis is insufficiently con- 
sidered ; ‘for example in pulmonary artery sclerosis 
associated with mitral stenosis there are possibilities 
other than the increased pressure in the vessels. In the 
section on sclerosis in capillaries it is stated that the 
pressure in them cannot rise ; yet later it is implied that 
the structura] changes in these, too, are to be attributed 
to hypertension. In so far as arteriosclerosis does, 
in fact, depend on hypertension, the raised pressure 
deserves study and treatment. Nephrectomy for chronic 
unilateral renal disease has given promising results in a 
few cases of hypertension, but this method of treatment 
is not mentioned, though some attention is paid to opera- 
tions on the sympathetic nervous system. 


Pathology of Labour, the Puerperium, and the Newborn 


CHARLES O. McCorMIcK, MD, Facs, clinical professor of 
obstetrics, Indiana University. (Kimpton. Pp. 399. 
37s. 6d.) 


THIS might be called a ‘‘ cram ” book. The text is cut 
up into many short paragraphs, often subdivided into 
single lines, many of which are numbered. This makes 
it tiresome to read, but it is full of practical information, 
especially about treatment, and thoroughly up to date. 
Dr. McCormick has a wide clinical experience and sets 
out his knowledge clearly ; the busy doctor can find what 
he wants quickly, without having to wade through 
padding. Important references are included in the text, 
and there are many original and effective illustrations. 
The author justly claims to have given extra considera- 
tion to pelvimetry, breech extraction, placenta previa, 
postpartum hemorrhage, the use of forceps, version and 
cesarean section, puerperal infection, breast pathology, 
and asphyxia neonatorum. The book will play its part 
in making childbirth safer for both mother and child. 


Analysis and Interpretation of Symptoms 


Editor : CYRIL M. MacBryDs, MD, assistant professor of 
clinical medicine, Washington University. (Lippincott. 
Pp. 302. 265s.) 


THE intention of this book is excellent—to provide the 
reader with a reasoned explanation of some of .the 
commoner symptoms encountered in the practice of 
medicine, first of all explaining the mechanisms by which 
they are produced and then dealing with the main 
clinical aspects. The choice of subjects, however, is open 
to criticism; those dealt with include nervousness 
and fatigue, fever, headache, thoracic pain, cough and 
heemoptysis, abdominal pain, hematemesis and melena, 
jaundice, joint pain, and obesity. Some of these might 
have retired in favour of such difficult symptoms as 
vertigo, dyspnoea, cyanosis, and dysphagia. Several 
contributors have allowed their sections to degenerate 
into a mere catalogue of the various conditions in which 
the symptom may appear ; but the chapter on headache 
is a model of how the subject should be treated. A more 
comprehensive set of symptoms, reviewed more com- 
pactly and sold at half the price of this volume, would 
better serve the purposes of the medical student and his 
teachers. 


Public Medical Care 


Principles and Problems. FRANZ GOLDMANN, MD. (Oxford 
University Press. Pp. 226. 18s. 6d.) 


UNTIL recent times the interest of the State in the 
medical care of its citizens, Dr. Goldmann notes, was 
‘‘motivated by fear, the need of self-preservation, and 
the desire to be sparing with expenditures for the main- 
tenance of paupers.” Today the State accepts that 
‘* medical care in its widest sense for every individual is 
an essential condition of maximum efficiency and happi- 
ness in a civilised community.” The history of the 
change in metaphysical conception from the old attitude 
to ‘‘ all medicine for all in accordance with their need and 
not with their means,” the way it has come about, the 
methods used, or which might be used, to give expression 
to the modern ideal is the purpose of the book. Dr. 
Goldmann does not write as an advocate of any system, 
but presents the pros and cons of all methods of express- 
ing the modern ¢onception. His illustrations are mainly 
from the United States, but what he says can be univer- 
sally applied ; for widely as various countries differ in 
detail in the history of the movement and the means 
taken to meet it, in principles all are alike. The great 
merit of his book is its fairness ; nobody—whether he 
favours an international service with medical and all 
ancillary professionals full-time salaried servants, or a | 
State-helped continuation of private practice—will find 
any offence in it, and many will find it helps them to form 
a judgment. Possibly Dr. Goldmann does not give enough 
weight to the influence which the voluntary hospital 
system, as the only public medical function which arose 
independently of poor law, has had on the development 
of British medical care. In the United States there is no 
voluntary institution which carries its tradition back to 
medieval times. In view of our expectation of a Nationa] 
Health Service, this book is timely. 
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Food 


It is our mastery of the statistics of food production 
and consumption that enables us at last to plan in 
Quebec for a world that shall be freed from want ; 
and it is this same mastery that enables us to foretell 
impending world famine. There have been impending 
famines before ; but none that could be assessed with 
this degree of accuracy. Let us cast up the balance- 
sheet, so far as we have the facts. 

Such a balance-sheet is expressed in rice and bread- 
grains or in their equivalents ; for we are considering 
starvation rather than malnutrition. It is on rice 
and bread-grains that mankind primarily depends, 
for unhappily we can rely little on other crops: 


supplies of vegetable oil, for example, are expected — 


to reach not more than two-thirds of the pre-war 
production, and the supply of whale oil will be not 
far above a quarter of its normal level. When we 
consider rice, we are dealing, it must be remembered, 
with the basic food of a third to a half of the human 
race. China is estimated to be about 2,000,000 tons 
short in her supplies of rice and other grains; and 
already scarcity is reported from her urban areas. 
The deficiency of rice in India is reckoned by American 
observers to be of the same order ; and if bad weather 
prevails .it may be even greater. The acreage under 
rice in the Philippines is reported as only 60% of 
its pre-war figure ; and shipments will be needed in 
Ceylon: But whence is the surplus to be shipped ? 
In the decade before the war both China and India 
were accustomed to make good a deficiency by imports 
of rice from Burma and Indo-China, which might 
amount to some 4,000,000 tons; Siam, too, could 
contribute an export surplus of at least half this 
quantity. But there seems little prospect that 
Burma can reach her pre-war production levels ; 
and while Siam has apparently a small surplus to 
offer, much of it will be drained off into the deficit 
areas of the Malay peninsula. Surveying the 
upheavals of Indo-China we can scarcely hope that 
she will afford much relief to her neighbours. Again, 
in Japan the position appears to be deteriorating. 
Formerly she lived imperially on her colonies and her 


fishing fleet ; from the former she drew at least 15% ‘ 


of her food-supplies, and from the latter 15% or 
more of her total protein. The diet of many of her 
city-dwellers is probably now about as low as that of 
any community on earth. The rice crop has been 
poor, and the urban ration, consisting mainly of rice, 
supplies little more than 1000 calories a day. One 
may assume that the condition of many of the Java- 
nese will be found to be almost as bad. Java was 
raised to a precarious level of self-sufficiency only a 
year or two before the war ; and it is likely enough 
that the years of occupation and the prevailing unrest 
will reduce her to a state of serious deficiency. 

One pauses on the Asiatic scene in submission to 
what may be called the new pananthropic view of 
human needs. Yet Europe is closer to us, predomin- 


antly bread-consuming and less acclimatised to 
famine. Possibly the word “ closer ”’ is insufficient ; 
for it is apparent that to the American mind our ` 
country has become merely the heaviest importing 
area of a hungry Europe. We should do well to 
remind ourselves that, but for supplies from overseas, 
our calorie intake would fall to the 2000 standard 
which is all that France can at present assure her 
population from her own soil. The minimum Con- 
tinental needs of bread-grain are estimated by the 
official American reports as not far short of 
12,000,000 tons ; and since the supplies of other food- 
stuffs are likely to be low, the demand may be even 
higher before we reach the harvest of 1946. Our own 
requirements from overseas must lie in the region 
of a further 3,000,000-4,000,000 tons. Were the 
normally surplus areas of the European zone able to 
contribute their quota of grain, the strain might not 
have been so severe. But the passage of war has 
reduced such surplus areas to a state of helpless | 
deficiency. The North African territories of France 


_ have ordinarily shipped more than 750,000 tons of 


grain over the Mediterranean ; but this year a long 
drought following on the disturbance of war has 
thrown them on the world market for 2,000,000 tons 
at least. The Danubian countries, normally exporters 
to Western Europe of some 3,000,000 tons of grain, 
are now deficient to an extent reckoned at 750,000 
tons. Some support is given to this estimate by the 
recently recorded loan to Rumania by the Soviet 
authorities of near on 300,000 tons of wheat and 
maize. In the whole European panorama, with all 
the shifting tides of its great Volkswanderung, so well 
described by the FOREIGN SECRETARY last week, only 
Denmark, Sweden, and perhaps Czechoslovakia seem 
to rise above the sea of misery and partial starvation. 
The rest of us depend, in greater measure or in less, 


upon the world’s granaries. 


The estimate of the exportable surplus of wheat 
from the producing regions of the west and south 
gives us a figure of between 20,000,000 and 25,000,000 
tons, some three-quarters which will be derived from 
North America. On these 20,000,000 tons of wheat 
hangs the world’s destiny in the coming year. ` There 
are few available supplies of feeding stuff that could 
be diverted into human consumption ; and even such 
wheat as we have at our disposal will have to be 
preserved rigorously from the stock-raisers of America. 
When the needs of Europe and Africa have been-met 
on a minimum scale, there may be comparatively 
little to spare for the inexhaustible demands of Asia. 
Clearly it is for each country to set its own house in 
order and ensure within its frontiers both economy 
of supplies and just distribution. 

What can we ourselves offer? Little enough, it 
would seem, when our own level of deficiency is 
measured. Unfortunately the wisdom of our agri- 
cultural policy of the past year is open to question, in 
the light of events. In terms of calories, which are 
still the most important consideration, our farm.out- 
put of crops is 10% less in 1945-6 than it was a year 
ago ; and though the production of livestock has been 
raised, the total fall in home production must be of 
the order of 5-8%. To that extent therefore we 
depend more on imports. Desirable as the recent 
trend of policy would be in a world where we could 
get plenty of wheat from abroad, it seems to need 
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revision in the light of present circumstances ; and 
at the same time farmers should be given a definite 
statement of the farming policy we are intending to 
pursue in future. Further thought must be given, 
again, to the problem of flour extraction raised once 
more in the Lords’ debate reported on another page. 
A return to the 85% extraction, combined perhaps 
with an addition of 5% of oat or barley meal to the 
standard flour, should save us some 300,000 tons of 
imported wheat to throw into the world pool, albeit 
at a considerable loss of feeding-stuffs for stock. 
There is little else we can do at the moment, save look 
to our harvest of potatoes and sugar-beet. Whether 
we should reduce our rations of sugar or fats in favour 
of our Continental neighbours is a question each will 
answer in his own way. Against the immense moral 
gain that might come of such a gesture, and the saving 
of life in Europe, must be weighed the loss of effort 
and efficiency that would result from further depriva- 
tion; and it is natural that the Government, depending 
on public support, should wish to restore the recent 
cuts in rations before it offers more food to former 
enemies or even friends. Yet nothing can do more to 
promote true peace than such an act of self-sacrifice ; 
_ and public opinion is likely to change in its favour if 
widespread famine in Europe becomes a reality. In 
this matter, moreover, the decision may not rest en- 
tirely in our own hands. If the countries that control 
supplies of these foods prefer that they should be sent 
to the Continent, we shall have to accept their ruling. 


Albuminuria in the Young 


Ir is almost seventy years since von LEUBE ! noted 
that 4% of apparently healthy soldiers had albumin 
in their urine, and a multitude of observers have con- 
firmed his findings; yet symptomless albuminuria 
remains a teaser for doctors examining candidates for 
the Forces or life assurance. Intermittent or even 
persistent albuminuria can undoubtedly be consistent 
with good health and normal longevity. On the other 
hand, it is not rare in insurance practice to encounter 
a case where symptomless albuminuria is sooner or 
later proved to have been an indication of grave 
disease. It is probably impossible to separate the 
significant from the insignificant with absolute cer- 
tainty, and this perhaps explains why life assurance 
statistics, such as those analysed by DUBLIN in the 
United States, show that a supposedly benign 
albuminuria carries a less favourable mortality than a 
normal urine. 

That albumin in the urine is compatible with 
physical performance of a high order was illustrated 
by CoLLIER’s ? observation that every member of the 
Oxford boat of 1906 passed large quantities after the 
race. During the 1914-18 war MacLean °? observed 
that 5-8% of 50,000 soldiers in training had albumin 
in their urine, whereas in only 1:1% was there definite 
evidence of renal damage. In another last-war series 
of over 2000 soldiers of medical units living in billets 
McLreop and AMEUILLE‘ reported albuminuria in 
2-9%, casts in 0:86% , and red cells in 0:-66%. Basm- 
FORD’S 5 findings in Post Office workers are as striking 
as any. Thirty male employees, in whom albumin- 
uria had been noted on their joining the Post Office, 


. von Leube, W. Vire ws Archiv, 1878, 72, 1415. 
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were re-examined twice—once after 7-14 years’ 
service and again 17 years later. At the first re-exam- 
ination all were in good health, and albuminuria 
was still present in 6. The 24 men who attended for 
the second re-examination all had satisfactory health 
records and only one still had albuminuria. In a 
group of 1000 boys of 14 years albuminuria was found 
n 5:8%, though there was no evidence of nephritis 
in any, and THEOBALD ® reported albuminuria in 
6-7% of 5000 Post Office girls. LYALL, who found 
albumin on more than one occasion in: the urine of 
110 (0-55%) of 20,000 British recruits in the recent 
war, classified the cases as orthostatic albuminuria 
(28°%), “ albuminuria without nephritis” (20%), 
subacute nephritis (13%), subchronic or chronic 
nephritis (28%), and infections of-the urinary tract 
(11%). His criteria for the orthostatic type were : 


(1) The albuminuria is transient, and the urine passed 
during rest is free from albumin. 


(2) The urinary deposit shows no pus cells, red-blood 
cells, or renal casts. 


(3) The urea concentration of the urine passed within 2 
hours after taking 15 g. of urea reaches over 3% 
and the blood-urea is normal. 


(4) There is no history of illness, particularly a recent 
illness, which might result in nephritis. 


(5) The blood-pressure is normal, and there are no 
clinical evidences of nephritis or anatomical abnor- 
malities of the urinary tract. 


In his second group one or more of these criteria was 
unsatisfied, yet there was no definite evidence of a 
renal lesion. . It is in this group that the prognosis is 
most difficult to assess. In the United States WoL- 
MAN ® has analysed the urinary findings in 22,000. 
inductees, all of whom had previously been passed as 
fit by medical officers at their enrolment. Albumin 
was found in 420 of this selected group at their first 
examination as inductees, but it was remarkable that 
the 27 men who developed acute glomerulonephritis, 
the 7 who developed pyuria, and the 17 in whom major 
disorders of the urinary tract were detected during 
the 1-5 months they were under observation had all 
had normal urine. Eight cases of pre-existent 
nephritis were discovered at the first examination and 
no more were detected later. The examination of a 
random sample of urine, therefore, though it will 
almost always detect the presence of nephritis, will not 
pick out men hable to that disease, as MACLEAN noted 
with trench nephritis in the last war ; and it may well 
miss other chronic urinary disturbances as well as 
intermittent albuminuria. 

What steps then should be taken when albumin is 
discovered in the urine of an apparently healthy 
young man or woman? First, the medical history . 
should be obtained, particularly as regards scarlet 
fever and frequent attacks of tonsillitis. Secondly, a 
thorough physical examination is essential, including 
estimation of the blood-pressure and examination of 
the abdomen to exclude polycystic kidneys, hydrone- 
phrosis, and the like. Thirdly, further specimens of 
urine should be examined, including at least one passed 
in the morning immediately on awakening. The 
urine should be ‘centrifuged and the deposit examined 
microscopically. If albumin is absent in the early 
morning specimen and there are no other adverse 
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findings the condition may be regarded as orthostatic 
and presumed to have no prognostic significance. If 
albumin is constantly present in all specimens— 
particularly if it is in fair or large amount—it must be 
considered significant, and, for example, the person 
should not be passed for life assurance at normal rates 
of premium. Other concurrent unfavourable features, 
such as over-average blood-pressure or abnormal 
findings on microscopical examination, are cumula- 
tive evidence of a lesion in the urinary tract, and 
would call for rejection for life assurance. If red cells 
or pus cells are found it may be wise to carry out 
intravenous pyelography, which may reveal an 
unsuspected hydronephrosis, but cystoscopy or 
retrograde pyelography is rarely justifiable on such 
evidence alone. Renal-function tests are unlikely to 
be helpful in apparently benign albuminuria, and their 
routine employment in every case where albumin is 
found in the urine is a waste of time and money. 


Civilian Blood-transfusion Services 


ALTHOUGH blood storage had been practised 
successfully for several years in the USSR and USA, 
there were only one or embryo blood-banks in England 
in 1939. Observations during the Spanish Civil War 
had made it obvious, however, that a blood-supply 
system would be required in the event of war. On 
Sept. 1, 1939, four civilian blood-supply depots 
began to function in the neighbourhood of London, at 
Sutton, Slough, Luton, and Maidstone, to supply the 
city and the home counties, and at the same time, as 
WuitTsy has described,! the Army Blood Transfusion 
Service set to work at Bristol. The four London 
depots were established and administered by the 
Medical Research Council, and it was rightly felt that, 
besides being something novel in the way of a medical 
supply service, they would provide opportunities for 
extensive research. 

The first nine months of war were quiet as regards 
supply, but active as regards investigation. In 1940, 
after Dunkirk, the Ministry of Health set up process- 
ing stations in all the provincial regions for the supply 
of plasma to civilian hospitals. These provincial 
depots, despite opposition in a few places, quickly 
developed along the lines of the London depots and 
ultimately became not only plasma-processing and 
distributing stations but blood-supply stations and 
later transfusion depots. These distinctions in 
terminology are important ; for a supply depot, by its 
terms of reference, need only supply, whereas a trans- 
fusion depot has a much larger task. More recently 
plasma processing has been centralised in two labora- 
tories in order to obtain a product of a uniformly 
high standard, all the regional depots contributing 
a quota of unfiltered plasma. The London and 
provincial depots ultimately by request came to pro- 
vide an appreciable quota of the blood and plasma 
needed by the Armed Forces, and on their own initia- 
tive became such valuable sources of supply of trans- 
fusion fluids and material to the civilian hospitals that 
they. are now seen to fill a long-felt want. Today, 
though the vast demand made by war casualties has 
ended, there are still enough road and industrial 
accidents to justify, in themselves, the maintenance of 
a blood-supply service. When one further considers 
the number of cases of surgical and obstetric shock, for 
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which there are no published figures, it is still more 
apparent that the need remains. Increasing use is 
made of blood and blood-substitutes in general medi- 
cal and surgical practice ; thus the late E. BIDDLE ? 
recorded that in two years at his hospital the annual 
requirements per occupied bed were roughly 23 pints 
of blood and 2} pints of plasma. This may or may 
not be excessive, but at least it shows the trend of 
events. For one London depot, blood issued to 
civilian hospitals has risen from 9410 bottles for the 
year ended June 30, 1941, to 22,397 for the year 
ended June 30, 1945. The rise was steady, bearing 
little relation to the incidence of casualties from 
enemy action. 

With this growing use of blood and blood-products, 
and its attendant benefits, there are not unnaturally 
added risks. Homologous serum jaundice is one of 
them, and incompatible transfusion is another. But 
such possibilities are best regarded as arguments for an 
increase of the staff and the investigational facilities 
of the service. Throughout the war years, with all 
too few medical and technical workers, the London 
and provincial depots have attacked these problems, 
and in some measure solved them. New knowledge 
of blood-groups has entailed reorganisation of blood- 
depot laboratories to cope not only with the grouping, 
both ABO and Rh, of all the blood they send out, but 
also with the grouping of a large number of recipients 
—notably the women attending antenatal clinics and 
those delivered in obstetric wards. This has meant 
a tremendous addition to the laboratory work ; but 
even so the maternity hospitals are not yet fully 
covered, and the practice should extend to the 
grouping of (and supply of suitable blood to) all 
patients who are to receive repeated transfusions and 
all women of childbearing age who are to receive any 
blood-transfusion. These duties have been taken on 
voluntarily by the blood depots ; and the formation 
by groups of hospitals in the United States of labora- 
tories for accurate blood-grouping shows that similar 
steps are being taken there.* If the work were to be 
done comprehensively it would mean that each trans- 
fusion laboratory would have to deal with tens of 
thousands of specimens annually : moreover, it is not 
work that can be handed over to a routine clinical | 
laboratory ; for the subject of Rh-grouping particularly 
is becoming more complex instead of simpler with 
increasing information. The risk of homologous 
serum jaundice can be avoided only if the transfusion 
service has a sufficient medical staff at the base, and 
if each hospital has a transfusion officer responsible 


for accurate note-taking and recording of transfusions 


and for the follow-up of all transfused cases. Such a 
man, of registrar status, would also ensure that blood 
is not wasted and that transfusions are skilfully 
performed. : 

Thanks to the intensive research at supply and 
processing depots in this country and the USA, much 
progress has been made in improving the life of stored 
blood. Moreover, fractionation of plasma and serum 
has been developed, and products like human albumin, 
fibrin foam and films, thrombin, and globin can now 
be produced economically.4 These by-products of a 
transfusion service will- have an increasing use in 
medicine and surgery and particularly in some of the 
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special branches such as neurosurgery and plastic 
surgery. The case for the retention of services pro- 
ducing safe blood and blood-products on a large scale 
is indeed overwhelming, and everyone welcomed 
the statement of the late MINISTER oF HEALTH in 
the House of Commons on June 14, that when the 
war emergency was over this service would be con- 
tinued. The necessary changes in oreouaren are 
now being considered in detail. 


Annotations 


NOBEL LAUREATES 

THE Nobel prize in medicine has been awarded jointly 
to Sir Alexander Fleming, FRS, professor of bacteriology 
in the University of London at St. Mary’s Hospital, to 
Sir Howard Florey, FRS, professor of pathology in the 
University of Oxford, and to Mr. E. B. Chain, pup, 
lecturer in chemical pathology in the University of 
Oxford, for their work on the discovery of penicillin and 
its healing effects. In making the award the Karolinska 
Institute of Stockholm acclaims Fleming as the discoverer 
of penicillin, and Florey and Chain for exploiting the 
discovery by further experiments. 


FOR RESEARCH ON AGEING 

In 1939 a Club for Research on Ageing was founded 
by a group of medical and scientific workers. Ageing 
is a process to which we are all subject from the cradle 
to the grave, but members of the club are interested 
mainly in the later phases of the process. Activities 
were naturally limited during the war, but are now 
reviving, and branches have been established in Great 
Britain, the United States, France, and the Argentine. 
A branch is now being formed in Sweden and there are 
members in Denmark and Switzerland. The Nuffield 
Foundation has supported clinical research at the LCC 
Tooting Bec Hospital, which reccives elderly psychiatric 
patients ; and in 1944 Lord Nuffield gave £3000 to estab- 
lish an experimental research unit on gerontology. 
This is housed at Oxford University, under the direction 
of Dr. V. Korenchevsky, who is also thé honorary 
secretary of the British branch. 
| Membership is limited by the rules of the club to 80. 
` At present there are some 75 members, the executive 
committee of the British branch including, under the 
chairmanship of Sir Robert Robinson, FRS, Prof. G. R. 
Cameron, Prof. E. C. Dodds, rrs, Lady Robinson, and 
J. Stewart. The American branch has held 
annual] conferences at which research has been planned ; 
a museum of senile tissues has been established, and the 
Elgin Hospital has arranged chnical research on the 
effects of vitamins on the old. A quarterly Journal of 
Gerontology has also been started under the editorship 
of Dr. R. A. Moore, professor of pathology at Washington ; 
the first number will appear at the beginning of 1946. 


PENICILLIN IN AGAR 

Poor yields from surface-cultures of Penicillium 
notatum have led to a modification in the production 
of " penicillin agar’? for local therapy. Roberts and 
Murphy ' originally used agar on which the mould had 
grown, but in their later method 2 they added agar to 
penicillin filtrate ; advantages of the newer method are 
greater concentration of penicillin, greater ease in pre- 
paring a sterile and potent product, better keeping 
qualities, and freedom to adjust the agar concentration 
at will. This “ penicilin agar’? gave encouraging 
results in the treatment of localised infections, and 
O’Hanlon and MacClancy ? reported favourably on its 


1. Roberts, a Murphy, D. Irish J. med. Sci. July 1944, p. 225. 
2; P 


Mory a ’ Murphy, D., Jones, M. J. med. Ass. Eirce, October 
3. 0’ Hanlon, R. H., MacClancy, P. C. D. Ibid, October 1944, p. 43. 
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use in breast abscesses. In Eire, where penicillin 
supplies are limited, this type of application is likely to 
be widely adopted ; it is now made in Dublin ¢ and is 
sold under the name of ‘ Pen-Agar,’ made up with an 
Irish agar and with a penicillin-content of about 50 units 
per gramme. 

In England another type of “ penagar ”* has been 
used in a military hospital since April, 1944; its sponsors 
claim that its higher penicillin-content is well maintained 
at refrigerator temperature and that it is more pleasant 
to use than creams and ointments containing penicillin. 
A recent report from this hospital to the War Office ° 
indicates that the therapeutic value of penagar may be 
influenced by the origin of the agar; Japanese agar was 
preferred to one made from British seaweed. British 
agar differs from Japanese in physical properties such 
as the melting- and setting-points, and in the viscosity 
of the melted gel. For penagar the lower melting-point 
of the British agar was a disadvantage that was overcome 
by using a greater concentration of agar; this in turn 
made a firmer gel that was less easily manipulated for 
therapeutic purposes. It was found that penicillin 
diffused less readily and deteriorated more rapidly in 
British agar than in Japanese. In the search for a slow- 
release vehicle, for which Japanese agar is unsuitable, 
advantage might be taken of the lower setting-point 
and the reduced diffusion of penicillin through British 
agar. A 1% concentration of this agar in water sets at 
about 38° C, and warm, freshly-made penagar could be 
inoculated with a warmed syringe ; in practice such an 
injection should be simpler than the inoculation of 
penicillin in beeswax and peanut-oil. 


ABOLITION OF RICKETS 


In the British Isles the incidence of rickets among 
children below the age of six months is 24%, and among 
those in their first year 4%. Small as this figure is, 
rickets is preventable, so there is no reason why it 
should occur at all. With this as a naxim, the British 
Pediatric Association have surveyed on practical lines 
our present knowledge of rickets; and the Ministry of 
Health and the Department of Health for Scotland have 
issued their report as a memorandum for the use of 
medical officers of health, health visitors, midwives, and 
district nurses. 

After defining rickets as a disorder of calcium and 
phosphorus metabolism due to deficiency of vitamin D, 
the memorandum reviews the diagnostic value of 
symptoms at different ages. Thus at the age of 3-4 
months craniotabes is valuable evidence; at 6-7 months 
the rickety rosary is the predominant sign; while 
enlargement of the wrists and abnormalities of dentition 
only come into the picture later in the first year. Now- 
adays rickets usually heals during the second year of 
life unless the nutritional defect is severe. Bowing of 
the legs, pot-belly due to muscular hypotonia, head- 
sweating, and nervous signs, are present only when the 
disease is severe. The presence of mild rickets can be 
confirmed radiologically by examination of the distal 
ends of the forearm bones. 

The memorandum is usefully dogmatic about pro- 
phylaxis : l 


“To guard against dietary deficiencies, and because 
breast feeding is no certain preventative of rickets, all 
infants, however fed, should receive a supplement of 
vitamin D. When it is realised that any rapidly growing 
infant is, as it were, on the verge of developing rickets, the 
importance of this becomes obvious.” 


The memorandum then suggests that, broadly speaking, 
500-800 international units daily of vitamin D should 


prevent rickets, and reminds readers that cod-liver oil 


4. Irish Chemist and Druggist, January 1945; 
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Hospital, of which 18 were considered to be of psycho- 
genic and 8 of possibly organic origin 

Treatment by psychotherapy led to 5 being cured, 
5 much improved, 7 slightly improved, and 4 unchanged 
on discharge from hospital. 

It is concluded that, except in cases showing gross 

signs of organic disease, psychotherapy is the treatment 
of choice. 

I wish to thank Prof. D. K. Henderson, who suggested this 
problem, for his encouragement and advice, and the members 
of the medical staff, past and present, for the use I have made 
of their case-records. 
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‘ CELLOPHANE ’ DRESSING FOR 
: SECOND-DEGREE BURNS 


H. BLOOM, MRCS 
CAPTAIN RAMO 


THH major advances made during the war in the treat- 
ment of burns have been based on well-defined principles : 


(1) posnaie el infection (or hospital infection, as it is better 
termed) must be avoided. 

(2) The burn area is initially sterile, and infection comes 
later. Hence strict asepsis is essential in dressing burns ; 
gowns and masks are worn, and instruments are sterilised 
by boiling. 

(3) Loss of fluid may require administration of plasma. 


From these principles has emerged the “ leave-it- 
alone ” technique. Men arriving in a state of severe 
shock due to pain, loss of plasma, absorption of toxins, 
several changes of dressings, or long journeys in ambu- 
lances, will always do better in a clean bed under the 
influenceof morphine than when rushed into an operating- 
theatre. In such cases the dressing should be postponed 
till next day, and done under a further dose of morphine. 

Superficial cleaning has of late been recommended, 
and this toilet, however extensive, should be painless. 
Blisters are cut away entirely, until viable adherent skin 
is reached. Coagulated serum is carefully removed. All 
dead and non-adherent skin is peeled off and cut away. 
Epidermis which is apparently little damaged, but which 
peels easily, must be completely removed, because if 
left it may be a nidus of infection. The areas are then 
washed with sterile . saline under the pressure of 'a 
Higginson syringe. The saline will lift up small areas 

ee vitalised skin, 
i be removed. 

A sulphonamide powder may now be applied to the 
burn ; but in dressing cases already treated in this way 
it may be inadvisable to repeat the local application, 
since excessive quantities of the drug may be absorbed 
locally. In my. opinion there is no indication for 
sulphonamides by mouth, because there is no generalised 
sepsis. 
| T do not consider it advisable to apply other prepara- 
tory antiseptics. . Usually the whole area has already 
been covered: with one or more of the antiseptic creams, 
ointments, jellies, or paints. Unbroken blisters are very 
often found to be full of purulent fluid, and a sheet of 
frank pus may cover the denuded areas ‘within 24 hours 
of the injury.. 


CELLOPHANE DRESSING 


The object of this paper is to suggest that, after 


cleaning, the burn should be covered with ‘ Cellophane ’ 


DRESSING FOR SECOND-DEGREE BURNS | 


_ the separated digits. 


previously overlooked, and these 
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instead of the more commonly used tulle-gras. I first 
used cellophane for this purpo se when a prisoner-of-war 
in Italy, where routine ily dressing of extensive 
second-degree burns was killing many of our men. It 
was applied as a protection primarily against Italian 
conceptions of treatment, but the results were so grati- 
fying that I became convinced of its value. I have 
since treated 55 cases in the BLA in this way. 

The cellophane was obtained from a transfusion unit 
and was sterilised in steam under 10 Ib. pressure for 20 
min. Applied to the burn, it forms a semipermeable 
membrane covering—wnot an occlusive dressing. | 

After sulphonamide powder, penicillin powder, ‘ Mar- 
fanil,’ or ‘ V 187’ has been insufflated over the carefully 
cleaned burn area, a single sheet of cellophane is laid 
over it and fixed at the edges with strips of adhesive 
cellophane or tape. Burnt hands are completely 
covered with a single sheet passing round the fingertips : 
it is slit between the fingers and gently moulded: round 
A burnt face is enclosed in a 
loosely fitting bag fashioned from two sheets, with slits 
for the mouth and nostrils. Ears, if burnt, must be 
separated from the skull with a separate square of 
cellophane. 

The damaged area is next covered with a'single sheet 
or layer of gauze. Digits are wrapped individually. 
A cotton-wool layer 1 in. thick follows, and the whole 
limb (for example) is bandaged moderately tightly, 
special care being taken of the digits, which are bandaged 
individually. This moulds the cellophane firmly on to 
the contours of the limbs and fingers. 

When the condition of the patient permits, the band- 
ages, cotton-wool, and gauze are then removed, and the 
damaged areas are left exposed under the cellophane. 
In the more severe cases the areas will begin to steam 
immediately, showing that water is transuding through 
the dressing. This transudation continues for some 
hours, leaving a clean dry painless mobile healing area 
under the transparent covering, which is bandaged up 
only at night for protection. When healing is complete, 
the cellophane is easily stripped off. 

The cellophane, besides preventing infection with 
secondary organisms, prevents the protein-content of 
the plasma from escaping; hence, from the moment 
of its application, loss of protein ceases. Inflammatory 
processes readily subside under its smooth and innocuous 
surface, and regeneration of skin takes place quickly. 
Finally, by preventing the escape of proteins, it avoids 
the rigid compressing effect of serum clot, which with 
other dressings tends to form a rigid splint as it seeps into 
the layers of gauze. Limbs and digits can move freely 
and painlessly from the first, since the cellophane is 
flexible and allows a certain amount of sliding movement 
when the burn is in the tacky stage. After a day or so 
the cellophane cracks at the flexures but it remains 
adherent over all the other areas. 


RESULTS 


In 55 cases the average time between the application 
of the cellophane and complete healing was 9 days.. 
Infection before treatment was no contra-indication to 
the application of cellophane, for burns healed normally 
under a thin layer of inspissated purulent serum. 

Patients stated that pain disappeared as soon as the 
cellophane was applied. 


SUMMARY 

After a single thorough cleaning of the area of a burn, 
and after sulphanilamide or other powder has been 
insufflated, a dressing of cellophane is applied directly to 
the surface of the burn and then covered with a single 
layer of gauze and a layer of cotton-wool an inch thick. 

Later the gauze and cotton-wool are removed, leaving 
only the cellophane. 

By this means full painless movements are possible 
from the first, further loss of plasma is prevented, and 
risk of secondary infection is obviated. 

Pain disappears on application of the cellophane, and 
healing, which can be observed through the cellophane, 
israpid. Repetition of painful dressings is avoided. 


I am grateful to Brigadier Ian Fraser, DSO, oss, for the 
privilege of treating some of these men, and for his interest, 
continued encouragement, and active collaboration in this 
work. 
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ANAEROBIC STREPTOCOCCAL MYOSITIS 


Nancy J. HAYwARD* RoBIN PILCHER 
MSC MELB. MS LOND. 


DEPARTMENT OF BACTERIO- PROFESSOR OF SURGERY IN 
LOGY, UNIVERSITY COLLEGE THE UNIVERSITY OF LONDON, 
HOSPITAL MEDICAL SCHOOL AT THE SCHOOL 


STREPTOCOCCAL infection of muscle simulating gas- 
gangrene due to clostridia in war wounds has been 
described by MacLennan (1943a and b, 1944), who says 
that its recognition is important since it calls for most 
conservative surgical treatment. We therefore report 
the following case, which, occurring in civil practice, could 
be studied in greater detail than MacLennan’s cases. 
It was thought to be a clostridial myositis until the 
bacteriological report was available. 


CASE-RECORD > 


A man, aged 23, was admitted to hospital on April 4, 1944, 
a few minutes after sustaining an injury to the left leg in a 
street accident. His leg was caught by the front wheel of a 
bus, which dragged him along a few feet but did not pass over 
the leg. On admission he was a little shocked and obviously 
had a severe injury to the soft tissues of the leg. Pulsation 
could be felt at the ankle in the posterior tibial artery but not 
in the dorsalis pedis. There was no loss of sensation in the 
foot ; the toes and ankle could be actively dorsiflexed. A 
radiogram showed a fracture of the neck of the fibula and the 
tibia intact. At operation 1? hours after admission the skin 
of the back of the calf on the medial side was found to be 
vertically split and stripped off the deep fascia almost round 
the limb. The deep fascia was much torn, and the gastroc- 
nemius, soleus, peroneus longus, and anterior tibial muscles 
were damaged. The injury extended up to the medial side 
of the knee, where the quadriceps aponeurosis was torn with- 
out opening the joint. The lateral popliteal nerve and its 
musculocutaneous branch were intact. 


The skin was incised at each end of the split to improve | 


access to the deep parts. Obvious dirt was removed, the deep 
fascia was widely incised, and the more severely damaged 
fascia and muscle were excised. Counter-incisions for 
drainage were made in the popliteal fossa and on the lateral 
side of the calf. The wounds were dressed with soft-paraffin 
gauze, and a plaster cast was applied. Antitetanic serum and 


polyvalent clostridial antitoxin were given, and sulphadiazine © 


by mouth was started after operation. On the 2nd day, 
when the leg was dressed, the wounds were found to be clean, 
and part of the long wound was sutured, although there was 
some doubt about the viability of the medial flap. There was 
no effusion in the knee. The plaster was reapplied. Sulpha- 
diazine was discontinued on the 3rd day, although there was 
fever since the injury. The leg at this time was not very 
painful. The dressing was repeated on the 5th day owing to 
the persistence of fever, but the wounds did not appear to be 
seriously infected. On the 7th and 8th days there was a 
further rise of temperature and pulse-rate ; the patient felt 
ill and complained of increasing pain in the leg. Circulation 
and sensation in the foot were not impaired. 

On the 8th day the leg was examined again under anes- 
thesia. The whole calf was greatly swollen, and the skin on 
the medial side of the loosely sutured long wound was obvi- 
ously dead over a width of 4 cm. and a length of 20cm. All 
stitches were removed, and the dead skin was excised. The 
long medial wound was explored ; the surface of the exposed 
gastrocnemius was necrotic, but the deep part of the muscle 
when incised looked healthy and twitched freely. The 
necrotic fascia on the surface was excised, and the gastroc- 
nemius was split to expose the medial part of the soleus, which 
appeared to be healthy, although vessels passing through it 
were found thrombosed. The counter-drainage incision on the 
lateral side was then explored, and a large amount of thin 
bloody pus and gas escaped. Through this wound the outer 
part of the soleus was found to be swollen, firm, and inert. 
On section it was paler than normal] and opaque, looking like 
cooked meat. The wound was extended to the length of the 
calf, and the whole of the outer two-thirds of the soleus was 
excised. The deeper muscles and the inner third of the soleus 
appeared healthy. The wounds were dressed with soft-paraffin 
gauze and the limb splinted with plaster. 

On the appearance of the wound a diagnosis of clostridial 
myositis was made, and 4-hourly administration of polyvalent 
antitoxin and a course of sulphadiazine were started. Anti- 


* In receipt of a grant from the Medical Research Council. 


toxin was given 4-hourly for 2 days and then 6-hourly for 2 
days, being discontinued when it was reported that the 
infection was streptococcal. Sulphadiazine was continued 
for 8 days, the level in the blood being estimated once on the 
5th day at 7-9 mg. per 100 c.cm. On the 2nd and 4th days of 
this course blood was transfused. On the 4th day after the 
last operation, the 12th since the injury, there was a great 
improvement in the general condition, and the temperature, 
which had been swinging to 104° F, began to fall. On the 
15th day after injury the leg was dressed again, and the 
wounds looked healthy ; but the leg was much swollen, and 
the two long incisions were gaping widely. Sulphathiazole- 
proflavine powder was dusted on the raw surfaces, which were 
then covered with soft-paraffin gauze and enclosed in plaster. 
The limb was elevated to reduce the swelling. On the 22nd 
day the leg was dressed again as before and the lateral wound 
was sutured. Although the swelling had subsided, it was 
impossible to suture the medial wound owing to the skin loss. 
On the 31st day dressing was done again and the stitches were 
removed from the lateral wound, which had healed. After 
this, daily dressings were done to prepare the leg for grafting. 

On the 37th day a large dermatome graft was cut up into 
pieces about the size of postage stamps, which were applied to 
the large raw area. About 75% of the grafts took, and the 
small spaces between were rapidly bridged by new epithelium. 
The leg was healed 10 weeks after the injury. At one time 
there was a tendency to flexion contracture at the knee, but 
this rapidly disappeared when the raw area was grafted. 
Although there was no injury to the lateral popliteal nerve, 
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there was a definite weakness of dorsiflexion of the ankle and 
toes at the time of grafting, which is recovering slowly. There 
was no sensory loss, and the weakness was probably the result 
of disuse. It was difficult for the patient to exercise his 
dorsiflexors owing to the extensive injury to the calf. 


BACTERIOLOGICAL REPORT 


The results of the bacteriological examination of the 
wound are given in the table. The aerobic organisms 
and anaerobic bacilli were in every way typical of their 
species. The anaerobic cocci resembled those of Prévot’s 
(1925) group A—i.e., they were strictly anaerobic even 
after prolonged subculture. They occurred in pairs, 
irregular clusters, or short and often irregular chains > 
they tailed to produce hemolysin, attack coagulated . 
serum, liquefy gelatin, or to form indole. They could be 
differentiated into a non-saccharolytic type that did not 
form gas in nutrient-agar shake culture and in cooked- 
meat medium ; and a saccharolytic type that formed gas 
in both media, although the foul odour commonly 
attributed to the anaerobic streptococci was slight or 
absent. These types have been arbitrarily labelled 1 and 
nt. In the saccharolytic type positive sugar reactions 
were difficult to elicit, but acid and gas were produced in 
glucose, maltose, mannitol, and sucrose, but not in 
salicin or lactose. It is noteworthy that although the- 
presence of gas was an outstanding feature of the lesion, 
no foul odour was noticeable. 
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. SUMMARY OF BACTERIOLOGICAL FINDINGS (FIRST OPERATION ON DAY 0) 


Surgi Site of 
treatment specimen Direct smear 
Tea | 
Dressings 
Operation Muscle + Gram-pos. cocci 


long chains 


clusters 
+ Pus-cells 


Upper 


part of | + + + Gram-pos. cocci 
wound : posteriorly short chains 
& small groups 


Lower part of 


No organisms seen 
wound : posteriorly 


xX 4u 
+ Pusvelis 


long chains 
+ + + Pus-cells 
Middle of calf 
, | .+ + + Pus-cells 


8 
+ + Phe-cells 
Dressings 


Dressing Back òf calf : 


proximal end . 


Skin : distal end 


ere qe | ee SS | er ge pg SSS | | 


Lateral side of calf| + + + Gram-pos. cocci + +++ + + 
long chains 
+ + + Gram-pos. cocci 


eee | cents ce | a aa | ein gy aerate eas | 


Lateral side of calf | + + + Gram-pos. cocci |+ +t ++! +£ 


‘+ + + Gram.-pos. cocci 
chains 


+ pee --pos. cocci | + + + + $ 


Cultural findings 

Anarrobio Staph . 
Coce: aph. 
aureus Others 
I 
t++++) + + + +++ N on hemolyele strep. 
. + + Bacillus sp 

| + Cl. welchin. 


l + Micrococcus sp. 
+ ¢ Cl. welchit 
4 Strep. hemolyticus 


Lancefield C - 
st Strep. viridans type 


+ 


ae + + Cl. sporogenes 
“ae Ead + Non-heemolytic strep. 


+ Cl. sporogenes 
3 Strep. hemolyticus * 
: + Non-hemolytic strep. 
+ + ee ++ + + Cl. welchit 
aS Mucoid coliform bacillus 


`” Æ Diphtheroid 


+ is s. pyocyanea 


+ + 
+++ B 
+ + Bact. aikeigenes 
+ + Diphtheroid 
+++) + + ~ + Diphtheroid 
+} + Diphtheroid 
m 2 
+ i i R e e 
+ + Diphtheroid 
+ Micrococcus sp. 
Æ Vibrio alkaligenes 
í + (++++4+ eee oe 


Under “ Direct smear ” & +b +, 
++ tt, tt 
meat medium o 


, after either 2 or 7 days’ incubation. 


Examination of the specimens taken at operation on 

the 8th day showed the bacterial flora of the excised 
muscle to be very similar to that of the thin bloody pus 
from the counter-drainage incision. The bacteria of the 
upper and lower margins of the original wound were also 
alike but differed from the flora of the muscle and 
exudate. In general, the bacteria recurring in later 
specimens—i.e., Strep. pyogenes (Lancefield’s group A), 
anaerobic cocci types I and 1, Staph. aureus (coagulase- 
positive), and Cl. welchii—were those originally found in 
the muscle, and may be presumed to have been the chief 
infecting agents. 
. The finding of only gram-positive cocci in stained direct 
smears taken on the 8th day suggests that they dominated 
the infection ; no bacilli were seen, though, on a medium 
optimum for its detection, a scanty growth of Cl. welchii 
was obtained by culture. On the 15th day, when bacilli 
appeared in the direct smear and Cl. welchit grew 
rofusely in culture, the patient was already recovering. 
Cl. welchii may therefore be considered unimportant as 
the cause of the progressive gangrene and toxemia. 
This view is su supporte., by the occurrence of numbers of 
healthy pus-cells in direct smears. In infections with 
Cl. welchii na falc are usually scanty and degenerate. 

The predominance of Strep. pyogenes in the plate cul- 
tures ot pia that it was a chief infecting agent. How- 
ever, gas was evident in the wound exudate, and it is 


*Not beloning to either of Lancefield’s groups A, B, c, and G. 


++, +, and + indicate relative numbers of morphological types seen. Under “ Cultural findings ”’ 
t+, + +, and + indicate relative numbers of colonies appearing in direct plate cultures and + indicates growth from cooked- 


therefore probable that the only gas-forming organism in 
the muscle apart from Cl. welchii—i.e., the type n 
anaerobic coccus—was also important in the infection. 
The scanty growth of the anaerobic coccus may not 
necessarily indicate a scanty infection in the wound but 
be due to a selective action by the culture media, whose 
growth-promoting properties are more favourable to 
Strep. pyogenes than to anaerobic cocci. 

The muscle infection, apparently due to the combined 
action of Strep. pyogenes, the type II anaerobic coccus, 
and possibly of Staph. aureus, is similar. to the strepto- 
coccal myositis described by MacLennan. Streptococcal 
myositis i is a gas-gangrene due to anaerobic streptococci 
in association with various aerobic pyogenic cocci, 
Strep. pyogenes, Staph. aureus, or Sirep. viridans. 
Anaerobic spore-bearing bacilli were not present in any 
of MacLennan’s cases of steptococcal myositis ; in this 
case the findings suggest that Cl. welchit had little setio- 
logical significance, and the concomitant presence of 
healthy pus-cells bears out MacLennan’s contention 
that, when clostridia and cocci are present together, 
predominance of .cocci and presence of the pus-cells 
exclude clostridial myositis. The importance of direct 
microscopical examination in indicating the predominant 
infection cannot. be too strongly emphasised. 

Tested by the method of Harper and Cawston (1945), 
all the anaerobic cocci proved insensitive to sulphanil- 
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amide and sulphadiazine in a concentration of 10 mg. per 
100 c.cm. and to sulphathiazole in a concentration of 
5 mg. per 100 c.cm. It is of interest that the type I 
strains were sensitive to 0-5 unit of penicillin per c.cm. 
and the type N to 0-1 unit. 


DISCUSSION | “4 


A diagnosis of anaerobic myositis was made on the 
macroscopical appearance of the wound at the second 
operation on the 8th day after injury. At this time the 
infection was assumed to be clostridial and was treated 
accordingly. The most important part of the patho- 
logical examination for diagnosis was the direct examina- 
tion of muscle removed at operation. Without this the 
results of cultures can hardly be conclusive in the presence 
of such a mixed infection as was found in this case. 
MacLennan, summarising 19 cases, has-.pointed out the 
features which may help to distinguish streptococcal from 
clostridial myositis. Some of these, notably the long 
incubation period and slow development of toxemia, 
were seen in our patient, but the appearance of the muscle 
was not different from what we have observed in clos- 
tridial cases. According to MacLennan, lack of contrac- 
tion of the muscle on stimulation is a late sign ; and, when 
gangrene sets in, the muscle becomes dark purple, swollen, 
pulpy, and friable. In our case there was no response of 
the affected part of the soleus to stimulation, but its 
appearance was not that described by MacLennan. 
Although it may be true that in streptococcal myositis 
surgery should be conservative, it is necessary that muscle 
which is dead from any cause should be excised from an 
infected wound. The recognition of streptococcal 
myositis is obviously difficult ; but, if it is suspected, it 
might be possible at least in civil practice to make a direct 
examination of the muscle at the time of operation. The 
result of this, in all cases necessary for a definite diag- 
nosis, is the only evidence likely to be available in time for 
the surgeon to modify the treatment when the disease is 
discovered at operation. 


Our thanks are due to Dr. R. E. O. Williams for carrying 
out the drug-sensitivity tests. 
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SHORT CONFUSIONAL STATE FOLLOWING 
THIOURACIL TREATMENT 


- I. ATKIN, MDLOND., DPM 
DEPUTY MEDICAL SUPERINTENDENT, KNOWLE MENTAL 
HOSPITAL, FAREHAM, HANTS 


. THE development of a delusional psychosis in a 
atient treated with thiourea has been reported by 
impson (1944), and Pearson (1945) reported a delusional 

psychotic reaction lasting 10 days and subsiding with 

cessation of the drug in a patient who had received 22 g. 

of thiouracil in 7 weeks. In our patient the confusional 

state lasted less than 2 weeks. 


A married woman, aged 38, was admitted on a certified 
basis on July 13, 1945, in a confusional state. She rambled 
in her talk, and could not give an account of herself or 
answer ordinary questions adequately. Her behaviour sug- 
gested that she was visually and aurally hallucinated. She 
was difficult with food, resistive to nursing attention, and 
violent at times. No insanity or neuroses in family history. 
Well adjusted maritally but no children ; many social interests. 
No previous breakdowns. | | 

Thyrotoxicosis had been diagnosed in April, 1945, when she 
complained of undue sweating, loss of weight, and insomnia. 
Her pulse-rate ,was then about 120 per min. The daily 
dosage of thiouracil exhibited was as follows: April 14-21, 
800 mg.; April 22-28, 600 mg.; April 29 to June 12, 400 
mg.; and June 13 to July 13, 200 mg.; making a total of 
22-4 g. in 2 months. | 

The first mental abnormality was noted on July 3, 1945, 
when. she became unduly suspicious; and on July 11 she 
became violent. On July 26 she was remarkably improved, 
and on Aug. 6 she was completely lucid, with good insight, 
and was regraded to a voluntary basis. Physically, she 
exhibited slight exophthalmos, fullness of the thyroid, and 
slight tremors of the hands. When calm, her pulse-rate 
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varied between 70 and 90 per min. She has gained 8 Ib. in 


the past 4 months. i 


Toxic symptoms of a physical nature (skin eruption, 
vomiting, pyrexia, &c.) had not been noted; but, in 
view of the absence of any other ætiological factor in 
a person of good general constitution and clear family 
history, and the rapid clearing of the confusional state 
with the ‘cessation of the drug, thiouracil seems likely 
to have been the cause of her confusional state. Thyro- 
toxicosis can be excluded as a cause, because the patient 
had not exhibited psychological symptoms at the height 
of her illness, and when she was admitted in a confused 
state her thyroid signs were considerably abated, the | 
pulse-rate being within normal limits. | 

I wish to thank Surgeon Captain C. J. Thomas, principal 
medica] adviser to the Hampshire Joint Mental Health 
Institutions Committee and medical superintendent of 
Knowle Mental Hospital, for help and advice. l 
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TRAUMATIC RUPTURE OF SECOND PART 
OF DUODENUM 


O. V. SALISBURY, FROSE, MROOG, MMSA 
LIEUT.-COLONEL RAMO; OFFICER 1/0 A FIELD SURGICAL UNIT 


THE rarity of this type of lesion in closed injuries 
of the abdomen seems to justify a full description. of 
the history and operative treatment of a case. 


CASE-RECORD 


While in action, a gunner, aged 29, was struck on the left 
upper quadrant of the abdomen by the recoil of a 25-pounder 
field-gun. The blow was not severe, as the recoil was almost 
spent, and it did not knock him down or cause any severe 
pain. He went on with his duties for over an hour and then 
reported to his ‘medical officer. He was then evacuated to a 
corps CCS for observation. 

On. admission to the CCS on July 3, 1944, his general 
condition appeared excellent. His temperature was normal 
and pulse-rate 70 per min. He complained of vague abdom- 
inal discomfort and nausea. There was no sign of external 
injury or bruising and no abdominal rigidity, but there was 
some tenderness over the upper half of the left rectus 
abdominis muscle, He was left under observation in the 
resuscitation ward for 6 hr; and, as there was no change in 
his condition during that period, he was admitted to the 
minor surgical ward. l i 

Six hours later the orderly in charge of the ward reported 
that the patient’s general condition appeared to have sud- 
denly deteriorated. The pulse-rate had increased to 100 
per min. and temperature to 99:4° F. On examination there 
was a striking alteration in his general condition. He 
appeared shocked and dehydrated, and his tongue was dry 
and furred. He complained of nausea and severe abdominal 
pain. There were generalised abdominal] rigidity and tender- 
ness. The rigidity was board-like over the right upper 
quadrant of the abdomen, with a complete absence of all 
bowel sounds. The blood-pressure was 110/80 mm. Hg. 
His general condition improved after a transfusion of plasma, 
and } hr later he was taken to the operating-theatre. 


_ Operation.—Under general anesthesia the abdomen was 
explored through a right upper paramedian incision. There 
was a generalised slimy bloodstained spill in the peritoneal 
cavity but no evidence of peritonitis. The peritoneum over 
the anterolateral aspect of the second part of the duodenum 
was cedematous and elevated to the size of a large orange. 
In the centre of this elevation there was a small perforation 
of the peritoneum, through which was escaping thick bile- 
stained fluid. | . , 
The second part of the duodenum was then freely mobilised 
by dividing the peritoneum along the lateral aspect and by 
gently peeling off the peritoneum from its lateral and anterior 
walls. The duodenum was then elevated and examined. On 
its anterolateral surface there was a large star-shaped per- 
foration which extended into the ampulla of Vater and almost 
completely divided the gut. The edges of the perforation 
were trimmed, and the wound was closed in two layers without 
difficulty. After the peritoneal cavity had been cleansed, a tube 
was inserted into the rectovesical pouch through a separate 
stab incision, and the abdominal wound was closed in layers, 
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BP contains 330 IU per drachm, the Ministry of Food 
cod-liver oil compound 750 IU per drachm, and cod-liver 
oil and malt only a small and variable quantity. The 
underweight or premature infant needs at least as much 
vitamin D as one of normal birth-weight—in fact, double 
the usual dose is recommended, though it should be 
reached gradually. In active rickets ultraviolet radia- 
tion should be used to supplement vitamin D. 


INVOLUNTARY VEGETARIANS 


In June, 1940, the Channel Islands became untenable 
and the British withdrew, taking almost the whole 
population of Alderney, two-fifths of that of Guernsey, 
and a smaller proportion from Jersey. From then until 
their liberation in 1945 the islands were under German 
occupation. In a review of the effect of this occupation 
on the islanders’ health and nutrition, Dr. A. Leslie 
Banks and Mr. H. E. Magee, D Sc, point out! that con- 
ditions became changed greatly for the worse when the 
Germans were driven out of the Cotentin peninsula. 
Previously the average diet was very much the same as 
in agricultural districts of occupied France. But when 
the islands became isolated the food position deteriorated, 
because the islanders, plus a garrison of 30,000 Germans, 
had to depend on their own produce, which in peace-time 
' is insufficient. Food, fuel, and other necessities were on the 
point of running out when the Germane finally collapsed. 


In the earlier period the diet was probably satisfactory 


as regards calories. In 1943—44 the middle-class family 
could obtain about 2600 calories, while even a large 
family on public assistance could achieve 1680—too little, 
it is true, but unfortunately not unusual in England 
before the war. The main characteristics of the diet 
were the 100% extraction flour used for bread and the 
large proportion of vegetables. Bread was rationed but 
vegetables were'not. At least a quarter of the calories 
of the middle-class diet came from potatoes and vege- 
tables, whereas the corresponding proportion in Great 
Britain was only a tenth. Until 1945 milk was more 
plentiful than here, and even during the first six months 
of the period of isolation it was more than adequate. 
Pigs and poultry “disappeared,” and so did dogs and 
cats in 1945—stolen, it was thought, by the German 


garrison, who during the period of isolation were worse: 


fed than the islanders. But the number of cattle was 
maintained throughout, despite pressure by the enemy. 
On such a diet vitamin and mineral deficiencies were not 
to be expected, and careful examination of the skin, eyes, 
mouth, and tongues of the children gave no evidence of 
them. Their teeth were excellent and rickets was very 
rare. On the other hand there was evidence of reduction 
in height and weight measurements in 1943 compared 
with 1940. The children had not had enough protein 
and calories. 

In adults there was an increase in boils, skin sepsis, and 
impetigo—no doubt attributable mainly to lack of soap— 
and delay in the healing of wounds. The incidence of 
appendicitis and colds, and of new cases of peptic ulcer, 
decreased, though the change to a vegetarian diet coin- 
cided with an increase of perforations of old cases of 
peptic ulcer. The effect of this change in diet agrees 
generally with the results of experiments made by 
McCance and Widdowson in the early days of the war on 
healthy adults in Cambridge. Hardly anyone, it seems, 
escaped a looseness of the bowels, with two or three 
evacuations per day ; nor did this diminish after the 
regimen had been in force for months. Polyuria was a 
source of inconvenience, especially to the elderly, who 
were obliged to get up in the night to urinate. There 
was also much flatulence, which even masked the loss in 
girth of the obese. People with sensitive gastro-intes- 
tinal canals, however, suffered more keenly: they lost 
their tolerance for this, or indeed any, food; they became 
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BREAKING DOWN THE BARRIERS 


laymen. 
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emaciated; and some of these developed nutritional 
edema. Treatment in hospital wrought. improvement, 
but symptoms recurred soon after discharge.. For such 
people this highly vegetarian diet was tantamount to 
starvation, and after liberation a few of them had to be 
evacuated to London. Some of the obese, who naturally 
lost weight on this diet, also lost all trace of cardiac 
and respiratory embarrassment on exertion. Cases of 
neuritis were seen and locally attributed to deficiency of 
vitamin B ; but the diet was rich in this complex, and 
deficiency could only be explained by failure of absorp- 
tion, associated with the diarrhea. 

The main conclusion from this involuntary experiment 
in dietetics is that healthy adults can tolerate a highly 
vegetarian and whole-wheat diet, though it has incon- 
veniences in looseness of stools, polyuria, and flatulence. 
It also abolishes constipation, which became exaggerated 
in the islands after the resumption of white bread. On 
the other hand there are a number of people, doubtless a 
minority, who cannot tolerate such a regimen and slowly 
starve on it. 


BREAKING DOWN THE BARRIERS 


IN an informal speech at the British Orthopedic 
Association’s dinner last week, Sir Wilson Jameson 
welcomed the chance of talking to colleagues about some 
of the ideas he had formed in close on five years as chief 
medical officer of the Ministry of Health. Since leaving 
the more academic atmosphere of the London School of 
Hygiene, he had acquired a great esteem for the men who 
come to. the top in the Civil Service, and a belief in the 
value to medicine of joint endeavour by doctors and able 
Similarly the doctor from outside could do a 
great deal for the Government department. The EMS, 
which on its formation looked as though it could never 
work, had worked ‘“‘ because of the people who’ve been 
running it.’ Sir Wilson was impressed with the need to. 
introduce people of the same kind into government—men 
and women giving part of their time to a Ministry while 
still engaged in practice. Freedom of exchange between 
Government departments was useful, but there must also 
be freedom of exchange between departments and the 
outside world. The Treasury has now accepted the 
principle of part-time service, and with agreed rates of 
remuneration and some kind of pension scheme for doctors 
the Ministry would be in a better position to secure the help 
of those best qualified to advise on some of our medical 
problems, 

- Pursuing the same thought, Sir Wilson turned to the 
question of the Colonies. To have a first-class Colonial 
Empire, he said, we must have a first-class Colonial 
Medical Service ; but it is very difficult to recruit men for 


‘ such work if they have got to undertake it permanently— 


if they have the prospect perhaps of spending their whole 
lives in distant and isolated places. If we are to have a 
National Health Service in this country, why should we 
not allow young men in that service to go out and work 
in the Colonies for a limited time—to the great benefit 


- both of themselves and of the Colonial Medical Service ? 


Such an arrangement would open a new vista for the 
medical service of this country : there would be none like 
it in the world. 


NORMAL DISEASE 


TAKING as his text a subject he has made peculiarly his 
own—diseases of the heart—Alfred E. Cohn! pleads for 
exact methods of thinking. In the first place, what do we 
mean by “‘disease’’? Our hazy ideas as to what constitutes 
disease have obscured the possibility that there may be 
ailments that are inseparable from the life and growth of 
the human organism. For instance, can an old man be 
normal? Old men usually die through failure of the 
heart. ‘‘ This form of death in the aged in a strict sense 
is physiological death, or, if you please, anatomical. If 
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living is natural and normal, and if growing also is, this 
end to life may be said to be a natural result and there- 
fore not an example of disease. Growth constitutes then 
continuous differentiation, and the problem of cardiac 
failure in the old becomes a problem of growth and is 
therefore not a problem of disease. The problem is a 
problem of understanding, in a biological sense, and 
involves inferentially a definition of disease.” Develop- 
ing this thesis, Cohn foresées that we shall soon be in 
the position where death from any other cause than 
cardiovascular ailments or cancer will ‘‘ cease to be 
legitimate.” i 
What is the significance of the changes in the myo- 
cardium that occur from youth to age? At birth a fibre 
of the myocardium appears to contain little apart from 
a nucleus, but with increasing age changes occur and by 
middle age there is not only a nucleus but cross-striations, 
cement lines, and intercalated disks. Form and function 
are clearly interrelated, and it may well be in a study of 
contraction, therefore, that the solution is to be found. 
As Astbury ? pointed out in his recent Croonian lecture, 
the proteins, including myosin, are now generally 
accepted as the responsible contractile element of'the 
muscle machine. Astbury believes that a detailed solu- 
tion of the muscle problem will only be reached as part 
of the detailed elucidation of protein structure. 


THE BETATRON 


THE invention of the betatron in 1940 by Prof. D. W. 
Kerst represents electrotechnical knowledge carried to a 
high pitch of application by a genius in design. High- 
speed electrons suddenly stopped in their flight have 
their energy transformed into X rays ; the greater their 
speed the shorter the wave-length of the X rays and the 
greater their penetrating power. Speed can be given to 
the electron by either an electric or a magnetic field, the 
latter being the mode of choice. Kerst’s plan of action 
has resemblances to the working principle of the 
cyclotron ; but whereas the aim of the cyclotron has been 
to get a high speed into the atom, Kerst has turned to the 
electron and has succeeded in getting several million 
electron volts into a stream of electrons. For electrons 
in motion this terminology is more apt than reference to 
their actual speed ; for however much energy is expended 
on a stream of electrons their speed cannot exceed the 
velocity of light, but when they take up the impressed 
energy—without revealing it in their speed—their mass 
goes up. 

The way in which these high-energy streams of elec- 
trons are produced is somewhat as follows. Electrons 
are injected into an alternating magnetic field at a time 
when that field has zero value. The electromotive force 


induced by the changing magnetic field accelerates the ' 


electrons travelling in an orbit within which the magnetic 
. flux is increasing. So little inertia have the electrons 
that over 800,000 revolutions of accelerated motion occur 
in the quarter cycle during which the magnetic field 
changes from zero to a maximum. The electrons are 
now disturbed in their orbits and made to bombard a 
tungsten target, thus yielding a spectrum of X rays. 

The first betatron gave X rays corresponding to 4-5 
million electron volts and has already been put to diag- 
nostic use. According to the Times of Oct. 22 another 
rated at 100 million electron volts has now been con- 
structed at the works of the General Electric Company in 
Schenectady, New York. The shortness of wave-length 
of the X rays produced by such a machine should go well 
beyond present limits and the rays should be considerably 
more penetrating than any used diagnostically or 
therapeutically. The newest machine is massive—we 
are told of something weighing 130 tons—but the lower 
ratings are reasonably compact though noisy in action. 

It marks a great advance in technique. Besides the 
uses to which we have referred it has another on which 
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secutively examined for the American forces. 
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the vote of humanity might be less unanimous. These 
high-energy electrons can penetrate into the innermost 
recesses of the atoms, and it is at this point that many will 
ask the question, ‘“‘ Don’t we already know rather too 
much?’ But the investigation must go on, and we may 
hope that the by-products will be useful radioactive 
substances. 


ASPIRATION BIOPSY OF BONE TUMOURS 

THE reliability of aspiration biopsy in the diagnosis of 
bone tumours is well illustrated by Snyder and Coley ' in 
a study of 567 aspirations done at the Memorial Hospital 
of New York. Tumours involving the head and jaws are 
excluded, and the figure represents only a fraction of the 
number seen in the bone department, for not all such cases 
are submitted to the procedure. The aspirations were 
done by many different operators, but the findings were 
uniformly correct in spite of the fact that to achieve 
dependable results the clinical details, the site of the 
tumour, the characters of the cells normal to this region 
of bone, and the tumours which possibly occur here, 
should all be known to the pathologist. Given this 
knowledge the pathologist’s purpose is not to identify the 
tumour precisely but rather to say whether it is or is not. 
malignant, and if the latter whether the growth is primary | 
or metastatic. Two important facts emerge from the 
report. First, among 385 primary and metastatic 
bone tumours which were diagnosed as malignant after 
an aspiration test there was only one in which the diag- 
nosis of malignancy was wrong ; and in this instance the 
benign tumour was treated by local resection and so the 
patient did not suffer harm. Secondly, there was no 
evidence that the practice of aspiration for diagnosis 
entailed any risk of implanting tumour cells along the 
track of the needle, or that metastasis was hastened. or 
induced by the investigation. . 


THE XIPHISTERNAL CRUNCH 


In a fair proportion of healthy men, according to 
Solis-Cohen,? a crunching sound can be heard on auscul- 
tation over the lower sternum and ensiform cartilage. 
He drew attention to its existence 3 in 1903, and now 
reports an incidence of 21% among 3115 recruits con- 
In a 
fifth of the 660 cases it was well-marked. While it was 
sometimes localised over the sternum and ensiform 
cartilage, in the majority it was propagated to the left, 
sometimes as far as the apex beat. It was usually heard 
during systole. No correlation was found between the 
presence of the crunch and the subject’s pulse-rate or 
general development. In 24 cases it had previously 
been diagnosed as an organic mitral murmur. Solis- 
Cohen ascribes the first description of this sound to 
Laennec, and, in spite of his complaint that ‘it receives 
scant attention from cardiologists and clinicians, more 
than 20 of the 72 authorities listed in his article refer to 
the sound. Its causation is obscure, but its importance 
lies in its often being misinterpreted as indicating mitral 
or tricuspid incompetence, pericarditis, or congenital 
heart disease. Indeed Solis-Cohen suggests that one 
reason why tricuspid incompetence used to be diagnosed 
so frequently is that this xiphisternal crunch was mis- 
taken for a tricuspid systolic murmur. Now, however, 
when a broader outlook prevails in diagnosis, such a 
sound as an isolated finding is unlikely to lead to much 
difficulty. EASTO 


AT a special plenary session of the United Nations 
Food and Agricultural Organisation in Quebec on 
Oct. 27 it was announced that Sir JOHN ORR, MD, FRS, 
MP, had been appointed the first director-general of 
FAO, to hold office for two years. The appropriateness 
of the appointment will be evident to all who remember 
Sir John’s part in the impressive film World of Plenty. 

1. Snyder, R. E., Coley, B. L. Surg. Gynec. Obstet, 1945, 80, 517. 

2. Solis-Cohen, M. Amer. J. med. Sci. 1945, 210, 333. 

3. Ibid, 1903, 126, 131. 
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Special Articles 


PLANNING A HOSPITAL SERVICE 


Hs. CEDERSTROM 
CHIEF ARCHITECT, SOUTHERN HOSPITAL, STOOKHOLM 


THE Pi Hospital in Stockholm, the only general 
hospital built in Europe during the second World War, 
though an independent institution for the care of the 
sick, also forms a link in a vast social plan. After much 
research into the health services of various countries, 
began during the last war, I interested the Board of 
Health of Stockholm in a general plan, completed in 
May, 1930, for the development of the health, hospital, 
and social services of the city. The essential feature 
of the plan was that the treatment of acute illness in the 
central hospitals should be combined with effective 
prophylaxis as well as with rational aftercare, which 
would aim not only at maintaining the discharged patient 
in as good health as possible but also at fitting him once 
more to take his place in the community. Only as 
part of such a system can the hospital for acute illness 
function effectively. | 
my being commissioned to design the central hospital 
for acute treatment, the Sddersjukhus, which is now 
finished. 

My studies in various countries between the two wars 
convinced me that the traditional method of appointing 
a committee to draw up plans, which are slavishly 
followed in building the hospital, is wrong. When I was 
appointed head architect of this enormous enterprise I 
8 d by forbidding any of the medical staff from 
expressing in advance any opinion as to how he would 
solve the problems of construction in his department. 
Instead they were asked to produce, whether by travel, 
studies of published work, or coöperation with colleagues, 
various alternatives from different clinics in the world. 
The collected material was then reviewed by the hospital 
doctors, nurses, architects, engineers, and. others, and 
definite proposals were drawn up, based on the ‘‘ pearls ” 
in the various alternative suggestions. Each proposal 
was then examined by Swedish and foreign experts in 
.each department, and was adjusted as they thought 
necessary. is thorough preparatory work, done 
T the highest authorities available, explains the remark- 
able fact that the granting authorities have accepted the 
final proposals in every respect. 


RESEARCH AND EXPERIMENT 


Owing to the enormous developments in transport we 
are confronted with a revolution in hospital systems 
throughout the world. In future every area will need 
& number of emergency stations for the treatment of 
local casualties and acute cases, and a central general 
hospital codperating with schemes for prophylaxis and 
aftercare. The small emergency stations will, according 
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The plan submitted resulted in 
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The Sddersjukhus from the south. 
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to circumstances, be equipped with fast ambulance- 
motorboats, ambulance-cars, or ambulance-planes. 
People in country districts, hitherto often compelled 
to put up with antiquated social services, have a legiti- 
mate claim to an adequate hospital organisation, and the 
new transport facilities should enable their needs to be 
met. Distances have shrunk nowadays to a previously 
inconceivable degree, and it is no longer necessary to 


Entrance to dispensary and surgery. 


crowd people together into big communities in order to 
give them the full benefit, of medical resources. There 
is no reason now to maintain the small local hospitals 
with access to but a few medical specialties. Such 
hospitals can seldom provide for the diagnosis and 
treatment of complicated diseases. Though the staff 
may do their best, the hospital’s resources make it im- 
oer to give the patient the help a complete: modern 
ospital can provide. Many of these small incomplete 
hospitals must be replaced by effective health centres. 
Before any scheme of hospital reconstruction is put 
into practice thorough research combined with experi- 
ment seems to me essential. ‘The country should there- 
fore be split up into central hospital districts, and 
research should be carried out ‘‘ vertically ” and ‘‘ hori- 
zontally ’’—i.e., it should penetrate to all social strata 
and extend from the cradle to the grave—in a single 
experimental district. In this district a careful in- 
vestigation is carried out to decide which institutions 
are satisfactory and should be retained, which are in need 
of adjustment, which should be discontinued, and what 
new ones are required. When the alterations have been 
made, the experimental organisation is thoroughly 
tried out and adjusted as is found necessary., Thus in a 
comparatively short while a well-tested pattern is ready 
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, to be used in an extensive reorganisation embracing the 
`- whole country. | 

In Sweden we are about to put this experimental 
district idea into practice.. The district chosen is based 
on the Sddersjukhus, and consists of six parishes 
numbering in all about 240,000 inhabitants. Before 
beginning the construction of the Sdédersjukhus I had 
- investigated which hospitals in this district were un- 
satisfactory, which ought to be reorganised or dis- 
continued, and what others must be erected, as part of 
the general plan for Stockholm. This general plan for 
the city’s health services has in principle been accepted 
by the city council. Planners in England may find it 
helpful to study the preliminary results of my work in 
Stockholm and the decision of the authorities. 

England should be the first country in the world to 
apply these ideas on a large scale. So much of the 
country has been destroyed by air attack during this 
war that an enormous amount of rebuilding is bound to 
take place. The people of England have now to decide 
-whether their hospital, health, and social-service systems 
are to continue in the beaten tracks, or whether they are 
to embark on bold and comprehensive reforms which 
will bring benefits to health and happiness hitherto 
unthought of. To judge from the scheme set out in 
1944 by the Ministry of Health in its white-paper, it 
seems that England is to take the bolder course. It is 
up to her to set an example to other countries. This 
problem is equally topical the world over, but someone 
must be the prime mover, and who should this be but 
England, where reconstruction has become unavoidable ? 
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DETAILS OF THE NEW HOSPITAL * 


The Sdédersjukhus was planned in 1931, and it would 
then have taken 5 years to build and cost some 25 million 
kronor (a little over £1,000,000 at pre-war estimates) ; 
but the slow processes of state machinery, and some 
disagreement between various interested bodies caused 
delays, as a result of which Stockholm has had to pay 
more than twice as much for its hospital. 


The hospital, beautifully situated high up with views 


over the water, is built in two interconnected parallel 
blocks, the main one some 330 metres in length and nine 
stories above ground. This contains the 40 wards, 


gGAQABDAA 
HEasauedaa 
N@uaguaag 


" (@) (c) | (b) 


Cross-section of the hospital. (a) The main block with wings for the 


inpatients. (b) The block for treatment of both outpatients and 
inpatients, containing all surgeries, dispensaries, and polyclinics. 
(c) Connecting wing between the blocks. 


with 1200 beds. In the lesser block, of 5 stories, out- 
patient departments occupy the ground and first floors, 
with different entrances for accident and other ambul- 
ance cases. The X-ray department holds a dominating 
position on the second floor, appropriate to its importance 
for every other department of the hospital. Above it 
are the laboratories. The top floor contains two 
operating departments, each with three theatres, two 
of which are equipped for taking X-ray photographs 
during operations. 

The number of beds in a ward has been chosen with 
a view to sparing sisters and nurses, who have hitherto 
been overworked. It was decided to build L-shaped 
wards, each arm containing 16 beds, and to subdivide 
them into spacious rooms containing 2 or 4 beds, and 
isolation rooms. Each of the two sections of a ward 
has a separate “enema ” and washing-room with special 


water-closets to avoid discomforts in the wards, but, 


shares the treatment-rooms, sterilising-room, store, 
and tea kitchen. The patient’s desire for privacy 
has been considered: thus, each ward has a special 
room for private conversation with doctor, chaplain, 
or visitor. Besides the usual sitting-room, there is a 


* The description of the hospital is abstracted from Mr. CederstrOm’s 
article in Teknisk Tidskrift for June 30, 1944. 


PLANNING A HOSPITAL SERVICE 


[Nov. 3, 1945 


smoking-room, and, facing south across the water, a large 
sunroom into which patients are wheeled as soon as 
they are well enough. All beds are on wheels. A ward 
of 32 beds (usually with men in one unit and women in 
the other) is regarded as a suitable field of work for one 
junior doctor; while a senior physician has charge of 
3 wards and a number of private beds. A surgeon has 


. 4 wards and a proportion of private beds. 


The department for mild mental cases is almost self- 
contained, occupying the extreme end of the main block, 
and having a separate entrance. The gynecological 
and obstetric unit is similarly isolated, and aims at the 
greatest possible protection for mother and child. 
Septic cases are separated from aseptic at the time of 
admission, doubtful ones being put into an examination 
room. Septic and aseptic confinements take place on 
separate floors, and labour rooms accommodate one 
patient only. | 

KITCHENS | 

With the growing: public demand for better food, 
and the better understanding of nutrition and dietetics, 
lavish attention has naturally been paid to the feeding 
department. It was considered impossible to cook 
satisfactory meals for 1200 patients in a large central 
kitchen, owing to the distances to be travelled and the 


. fact that food cooked in large quantities invariably 


deteriorates before it reaches the patient. It would also 
be out of the question for a dietitian, even if assisted, to 
supervise special diets for so many. | | 
Two principles were accepted as fundamental: that 
distance from the cooker to the patient’s bed must be as 
short as possible ; and that individual tastes and needs 
must be met. The wards are therefore in touch with the 
central kitchen through a branch kitchen. Each branch 
kitchen is responsible for meals for 100 patients, and is in 
charge of a dietitian who works in close contact with 
her patients, their doctors, and nurses. This kitchen gets 
some of its needs direct from the stores, some (such as raw 
vegetables) ready prepared for cooking from the central 
kitchen, and some foods—those which do not suffer 
from being prepared in bulk—ready cooked. Refrigera- 
tion is necessarily on a generous scale. Some 16 re- 
frigerators keep various types of foodstuffs at their 
optimum temperatures, and in addition each ward has 
at least two refrigerators for food and drugs. Fast 
special food lifts connect the branch kitchens with service 
rooms in the wards, and food reaches any ward within 
8 seconds. Of the hospital’s 50 lifts, 14 are reserved 
for food. ‘The central kitchen and its 11 branch kitchens 
are all on the top (9th) floor of the main block. All 
washing-up is done in special rooms, one between every 


two branch kitchens. 


MANY INVENTIONS 


Outbuildings include a block for staff, workshops, 
boiler house, a laundry which also serves all of Stock- 
holm’s other hospitals, and a staff restaurant—all con- 
nected by covered ways with the main hospital. Sites 
have been reserved for a convalescence block, a rehabili- 
tation unit, and a training-school for nurses. 

The hospital is built entirely of concrete, and pains 
have been taken to make each department soundproof ; 
thus all pipes for steam and hot water, and all exit pipes 
are carried horizontally along corridor ceilings to the 
various departments and wards, instead of vertically, 
as is usual. Sections of piping which are necessarily 
vertical are confined in special shafts placed in positions 
where their capacity for sound conduction is of no 
consequence. 

The boiler house incorporates a power station which 
generates all the electrical power needed; but the 
hospital also has access to the city’s electricity in case of 
a breakdown in the domestic supply, and also for use 
at night, when it is uneconomical to run the hospital 
power plant. Running costs for electricity have thus 
been cut to a fraction of that in other hospitals. Heating 
throughout is by hot-water radiators with smooth 
surfaces which do not collect dirt. Each radiator has 
two supply pipes, of hot and cooler water, and the 
temperature can be adjusted by mixing the two in 
suitable proportions by a turn of the tap. 

The wards have day and night lighting’, and in addition 
every bed has its own lamp, giving a good light for read- 
ing by day and a dim light at night if required. Each 
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patient can work his own light, signal for attention, and 
switch on the radio to his headphones, by means of 
fixed switches on his bed table. Loud speakers are fitted 
inly in d&y-rooms, smoking-rooms, and solaria. To 
supplement the ordinary radio programmes from outside; 
special programmes are broadcast at times within the 
-hospital itself—from lecture-room or chapel, or from 
gramophone records. High and low power plugs are 
set in the wall by every bed, for electrical treatment 
apparatus. Nurses in any part of the ward can see 
exactly which patient needs her from light signals, and 
light signals also show the sister, or anyone coming into 
the ward, in which room the nurses are busy at that 
moment. By means of light signals and telephones the 
head porter’s office can locate, instruct, and communicate 
with every porter on duty in any part of the hospital, 
so that porters can be quickly sent to any department. 

An automatic telephone exchange is connected with 
the city exchange, and 200 instruments communicate 
with the outside world. An internal system with some 
500 telephones ensures smooth communication through- 
out the hospital. / 

The 50 lifts include, besides the food lifts, 5 laboratory 
lifts and 6 large passenger lifts to accommodate 20 pas- 
sengers each, besides smaller rapid lifts for staff. 

Born in war-time, this hospital has an underground 
replica of itself, built deep in the rock on which it stands, 
with a main corridor 240.metres long. The underground 
hospital is equipped against most emergencies; all 
essential services for instance are laid on in duplicate, 
in case of damage to the mains. : | | | 


SURGEONS’ VISIT TO PARIS 
~ (FROM A CORRESPONDENT) 


- Soms months ago the president of the Royal College of 
Surgeons .received an official invitation. from Professor 
Bazy of the Académie Francaise de Chirurgie, asking him 
and some of his colleagues to attend their first post-war 
meeting. Accordingly three members of the council of the 
college, and three fellows of the Association of Surgeons 
of Great Britain and Ireland, went to Paris on Oct. 7th. 

After years of oppressive occupation, the first official 
meeting of a professional body with the distinguished 
traditions of the Academy, and under the presidency of 
Professor Monchet, could not fail to be impressive. More 
impressive still was the warmth and friendliness of our 
welcome, which showed beyond any doubt that this was a 
genuine expression of feeling coming straight from the 
heart. of our colleagues, and no mere official gesture. ` 

Mr. Max Page, as vice-president of the Roya] College of 
Surgeons, brought official greetings and presented the 
President with a book of photographs of the college soon 
after it had been bombed ; and he was complimented by 
an invitation to take the chair at the first scientific 
session, Later we were given a reception by Professor 
Monchet and were entertained to dinner by Professor 
Bazy. On the second day a reception was given by the 
British Ambassador and a dinner by Professor Hartmann, 
the doyen of French and perhaps of European surgeons. 
A group of Belgian surgeons also gave us an unforgettable 
luncheon party, and their friendliness well matched the 
rest of our reception. 

The significance of this welcome must be seen against 
the background of Paris as it is today. Outwardly, in 
the warm autumn sunshine, no fantasy could excel its 
beauty ; but daily life for the Parisians is extremely 
difficult, and we, who have had our needs provided, albeit 
in a dull pedestrian way, have little idea of their daily 
hardships. ; 

We were able to see enough to prove that French 
surgery and French thought have not been either stag- 
nant or sterile, and it is to be hoped that soon facilities 
will be available for close coöperation and more intimate 
personal intercourse. It is for professional] bodies and 
individuals to make history a creative and fruitful process. 
At the moment this cannot be done without official help. 


Great Britain is committed to the rôle of a Continental. 


power, and for us France is the gateway to Europe. 
Professional contacts cannot determine policy, but they 
can make policy easy. It is therefore not unsuitable that 
in a professional] journal we should ask for more facilities 
for easy and intimate contact with: our.colleagues in 
Western Europe. l 


SOCIALIST SURVEY OF NURSING 


“The exploitation of the nurse has now recoiled upon 
. the patient.” l 


FAcInG this bitter truth, the Socialist Medical Associa- 
tion have surveyed the nursing shortage afresh,! and 
have made suggestions in line with advancing opinion. 
Mr. Bevan in the House of Commons last week put 
vacancies for nurses in all grades of hospitals and 
institutions, including nursing-homes, at 30,000, and 
promised a full statement on the nursing position within 
two or three weeks. As an approach to study of the 
shortage the SMA want to see a public inquiry into the 
adequacy of care now given to patients. 
` They note that wastage of nurses during the training 
years is computed at 50-60%, but they rightly insist 
that loss cannot be made good by force: ‘... the 
remedy for shortage of labour must be sought in improve- 
ment of the conditions and prospects of nurses and 
hospital workers rather than in controlled direction.” 
An important cause of wastage, they hold, is frustration 
of the nurse’s desire to care for: patients. With the other 
causes—low status, poor living conditions, segregation 
from the world, illness, and overwork—we are all 
familiar. The SMA share THe LANCET view that student 
nurses, if they were relieved of non-nursing duties, 
could be given a thorough basic training in two years, 
and be eligible after that time for statutory qualification 
on passing a test.2 Those who wish to become ward 
sisters or to specialise in .teaching, public health, or | 
midwifery, would undergo a further period of training ; 
and the SMA advocate compulsory training in personne 
management and in teaching for ward sisters. The 
salary of the qualified nurse should compare favourably 
with the rewards of other professions, and they emphasise 
especially the need for improving the financial position 
of ward sisters. a | 
They consider that in every training school there 
should be a standing committee representing all members 
of the medical and nursing staff who have to do with the 
teaching and training of nurses. What nurses are to 


learn should be decided by an analysis of the work 


they now do, while in training and after, with a view to 
deciding what falls outside their proper province, and 
also what is at present left undone—and untaught— 
which good nurses know to be essential to the well-being 
of patients. They believe that nurses themselves would 
have much to contribute on this topic if they had demo- 
cratic means to express their views, and they would like 
to see an elected nursing committee in each hospital, 
with power to send representations to the hospital 
committee. : 

At the other end of the administrative ladder is the 
General Nursing Council, and. this, the SMA feel, is 
unsatisfactory as at present constituted. They believe 
that the scope and composition of an administrative 
body competent to dea] with the needs of the country as 
a whole should be studied in the course of the inquiry 
which they are anxious to see instituted. They support 
the three-shift day, the right of trained nurses to choose 
where they will live, and the proposal that nurses’ 
homes and hostels should be run by a warden selected’ 
for the post, and assisted by a house-committee of 
residents. In large hospitals, they think, welfare super- 
visors should look after the welfare and recreation. 


r 


of the nurses.. 


1. Memorandum on Shortage of Nurses. Obtainable from the 
Socialist Medical Association, 35 Long Acre, London, WC2. 
2. Lancet, 1945, i, 664. a 


_“ .,. It ought to be recognised in the West Indies that 
expenditure on curative work can never effect a permanent 
improvement in the health conditions of a country. The 
whole revenue of a colony might be spent on the alleviation 
of disease and the cure of the sick and the most up-to-date 
and costly methods might be used, without much evidence 
of improvement in the general health conditions. ... Cure of 
the sick is important from a humanitarian point of view, but 
the allécation of the available funds between that. service 
and the prevention of illness, which also has a humanitarian | 
aspect, must-at all times be carefully watched.” . 

West Inpia RoyaL Commission Report, p. 142. . 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


THE fighting war is supposed to be over; we and our 
Allies occupy the lands of our foes; yet it is hard to 
discern any real signs of peace returning to the stricken 
world. The process of conquest, spoliation, and reprisals 
goes on; the promises and duties of the victors under 
the Atlantic Charter are thrust aside in favour of policies 
of revenge and expropriation. The powers that claimed 
to be fighting for all that was noble and virtuous are 
now quarrelling over the division of the spoils, while 
trials fan the fires of war-hatreds and executions are 
the order of the day. Even we, the British, ignore the 
cruelties now being perpetrated in Europe and connive 
at policies that must inevitably raise the death-rate 
from. famine and disease. As for the restoration and 
recivilisation of half the world, hardly anyone lifts 
@ finger to promote it. : 

I admit that Britain is in no state to dictate to her 
Allies, great and small. But do we not owe it to our- 
selves to proclaim our faith in more civilised standards 
‘and protest against the primitive abuses of victory ? 
Surely we have been needlessly dumb and fearful in the 
face of so much monstrous evil ? Will not history relate 
of us that we played an ignoble rôle in the peace and 
lost the moral leadership of the world which we had 
gained in the war ? . 

We in this country are the most politically mature 
people among the surviving powers today ; we possess 
the highest average standard of education and civilisa- 
tion. That is why our common soldiers, wherever they 
go, are respected and liked even by their enemies. They 
are natural agents of peace and it is both our duty and 
our own best interest to back them up. In our speech 
and in our press, both official and unofficial, we should 
rise to the best that is in us ; and by such efforts we may 
yet save the peace. , Š * 

The art of long lining is nearly extinct. But the 


secrets of this age-old method of catching large fish 
are stil] known to a few longshoremen on the south-east 


coast, though it is rare for them to invite strangers to ’ 


see it done. The line, a thin cotton or hemp rope, 
is about half a mile long with a small boat’s anchor at 
each end, and attached to these are thicker ropes four 
or five fathoms in length ending in a weighted cork 
float bearing a little flag. Every two feet a piece of 
- fishing line is attached bearing a large cod-hook. The 
whole apparatus lives carefully coiled up in a large 
wooden tub, Baiting is a formidable process. Bill, 
our bowman, nobly arose at 5 am and cycled several 
miles to the nearest sands and at dead low tide dug 
up twenty or thirty score of yellow-tailed lugworm, 
a task which strained even his powerful frame to the 
utmost. ‘Then, returning home, he helped Freddie, the 
coxswain, and Lardy, the engineer, to bait up. This 
means something over an hour’s intensive work for three 
experts. In our part of the world fish usually bite better 
when the tide is flowing and this begins with a northward 


current two hours before high water, followed by a` 


southward current some five hours later. 

In a small motor-launch, the line in its tub was taken 
out a mile to sea at 11 Am—an hour before high water— 
and the first anchor and buoy were carefully dropped. 
Then, with the motor at its lowest speed and the boat 
further controlled by Freddie with a pair of oars, Bill 
and Lardy paid out the baited line across the tide, 
steering a course straight out to sea. Half a mile farther 
out the second anchor and buoy went down and the 
launch returned home. . 

At 3.15 we launched again, Bill in the bows with an 
empty tub and Lardy standing behind with a large gaff. 
Old clothes were worn by all and a jaconet operating- 
apron by me. When you have had four suits ruined by sea- 
water you begin to get careful. We soon reached the 
first float and began carefully to heave up, Bill pulling 


in the line hand over hand and Lardy coiling it up behind . 


him till the first anchor came up. Then Lardy took up 
the gaff with a determined expression and Bill concen- 
trated on handing in and coiling the spent line in his tub. 
The first dozen hooks came up bare, probably eaten clean 
by crabs ; then up came a four-pound codling which Bill 
swung into the boat. Lardy tore out the hook with a 


quick jerk (if the trace broke it was left to be removed 
later when the fish were cleaned) and then leant out of 


| the boat to gaff an enormous dogfish which shot over the 


floor of the boat like an animated leopard:skin. Then 
the fun began in earnest. Five- and ten-pound cod, dog- 
fish, whiting, and pouting came in in a steady stream, 
Lardy’s ready gaff pulling in everything over four pounds. 
Then came a flurry of water, a gigantic heave, and in 
came an enormous tope, a kind of shark between twenty 
and thirty pounds with a vicious set of teeth. This 
horrible thing thrashed about the bottom of the boat 
trying to bite everything in reach, and when I carefully 
removed my feet from his vicinity made an upward leap 
into Lardy’s trousers. This really did delay the pro- 
ceedings a bit, but kicking him under a thwart the two 
men carried on their perfect team-work till the second 
ey a anchor were reached and coiled up to complete 
the job. ss 

The only complication of the voyage was when a 
naval trawler anchored directly over the middle of our 
line. Freddie, with surprisingly little nautical comment, 
told me that this happened with remarkable frequency, 
and as we crept under her stern it was a curious fact that 
two hand fishing-lines were entangled in our line and still 
more that the adjacent hooks were devoid of fish. No 
remarks were made by any of the crew as they sorted 
out the tangle. Perhaps this is one of the last surviving 
vestiges of the droit de seigneur. 

I was impressed by the size of the fish compared with 
the average catch in boat-fishing; but when I saw a 
huge cod disgorge a whiting the secret was out. In the 
five hours on the sea bottom the worms are taken by 
smal] fish which then serve as bait for the larger cod, 
which may themselves in turn be eaten by tope. The 
only exception seemed to be dogfish, whose tough skins 
gave them immunity from this cannibalism. Altogether 
in an hour we caught about 20 stone of fish, and half 
an hour later the cod and whiting, neatly cleaned, were 
adorning the fishmongers’ slabs. The dogfish and shark 
had disappeared. I don’t really know what happened 
to them, but I did notice the ample supplies and unusually 
brisk trade being done by the local fried-fish shops as I 
returned from my night round at the hospital. My 
own share was a sizeable cod, a conger eel about three 
feet long, and a grandfather pouting, a delicacy only 


to be eaten by the favoured few. 
cd * * 


I’ve been following the correspondence about the ` 


under-employment of Army MOs with some interest. 
My present job is quite a busy one, even by civilian 
standards. But I still hear plenty of the other side of 
things from my colleagues in the mess. The chief glut 
seems to be in surgeons just now, for “authority ” 
doesn’t seem to have appreciated the fact that 
in the tropics the ratio of medical to surgical 
conditions is far higher than at home, particularly now 
that fighting has ceased. The method taken to combat 
this excess of MOs is to keep them on the move—it has 
been estimated that one would have 50% more working 
doctors in India if steps were taken to get them off the 
trains, for most journeys in this country are good for 
24 or 48 hours’ travelling time. Naturally, this being 
India, a high number of ‘“ postings” implies a fair 
number of mistakes. Last week a friend of mine was 
posted to a non-existent hospital, and w=- ‘aweo nwi, 


people posted to our unit who were later, siscovered nov 


to be in India at all. The general in pression, from 

below, is that of a maniac trying to solve , jig-saw puzzle 

by keeping the individual pieces in a flurr e of movement. 
* + * l . 

Apollo now stands again in gilded g ory above the 
great staircase of my overcrowded though kenerable club. 
While he was being replaced a notice wa į found pinned 
to the scaffolding, somewhat as follows : : 

“ This scaffolding has been erected by 

for the convenience of members who mi 

themselves. The club servants have be 

_ render any assistance in their power, and it 

many members as possible will avail th 
opportunity.” 

It was feared that the notice might have 

practical joke, so the suggestion was no 

upon. ee 


ithe Committee 
wish to hang 
instructed to 


widely acted 


hoped that as ; 
selves of this | 


| 


een a form of ' 


| 
| 
| 


THE LANOET] 


Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


WE have had a week of important debates, and the 
one on demobilisation brought a sharp clash between 
Mr. Churchill as leader of the Opposition and the leaders 
of the Government. Mr. Churchill wanted to reduce 

the Navy to its pre-war strength of 133,000, the RAF 
to 400,000, and the Army to 1,000,000. But Wing- 
Commander Strachey, who replied to the debate, 
affirmed the Government’s intention to maintain the 
demobilisation plan by age and length of service and 
suggested that Mr. Churchill’s proposals would mean 
tampering with this. The delay in the demobilisation 
of officers -does in fact affect medical officers although 
they are, theoretically, excluded. A suggestion made in 
the Press that short-term commissions for special classes 
of officers would help over this difficulty might well be 
extended to medica] officers. Mr. Strachey also pointed 
out that the exact size of the Service intakes for the 
next year have not yet been fixed. But this does not 
hold for medical officers, where the intake is continuing 
as it was before the end of the war. 

The first Budget of the first Socialist Government 
with a majority has given relief to millions of taxpayers 
and investors, and to industry a 40% reduction in EPT. 
Mr. Dalton’s speech as Chancellor of the Exchequer 
received high praise from Sir John Anderson, his pre- 
decessor in this office, modified by the statement that the 
continuance of war expenditure in peace was “‘staggering ” 
and should be brought to an end. | | 

That the Budget underpins the level of the standard 
of life in this country is generally agreed. Food prices 
are to be maintained at their present level by subsidies, 
and costs of building materials, such as gas and electric 
stoves and all kinds of heating appliances, are to be freed 
from purchase-tax. But not motor-cars. - : 

Most of the changes now announced come into effect 
next April, but we shall not see the full effect of the 
Budget until the first regular peace-time Budget is 
introduced according to practice next year. We do 
not, for example, yet know what arrangements will or will 
not be made to end Lend-Lease. We do not know 
whether we shall have to tighten our belts still more and 
cultivate our own gardens even more intensively. Nor 
do we yet know what strains may be placed upon our 
economy by events in Europe this winter. 

Closely linked with the looming horror of a starved 
and diseased Europe in the months to come was the 
debate in the Lords on the quality of our own bread. 
What should our policy for nutrition be if, because of 
demands by Europe and difficulties about financial 
arrangements with the USA, we have to live largely 
from our own resources ? The continuance of the Ministry 
of Food is a safeguard of the highest importance if we are 
to be subjected to the strains and stresses that may 
afflict us. And when the House of Commons turned to 
discuss the conditions of Europe in the debate on Friday 
we were brought face to face with what some of those 
conditions may be. l 

The Foreign Secretary told us that some 25,000,000 
people, some from Poland east of the Curzon line, some 

~ from Sudetenland in Czechoslovakia, some from the 
-new Polish territory lately taken from Germany, some 

= Blave labourers brought into Germany by the Nazis, 
- „were moving about in different directions—going and 
"yı coming—and all at the same time. In Eastern and 
| Central Europe, which used to feed the industrial West 

i |’ of Europe, there were now no reserves of food. Every- 
1):4;:where in Europe there was lack of transport. In 
tt | “countries where there was food, such as Denmark, there 

' was a shortage of coal; in Germany there was no coal 
ie} or domestic consumption and only a little for essential 
og |i services and for industries. But the Government, in 
té h ‘wsgociation with their allies, were doing all they could. 
‘ High tributes were paid to the British authorities 
“n the British zone, but they could not of course deal 
vith more than their own problem. 

-iT Sir Arthur Salter, who opened the debate, considered 
| 1b possible to provide transport, food, and coal for Europe 
| y a great effort in international organisation. The 
neat needed for Europe could be provided from North 
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America by subtracting from their present abundance 

the surplus over their peace-time consumption. There 

was a surplus of wheat in the world. Motor transport 

vehicles, in the thousands needed, existed under allied 

military control and should be put at the disposal of the 

supply service agencies of the Governments and of 
NRRA 


Against famine and disease, the Foreign Secretary 
said, we must have a cordon sanitaire of relatively well- 
fed people in Europe to repel epidemics. And in addition 
to that we must not reduce our own rations from their 
present level or we should expose our own people to the 
dangers of epidemics. And—warned Mr. Bevin—we 
have to think not only of this winter of 1945—46 but of 
the following- winter. The debate has left the House in 
grave mood ; but there is a feeling that what can be 
done is being done, that we are being successful to some 
extent, and that we must, as Mr. Bevin said, continue 
to view the situation in its proper perspective as the 
result of the terrible destruction brought about by the 
war against the Nazi enemy. | 


FROM THE PRESS GALLERY 


Bread and National Nutrition 


In the House of Lords on Oct. 24 Lord HANKEY 
moved that the health of the population should be the 
guiding principle governing the nutritional policy of the 
Government, and that in applying that principle to 
bread the health of the consumer should be the primary 
factor, and milling and other interests should be developed 
in harmony with this policy. He said that during the 
debate initiated by Lord Teviot last February it was 
recalled that the adoption of low-extraction flour at the 
end of the last century had been followed by an increase 
in anæmia, much subnormal health, a grave deterioration 
in the teeth of the nation, and a consequent increase 
in digestive troubles ; that successive Governments had 
discarded the warnings of their experts, until in March 
1942 Lord Woolton crowned his great nutrition policy by 
introducing 85% extraction bread. That bold step had 
been followed by many improvements in health, and 
the gravest doubts had been expressed about the later 
reduction to 824% last autumn, and to 80% in the New 
Year. During the eight months that had elapsed since 
the undertaking was given by the Government that if 
they were wrong they would go back to 824%, official 
figures and facts had been published! which showed 
that to go below 80% was unthinkable and that we ought 
to go back to 824% or preferably to 85% bread. Flour 
of 80% extraction was milled in this country from home- 
grown and imported wheat, but before it was made into 
bread it was mixed in proportions varying at different 
times and places with imported flour of 75% extraction. 
This mixture resulted in an over-all national flour of 
719-25% extraction. Thus, the extraction-rate had now 
been reduced to a level midway between the 85% bread 
and the 72-73% ‘‘ poverty ” bread of pre-war days. 


THE LITTLE MORE 


As regards quality, the 85% flour, Lord Hankey was 
assured by experts, contained a more valuable assort- 
ment of proteins than the 80% flour, a loss which could 
not be stated in figures, or corrected by fortification. 
The 80% flour also showed losses of 10:2% of vitamin B 
and 20% of riboflavine compared with the 824% flour 
of last autumn, and losses of 19-2% and 38-5% respec- 
tively compared with the 85% flour. These losses had 
been described as ‘“‘ disturbing ” in The Lancet.2 Nico- 
tinic acid in our present flour had lost 8-3% compared 
with last autumn’s flour, and iron was reduced by 163%, 
and 21:7% compared with Lord Woolton’s flour. Thus the 
change from 85 to 80% extraction had meant, besides a 
loss of high-quality proteins, a decrease of nearly a fifth of 
vitamin B, 38% of riboflavine, more than a fifth of the iron, 
and a huge reduction of bran. No nutritional advantage, 
so far as Lord Hankey knew, could be claimed for the 
80% flour—nothing except a slightly whiter appearance. 

In a survey ? of the health of the Channel Islanders 


after the German occupation, when the extraction-rate 


of their flour had been practically 100%, Banks and Magee 


1. See Moran, T., Drammond, J. Lancet, 1945, i, 698. 
2. June 2, 1945, p. 693. l 
3. See p. 569. 


@ 
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found no widespread malnutrition, and the teeth of the 
children. were in excellent condition. After a little 
upset, due to the.coarseness of the diet, most of the 
people and the medical profession had come to.like the 
bread and regretted its disappearance when the relieving 
forces arrived. There was little wrong with the health 
and efficiency of the adults. 5 
All the evidence showed, Lord Hankey continued, that 


the late Government were wrong and that we ought to go 


back to 824 or 85% in accordance with Lord Woolton’s 
pledge. The Government should also ask their medical 
and nutritional experts to advise them what was the 
best bread from the point of view of national health, 
and if it was found that 824 or 85% extraction was 
necessary for public health, the millers and bakers could 
still produce a palatable loaf. | 


AGREEMENT AT A CONFERENCE 


Lord HORDER, in supporting the motion heart an 
soul, said that at a recent conference on the post-war 
loaf attended by the representatives of four Government 
departments, the Medical Research Council, the milling 
and baking industries, and the flour importers agreement 
had been reached on three important matters. First, 
that there could be specified three essential token 
nutrients present in the wheat berry. Secondly, that 
the amount of those present in flour could be assayed 
without difficulty. Thirdly, that a minimum quantity 
of each of these token nutrients should be required to be 
present if bread were to remain, as in the past four years, 
the main contributory factor in the nation’s health. 
Thus, assuming that the Government would decide to 
continue to regulate the character and quality of flour, 
and therefore of bread, after the present emergency 
control came to an end—and surely the Government 
would do that—then the Ministers have a basis upon 
which to work. The conference had also discussed 
whether we should stick to our present policy of obtaining 
these nutrients from the natural] source, or. whether we 
should lower the extraction-rate and make bread a 
medium for dispensing these substances artificially 
produced. Speaking for himself Lord Horder said he 
was a strong advocate of the natural sources of these 
substances. But at the conference the question was 
left open for further research. It was unanimously 
agreed that while research continued we should stick 
to the 80% extraction, because it had synchronised with 
such good health in this nation. He ought to add that 
though 80% extraction could give the minimal quantities 
of essential nutrients it might not do so. Whether it 
did in the hands of a certain section of the milling 
industry was another matter, and could be judged only 
by constant surveys. There was, Lord Horder pointed 
out, no strict relation between the nutritive quality 
of flour and the extraction-rate. Our present knowledge 
of how these important nutrients were distributed in the 
wheat grain was of recent origin, and it had enabled 
us to improve the technique of milling to such an extent 
that we could now direct into the flour the things we 
really wanted in order to make a good loaf. Bran was 
useful, but there was coarse bran and fine bran. The 
coarser fibre could be diverted elsewhere, and in propor- 
tion as that was done the loaf was whiter and became 
more acceptable to the average citizen. 

Finally, Lord Horder pleaded for publication of the 
result of the conference. He said he was not optimistic 
that it would allay contention, which had been a serious 
factor, perhaps, in the whole of this bread question; 
but at least it would inform the citizen exactly what the 
position was. 


LONG LIVE THE MINISTRY OF FOOD | 


Viscount ADDISON, Secretary of State for the Dominions, 
on behalf of the Government, expressed complete agree- 
ment with Lord Hankey’s motion. The Government 
owed a great debt to the Ministry of Food in emphasising 
the importance of the nutritional policy which underlay 
its supply policy, and he hoped we would never be 
so foolish as to throw away the benefits that had accrued. 
This Government accepted the necessity for the con- 
tinuance of the Ministry of Food. The scientific direc- 
tion of our rationing policy must have contributed 
largely to the maintenance and improvement of the 
national health. He would not describe advantageous 
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additions—such as vitamins to margarine—as doctoring 
food. Our health statistics, largely influenced by our 
better feeding, had shown a remarkable improvement, 
despite the war, and he hoped the country would come 
to regard the Ministry of Food as an essential part of 
our natural economy. With regard to. the conference 
mentioned by Lord Horder, the Government wanted 
this matter to be removed from the realm of guesswork 
into a realm of greater certainty, and so they accepted 
the suggestion that the report should be published. 
The Minister of Food had authorised him to say that he 
would give every help in furthering researches. The 
conference was unanimous in recommending that in the 
meantime the present fiour should be maintained, with 
the improvements and additions brought about by the 
better methods of milling, and the Government proposed 
to accept this advice. The guiding principle at the 
Ministry of Food, declared Lord Addison, would be the 
health of the nation. 

Lord LLEWELLIN said the new loaf was introduced 
when he was Minister of Food. Describing the research 
at the Ministry’s cereal research station at St. Albans, 
which led to the adoption of the 80% extraction of flour, 
Lord Llewellin said that it was discovered that vitamin B,, 
and most of the others, were concentrated in part only 
of the wheat germ and that that fraction could be ground 
so as to ensure that by far the greater part of it went 
into the flour. When the 80% extraction loaf was intro- 
duced there was no appreciable falling off in the nutri- 
tional standard of the people. There was no doubt 
that 80% flour kept far better. When he visited the 
research station, where loaves were collected from nearly 
every baker in the country, he was appalled to see how 
many bad loaves there were of 85% extraction. He 
believed that the steps which he took in reducing the 
extraction-rate first to 80%, and getting the post-war 
loaf conference to meet, would save this country from 
going back to a 70 or 72% loaf. The present loaf contained 
all the qualities necessary for good nutrition and -was 
welcomed by the people. 


Food for Europe 


In opening a debate on conditions in Europe Sir 
ARTHUR SALTER suggested that if millions froze and 
starved this winter it would not be the inevitable con- 
sequence of material destruction and world shortage of 
necessities. The coalmines of Europe, he declared,,; were 
substantially untouched, sufficient motor transport 
existed to make good the loss of locomotives and railway 
wagons, and there were ample stocks of wheat. The 
extra importation of meat needed to cover the bare 
necessities of the civilian population of Europe was not 
greater than the amount by which the meat allocated 
to civilians across the Atlantic exceeded their pre-war 
consumption. The sugar shortage, he thought, would 
not be serious. With a few exceptions raw materials 
were ample and there were considerable military reserves 
of motor transport, food, medica] supplies, and blankets. 
He was not a hostile critic of the Government and he did 
not ask for a change of policy but an acceleration. Even 
now renewed representations . might postpone mass 
removals in Eastern Europe till the worst of the winter 
was past, and an urgent appeal to the United States and 
Canada might persuade them to join us in insisting that 
military convenience must be subordinated to civilian 
necessity. 

_ Mr. E. BEvIn, the Foreign Secretary, replying, said 
that the Government were keenly aware of the serious- 
ness of the situation. He realised that unless we used 
all the means at our disposal we were in danger of a 
terrible epidemic this winter. The Channel could stop 
Germans but not germs. In 1918 epidemics had killed 
more people than the war, and today hunger and priva- 
tion might be more devastating than the atomic bomb. 
But we were doing our best to build a defence. By 
feeding the victims we were constructing a cordon 
sanitaire; but resistance in our own country, with a few 
ounces of fat a week, was pretty low. Shortages in 
Europe were due in part to the failure of the exporting 
countries to make a maximum contribution to the needs 
of the world. Food relief must be organised on an inter- 
Argentina, for instance, he believed, was 
burning maize because she could not get oil. It would 
be common sense to send oil into Argentina, take the 
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maize for America, Canada, and ourselves, and divert 
the wheat to Europe. But ‘politics intervened. Speak- 
ing of the difficulties of UNRRA, Mr. Bevin said that if the 
grant of. £450 million which Congress was now debating 
was not carried UNRRA would be broken. . Its evolution 
- had been remarkable but its responsibilities were growing 
too. At a rough estimate, for instance, it had to 
handle over 20 million displaced persons. 

Sir BEN Smrra, Minister of Food, thought that the 
picture should not. be overdrawn. In most European 
countries the levels of consumption were far from starv- 
ation, though they might involve hardship. But in 
certain areas, notably in ex-enemy countries, there was 
really a danger of starvation. It was estimated that the 
daily calorie level of food consumption of non-farm 
consumers—taking into account rationed and unrationed 
food—varied from. as low as 2000 calories in France to 
8000 in Denmark. Our own was between 2800 and 2900. 


A diet. of 2000 calories a day, provided it contained. 


proteins and other essential nutrients, was sufficient to 
maintain a reasonable nutritional standard for a limited 
period, though not for full physical vigour of the popula- 
tion as a whole. . to the black spots, he said that 
in the British zone in Germany it was only possible to aim 
at 1550 calories, and in most places the actual consump- 
tion level varied between 1300 and 1400 calories. 
Between D-day and the end of last September we had 
sent 850,000 tons of food-supplies to Europe, and Sir 
Ben hoped the total would reach 1,000,000 tons by 
December of this year. We had kept our own rations at 
a comparatively low level to be able to do this. Other 
substantial contributions had also been sent to Europe, 
notably from North America. 
The prospect of world feod-cunpiies for the coming 
year was disquieting. In meat there was a deficiency of 
200, 000 to 750,000 tons, in oils and fats of 500,000 tons, 
and in sugar of 7 50,000 tons. Until recently wheat was 
one of the few foods of which there was no shortage. 
But exceptionally heavy demands and bad weather had 
changed the picture, and it was clear that it would take 
‘careful management of world supplies to carry us into the 
next season. The use of wheat and rye for human con- 
sumption should be given full priority over food for 
animals.. In view of the world shortage of food there was 
a danger that we might not be able to maintain our pre- 
sent rations. His first duty must be to restore the cuts 
made since VE-day. If there was any surplus he would 
be only too pleased to join with anybody else to alleviate 
distress in Europe. A survey was being made of changes 
in the fcod situation that might arise as the result of 
demobilisation. He would be happy to meet the sponsors 
of the. motion—say i in ten days’ time—and tel] them what 
he had got. But any help he could. offer would have to 
be distributed in the British zone and in Vienna. He 
could not hope, with the small amount he was likely to 


have, to make any contribution to the larger problem. _ 


QUESTION TIME 
Hospital Accommodation in South Wales 


Mr. GEORGE THOMAS’ asked the Minister of Health how 
many voluntary hospitals in South Wales excluded non- 
contributors from entry.—Mr. A. Bevan replied: I‘under- 
stand that 24 of the 45 voluntary hospitals in South Wales 
normally exclude non-contributors, but that all except 1 
admit cases of urgency although non-contributory. 


Nursing Staff at Colony for Mental Defectives 


Dr. L. Comyns asked the Minister if he was aware that in 
the South Ockendon Colony for mental defectives in Essex, 
the nursing staff was less than 50%. of actual requirements ; 
that a young student nurse was often in complete charge of 
50 to 60 patients; and pending an improvement in the 
nursing situation, if he would agree to an extra allowance 
being paid to such student nurses in recognition of the 
additional work and responsibility—Mr. Bevan replied: 
I am aware that, as a result of the widespread shortage of 
nurses, the position on the female side of the colony is as 
stated. Any proposals for amendment of the recommendations 
of the Rushcliffe subcommittee on the salaries of mental 
ee which are of national application, oe be made to 
t 

ə subcommittee. Sale of DDT 


Lieut.-Colonel U. Corser asked the Minister of Agriculture 
whether, in view of.its deadly effect on all insects, including 


bees, he proposed to impose any restrictions upon the sale and 
use of the new insecticide DDT.—Mr. T. Wr.1ams replied : 
There is no direct evidence that gammexane and products 
containing DDT are likely to have harmful effects in this 
country when used for agricultural purposes strictly in 
accordance with the directions of the manufacturers. Further 
research and experiment is being carried out, however, and if 
any danger is discovered in the use of these "materials action 
will be taken. I understand that the production of DDT has 
not been decontrolled but that limited supplies have been 
released for the manufacture of insecticides for general sale. 
There has been ‘no control over the - production of 
gammexane, 


| Tuberculosis | Alowa 


Dr. STEPHEN Tayzor asked the Minister if, in view: of the 
alarm which was created when the. allowances were stopped, 
he would arrange for allowances to tuberculous patients 
to: continue, in cases which were considered incurable, on 
the same terms as for curable cases.—Mr. BEVAN referred Dr. 
Taylor to his written reply of Oct. 18 when he explained that 
the powers under which the allowances were paid did not 
pérmit him to extend the scheme. 

Dr. TAYLOR : Would the Minister look again at this situa- 
tion, because these people, when they are. deprived of'their 
allowances, are, in effect, receiving a death sentence.—Mr. 
Bevan : This is a most grievous and painful affair. I have 
not, however, any powers to alter the situation. I will look 
into the administration to see whether I have sufficient 
powers to alleviate it, but this and other anomalies will, I 
hope, be ironed out when we eye the all-in scheme of N ational 
Insurance. 


- Medicine and the Law 


_ Reinstatement in EMS after Release from ‘Services . 
. THE ‘Reinstatement in Civil Employment Act was 


. passed in 1944 to oblige the former employer to put — 


ex-Service personne] back into employment ‘‘ on terms 
not less favourable ” than those which would have 
applied to the occupation if the personnel had not 
entered the service of the Crown. If such reinstatement 
is not “reasonable and practicable ’’ the ex-Service 
man is to be re-employed ‘‘in the most favourable 
occupation and on the most favourable terms and condi- 
tions which are reasonable and practicable in his case.’ 
It was realised, of course, that difficult cases would 
arise, and an interesting appeal under the Act has recently 
been heard. 
. A surgeon held a class 2 appointment (£500 a year plus 
£100 living-out expenses,. with permission for private 
practice) from the establishment of the Emergency 
Medical Service until June, 1943, when he was com- 
missioned in the RAMC as a surgical specialist. Being 
in group 1, he was demobilised last July, and he 
applied to the EMS for reinstatement. His application 
was rejected on the score that the EMS was virtually 
on the point of being wound up, but he was offered a 
whole-time appointment at £800 a year, plus £60 a year 
war bonus, plus £100 a year living-out expenses if accom- 
modation and maintenance was not claimed. He was 
unwilling to accept this and decided to appeal to a 
reinstatement committee. This committee has decided 
that the Ministry of Health should reinstate him in a 
position similar to that which he held at the time when 
he joined HM Forces, and that the appointment should 
be in the London area. 

The practitioner was represented and assisted by the 
London and Counties Medical Protection Society. 


Royaz MEDICAL BENEVOLENT FUND = quarterly meeting 
of. the committee of management was held in London on 
Oct. 24 with Sir Arnold Lawson, the president, in the chair. 
The report of the treasurer was encouraging both as regards 
subscriptions and legacies. A subcommittee has been 
inquiring into the possibility of establishing a home for 
beneficiaries of the Fund who have no-one to look after 
them, and the prospects are now very good. Negotiations for 
suitable premises which would house twelve persons are well 
in hand, and the executive was cheered by the receipt of 
a cheque for £300 as a nucleus of the fund which will have 
to be raised for this new venture. . l 
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Letters to the Editor 


DOCTORS FOR INDUSTRY 


Sir,—At last steps are being taken to institute 

lectures on industrial medicine and to grant a diploma 
in that subject. I have long advocated such a course 
and in an article published in the August issue of the 
Prescriber I outlined what I considered to be the subjects 
to be professed by candidates. I am astounded at the 
lack of initiative displayed by certain of our universities 
and medical schools in this connexion, and I am quite 
in agreement with the recommendation that such 
diplomas should be granted by the Royal Colleges rather 
than by the universities. 
_ Industrial medicine is a subject which has been too 
long neglected in this country. In spite of the great 
value of the Factories Act which came into force on 
July 1, 1937, there still remains much to be done to 
improve conditions in factories. There are still factories 
in this country whose health standards are far too low. 
No great step forward can be expected until action is 
taken on behalf of the workers by factory medical 
officers and welfare staffs. Absenteeism due to sickness 
means lowered production so that it is in the best 
interests of factory managements to pay attention to 
the conditions under which their staffs work. 

I am personally of opinion that the possession of a 
Diploma in Industrial Medicine will do much to improve 
the worker’s position, for the doctor who has obtained 
such a diploma will naturally have given the subject 
careful and special study. This will be specially so 
in the case of younger men who have not had long years 
of factory experience such as we older men possess. 
I am, therefore, glad to learn that the Society of Apothe- 
caries are instituting a Diploma in Industrial Medicine. 
This is a good beginning which I trust the Royal Colleges 
- will presently imitate. 
Edinburgh. JAMES BURNET. 


PSYCHIATRIST AND PRIEST 


Sir,—For centuries there has existed a happy partner- 
ship between the doctors and the clergy, and the doctors 
have recognised that the clergy have a definite function 
in the ministry of healing. 

The right of the patient to the ministry of his own 
Church, if he so desires it, has always been admitted by 
the doctor, irrespective of his own religious beliefs ; and 
no barrier has ever been erected against such visits. 
Christian doctors go further, and realise we have a con- 
tribution to give. Others at least tolerate our presence, 
even if they merely think we cheer the patient up ! 

A new development in medicine has caused a tension, 
which if it is not frankly recognised, may cause real 
damage to the patient. 

Psychiatry has in some ways invaded the province that 
formerly belonged to the Church. Psycho-analysis is a 
‘variant of the confessional. ‘‘ Neutral atmosphere ” is 
not unlike the idea of a retreat, and ‘‘ breaking down ” a 
patient—with its effects of agony and sense of guilt— 
followed by release, and rebuilding of the personality 
closely resembles the processes of evangelical conversion 
as described by James in his book Varieties of Religious 
Experience. 

I do not myself regret this. I recognise the value of 
psychological discoveries, although I would utter a word 
of caution—this science is in its infancy, and much that 
it claims remains to be proved by time. Ihave frequently 
recommended those of my Church who consult me, to 
visit a psychiatrist, when I have detected symptoms 
of psychological disturbance needing an _ expert’s 
treatment. | 

But a recent case raised an acute issue. The patient, a 
member of my Church, desired my spiritual help, and was 
in my charge before visiting a psychiatrist. The psychia- 
trist told me that he was to be ina “‘ neutral atmosphere,” 
and so I was not to intervene. Furthermore I was told 
that, owing to the nature of the case, his true personality 
was not known, so I could not minister to him; and finally 
I was told that he was too sick mentally for me to see 


This is an impossible position theologically. If the 
tlergy represent Christ, mediate His healing powers, and 


AND PRIEST [Nov. 3, 1945 
are ordained to bring the gift of the Holy Spirit to the 
sick, it is obvious that this healing power of the Spirit will 
operate at whatever psychological level the patient may 
be; nor can there be any neutral zone for the Spirit ; and 
the more sick the patient is, the more he needs the 
ministry of Christ. The doctor may not agree with this 
view, but if the patient holds this belief, which is based on 
the gospels, he is surely entitled to the ministry of his 
own Church ? | ` 

If the clergy attempt any kind of psychological treat- 
ment, the doctor may justly prohibit them from seeing 
the. patient ; but surely he may not do so if they confine 
themselves to their spiritual work ? Is it wise to bisect 
the patient’s personality ? Can we say that he must be 
segregated for psychological work, and then, if necessary, 
afterwards be permitted spiritual healing ? Are not.the 
two processes simultaneous, and not in any sense con- 
tradictory ? a 

- But suppose the doctor thinks that a particular priest is 
not helping his patient ?—It may be that occasionally the 
clergy think a particular doctor is not successful. It is 
not their duty to intervene. It is for the medical pro- 
fession to decide, perhaps by calling in another opinion. 
The doctor cannot, per se, pronounce upon the value of 
our spiritual work. He can, if he chooses, refer the 
question to our bishop. 

Many doctors recognise the spiritual element in the 
patient, and in addition to their medical treatment 
include spiritual help. Again I welcome this. But I do 
not think that because they feel this need of their patient, 
and because they help with it, they should debar those 
of us who are specially ordained for this function, 
provided always the patient has asked for our help. 

I might add that Jung in Modern Man in Search of a 
Soul urges that clergy and psychiatrists should work 
together, and coéperate closely. , 

The Rectory, Cheltenham. J. B. GOODLIEFE. ‘ 


RENAL ANOXIA 


Str,—In his interesting letter of Sept. 29, Dr. Trueta 
states that his views on the probable cause of renal 
anoxia differ from ours in that we have attributed this 
anoxia to peripheral circulatory failure whereas he con- 
siders that renal failure ‘“‘ consequent upon traumata ”’ 
can be better attributed to interference with the (renal) 
blood-supply. May I point out that in the introductory 
paragraph of our paper of Sept. 8.we emphasise that 
“ diminished renal circulation is probably the constant 
factor ” in the production of the rena] anoxia syndrome. 
We tried to make it clear that reduction in renal blood- 
flow from any cause could give rise to the syndrome, and 
quoted the experiments of Scarff and Keele (Bri. J. 
exp. Path. 1943, 24, 147) in support of this hypothesis. 
We emphasised the frequent association of the renal 
syndrome with peripheral vascular collapse because we 
felt this point had been too often overlooked. What we 
obviously have not succeeded in defining is our idea of 
the relation between peripheral vascular collapse and the 
renal blood-flow. The work of Lauson et al. (J. clin. 
Invest. 1944, 23, 381), which we quoted, has made this 
clear in the case of circulatory collapse following injury. 
These authors state: ‘‘ This investigation confirms the 
hypothesis that the urinary findings in shock . . . are 
the result of decreased circulation through the kidney.’’ 
We believe that similar interference with renal circulation 
occurs in many of the other conditions we cited, such as 
blackwater fever. 

I think we can therefore claim to have come to much 
the same conclusions as Trueta in regard to the cause of 
renal anoxia in trauma. We seem to be agreed that there 
is a diminution in renal blood-flow. What Dr. Trueta 
is stressing in his letter is not so much the method of the 
production of anoxia in these cases as the mechanism 
by which the renal flow is altered. We had originally 
planned to consider such mechanisms in our paper but 
have held discussion of them over for another time. 

Dr. Trueta suggests that diminution of renal blood- 
flow may be brought about by arterial spasm, probably 
reflexly produced, and quotes evidence in support of this. 
Such reflex constriction of the renal vessels was, I think, 
also demonstrated in some experiments McLean and I 
did before the war (Brit. J. exp. Path. 1942, 23, 239). In 
these experiments keiselguhr was injected into the renal 
arteries of rabbits. A slowly developing but persistent 
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hypertension resulted which was terminated by section 
of the renal nerves. and which did not appear if- the 
nerves were cut before the keiselgubr injection. Our 
interpretation of these experiments was that the hyper- 
tension resulted from a Goldblatt ischemic effect brought 
about by generalised reflex renal vasoconstriction. 

I have recently been going through some of the sections 
of the kidneys of the animals used in these experiments 
and in others in which the renal blood-flow was reduced 
by arterial clamps (see McLean, F. J., Maegraith, B. G. 
J. Physiol. 1939, 95, 7 P). In many of these there are 
extensive degenerative changes in the renal tubular 
epithelium, some distension of tubules, and often casts. 
Unfortunately, during these experiments we did not 
study the kidney function very carefully, but, had we 
done so, I think we should have found evidence of the 
renal anoxia syndrome. 

It is-perhaps significant that in the keiselguhr experi- 
ments (Ibid, 1938, 92, 44 P) we noted that “the blood- 
urea N ... rose sharply after the injection . .. and 
returned to normal in 3 to 9 days” and that “ after 
injection . . . the output of urine per day decreased for a 
period of 3 to 10 days and then sometimes exceeded the 
former normal volume.”’ BRIAN MAEGRAITH. 

Department of Tropical Medicine, 

University of Liverpool. 


Sır, —Like your correspondents, Dr. Rosemary Biggs 
(Sept. 22) and Dr. Trueta (Sept. 29) and doubtless many 
other of your readers, I was deeply interested in the 
paper of Professor Maegraith and his associates (Sept. 8). 

er since I began my work on pre-eclampsia and 
eclampsia—of which oliguria and anuria are marks—I 
have attributed the changes in the kidney to an ischemia, 
leading to complete anzmia of the greater. part of the 
cortex, not caused by a toxic agent. Maegraith and his 
colleagues in their paper discredit the play of toxins 
in the conditions they consider: G. W. Theobald also 
did so in the toxeemias of pre cy. 

Dr. Biggs states that ‘“‘ the incompatible blood- 
transfusion reaction is clearly a hypersensitive pheno- 
menon ” ; but she leaves out all reference to possible 
biophysical concomitants. | 

There are some reasons for including the eclamptic syn- 
drome in the connotation ‘‘ renal anoxia ” : the congestion 
of the renal medulla, common to it and all the other 
conditions mentioned—found even in a case of incom- 
patible blood-transfusion (Witts, quoted by Maegraith 
et al.)—is one. Maegraith emphasises this congestion as 
a feature of the cases. In my letter of March 10, 1945, 
I said ‘“‘ that to understand anuria, the cause or causes 
of congestion of the renal medulla must be elucidated.” 
But Dr. Biggs, apparent, ignores the existence or the 
significance of this congestion: Dr. Trueta does not 
mention it either. ; l 

Dr. Trueta believes the renal anoxia results from 
“ over-stimulation of the vascular nerves.” He attri- 
butes renal failure consequent on trauma ‘to inter- 
ference with the blood-supply ”: I agree. But if the 
anoxia of the cortex—and not all the cortex—is due to a 
renal arterial spasm, how explain the congestion of the 
renal medulla ?—and, moreover, the escape, for the 
most part, of the cortex next to the medulla ? 

I repeat what I have said before: an active congestion 
of the renal medulla must have some effect on the escape 
of urine from the cortex. If the urine becomes locked 
in the convoluted tubules, distending them, because it 
cannot traverse Henle’s hairpin loops enveloped by 
capillaries bulged with fast-flowing blood derived from 
glomeruli nearest the medulla, since the whole organ 
is invested by a capsule not capable of illimitable expan- 
sion whereby the medulla is bodily pressed towards the 


renal pelvis, further jambing the parts, the pressure of 


the urine in the cortex in time will obstruct the passage 
of blood through the cortical capillaries. In anuric 
conditions, the: cortical intertubular capillaries are 
difficult to find ; the tubules are distended, with flattened 
cells. Hence, the value of decapsulation or splitting 
the renal capsule—when done early, before the anoxia 
has had much effect. Hence also the rationale of 
withholding fluids in these cases, and many other 
measures——venesection, the Trendelenburg position, and 
spinal anzesthesia. 


Rugby. | R. H. PARAMORE. 


probably low. 


DEMOBILISATION OF DOCTORS 


Sm,—After reading the various Service. records of 
different officers which have appeared in your columns 
I think my experience would be of interest. 

Qualified 1939 (July). Volunteered 1940 (April). 
Overseas 1942 (May). In November, 1943, my unit was 
moved and remained in a transit camp till April, 1944, 
during which time I was doing medical work for 6 weeks 
at the most. In May, 1944, I was attached to a large 
civilian firm operating in the Middle East. In March, 
1945, I was withdrawn and became regimental medical 
officer to a unit, doing 2 hours’ work on my most busy 
days. In May, 1945, I was again attached to the civilian 
firm, where I still am. Hence since November, 1943, I 
have been in medical military employ for a negligible 
period. My release to the firm has been refused. Never- 
theless, during my time with the firm, five (5) young 
(i.e. under 80) recently qualified doctors have been- 
exempted from military service to join the firm. 

OvER FIvE YEARS AND ONLY GROUP 25. 


THE HEALTH OF ETHIOPIA 


Sir,—Dr. Ruth Young (Lancet, 1944, i, 797) noted 
that when she visited Ethiopia deficiency diseases did 
not appear to be common. She also wrote: “ Tuber- 
culosis does not seem to be the scourge it is in other parts 
of Africa, and much of it is of the bone, gland, and 
abdominal types.’ Certainly severe specific nutri- 
tional disease is still uncommon, but it must not be 
assumed that the nutritional status of the majority of 
the town-dwellers is good : very far from it. A month 
in hospital on a good diet makes a great difference to 
their general physique and the condition of their skin. 
The importance of the intestinal parasites in influencing 
the nutritional picture needs emphasis. _ , 

Tuberculosis. appeared to us to be a major health 
problem. In the Hamanuel hospital in Addis Ababa 
the task of finding beds for tuberculous patients was a 
constant and apparently insoluble problem. Surgical 
and non-surgical tuberculosis are both qommon; and 
both acute and chronic cases are often seen. Mantoux- 
testing revealed a high percentage of positive reactors 
in Addis Ababa, in the rural areas a much lower one. 
This latter result is open to question, however, as it does 
not accord with clinical observation in many of the rural 
areas. , : | | 

As Dr. Young says, maternal mortality in Ethiopia 
cannot be assessed, since there are no vital statistics. 
But I would hesitate to endorse her impression that it is 


UNRRA, ayta S as Region K. R. LLEWBLLIN. 


CURARE IN ANÆSTHESIA 


Sır, —In his letter of Aug. 4 Dr. Ranyard West raises 
the question of the use of the term “ curare ” and of the 
danger of: expressing dosage in milligrammes of curare. 
The specimens of curare tested in the Squibb Labora- 
tories have been numerous, large in quantity, and well- 
documented as to origin. In fact, for a lohg time we 
have been in close contact with the sources of supply 
in South America and are able to obtain the drug locally 
under controlled conditions. 7 

In the United States the term ‘ Intocostrin,’ which 
represents Squibb physiologically standardised and 
purified extract of Chondodendron tomentosum (the plant 
from which the Squibb curare is obtained), is coming to 
replace the term “ curare ” in the medical literature, 
an indication of the appreciation of the fact that all 
curares may not be alike. The activity of intocostrin is 
probably wholly due to its content of d-tubocurarine 
chloride. Solutions of intocostrin and of pure crystal- 
line d-tubocurarine chloride have identical physiological 
activity in animals and man. 

Early in our investigations, when we had to adopt. 
some sort of a unit, we chose such unit as representing 
the activity of one milligramme of a standard drug— 
namely, a specimen of curare extract of satisfactory 
quality of which we had a large amount and about whose 
pharmacology we knew a great deal. Most of our 
curare extract now assays about two units per mg. In 
the last year or more we have been endeavouring to 
substitute the term ‘“ unit ’’ for a weight designation in: 
expressing potency and dosage. This becomes even 
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more imperative as d-tubocurarine chloride, a pure 
crystalline’ substance having a potency of 6-6 units per 
mg., becomes more generally available. 

Dr. West has also expressed concern over the occur- 
rence of bronchospasm in connexion with curarisation. 
We have not observed bronchospasm in dogs. In this 
country the possibility of laryngospasm and broncho- 
spasm have not been considered as deterrents to the use 
of the drug. In fact, several investigators believe that 
the incidence of laryngospasm in anesthesia is smaller 
when intocostrin is used in conjunction with an anesthetic 
agent. However, endoscopists have encountered con- 
vulsions and laryngospasm repeatedly when using the 
drug in combination with cocaine. Bronchospasm has 
been reported subsequent to lightening the plane of 
anesthesia. Dr. Duncan Holaday suggests (unpub- 
lished report) that it is possible that the generalised 
paresis which results from curarisation of unanesthetised 
subjects constitutes an extremely strong psychic 
stimulus, and that involuntary reflexes originating during 
an acute anxiety state so produced are of sufficient 
strength to break through pre-apneeic degrees of curarisa- 
tion, and to interfere with respiration by producing 
salivation and laryngospasm. 


E. R. Squibb & Sons, 
New York. 


. THIOURACIL IN GOITRE 


Str,— Dr. Cookson (Oct. 20) says that thiouracil is able 
to neutralise the toxic effects of thyroxine in the human 
subject. It may not have been his intention to give such 
an impression, but it is right to point out that the con- 
sensus of opinion is that thiouracil acts by preventing the 
synthesis of thyroxine in the thyroid gland. There is 
always a delay in the clinical. response to thiouracil, 
because the drug has no power to antagonise or neutralise 
thyroxine already formed in the body; and again a 


H. SIDNEY NEWCOMER. 


patient fully under the effect of thiouracil will stil 


respond to the action of thyroxine given orally. 
Cookson’s statement that iodine previously adminis- 
tered had no elose relation to the time-lag in response 
to thiouracil is also at variance with other experience. 
His own case of a pregnant woman who took iodine for 
13 months before she failed with thiouracil is a striking 
example of how the former may influence the action of 


the latter. 
Selly Oak Hospital, Birmingham. A. M. NUSSEY. 


*.«* We have referred this letter to Dr. CooKSON, who 
writes: ‘“‘ Thiouracil does not neutralise thyroxine in the 
chemical sense of acting directly upon it, but does neu- 
tralise or counteract effects due to the excessive secretion 
of thyroxine in toxic goitre. There is strong evidence 
that the drug acts, as Dr. Nussey says, by lessening the 
amount of thyroxine formed in the gland. -The failure 
of thiouracil in a woman in late pregnancy could not 
certainly be attributed to iodine, since my results as a 
whole showed that the response of patients who had been 
E Pame was little different from those who had 
not.” — ED. L. . 


VITAMIN-B DEFICIENCY AND NERVOUS DISEASE 


Dr. E. JENNER WRIGHT, in the course of a letter from 
Sierra Leone, refers to a statement in our leading article 
of Sept. 8, that the ‘‘ syndrome, which when full blown 
is characterised by a rapidly developing amblyopia 
(usually with central scotomas), cheilitis, glossitis, scrotal 
eczema, reflex changes, and involvement of cranial 
nerves, was first described by FITZGERALD MOORE in 
1930 in Nigerian school-children.’”’ Dr. Wright has 
already pointed out (Brit. med. J. 1944, ii, 352) that he 
described this syndrome and its treatment with vitamins 
(West Afr. med. J. 1928, 2, 127) two years before Moore’s 
paper appeared (Ibid, 1930, 3, 46). He adds: 

The syndrome I described in 1928 consisted of various 
degrees of glazing, soreness, and smarting of the tongue ; 
altered condition of the angles of the mouth; changes in the 
external eye, varnished appearance of canthi and conjuncti- 
vitis; thrush-like condition of the vulva or eczema of the 
scrotum; tremulousness of the tongue; altered, often 
asymmetrical knee-jerks; paresthesias in the extremities ; 
various degrees of failure of vision; difficulty of locomotion 
up to complete incapacitation. Defective vision was par- 
ticularly stressed and attention drawn to its importance and 


amenability in school-children if treated early by dietetic 
means—1i.e., cod-liver oil and yeast. 

The syndrome Fitzgerald Moore described two years later 
was a condition of loss of central acuity of vision in young 
adolescents thought to be due to toxic amblyopia or retro- 
bulbar neuritis with, as an stiological factor, a dietetic 
deficiency, because there had been antecedent “‘ sore tongue ” 
and “sore mouth.” He also mentions white patches at the 
edges of the lips. No other signs or symptoms of the 
syndrome are mentioned in this work which deals mainly with 
an ocular study of the syndrome already described by me. 

Later, in Leitch’s Dietetics in Warm Climates (London 
1930) Dr. Jenner Wright defined the syndrome he 
described as ‘‘a disease distinct from pellagra and 
beriberi, characterised by lesions of the mucous mem- 
branes and skin especially evident at the mucocutaneous 
junctions, associated with or followed by disorders of 
the nervous system curable by the addition of cod-liver 


.oul and yeast to the diet.” 


On Active Service 


CASUALTIES os 
PREVIOUSLY REPORTED MISSING, NOW PRESUMED KILLED 
Captain Prroy LOUIS, MRCS, RAMO ; 


DIED 
Captain JOHN DIVER, MB CAMB., RAMO 


AWARDS 
ri OBE 
Lieut.-Colonel F. S. FIDDES, MB EDIN., RAMC 
Lieut.-Colonel J. A. D. JOHNSTON, MO, MB GLASG., RAMO 
Lieut.-Colonel F. M. LIPSCOMB, FBOP, RAMO 


DSC 
Surgeon Commander A. C. K. YATES, MB 8YDNEY, FRCSE, ENVE retd 


On Oct. 20 we announced the award of the DSO to 
Lieut.-Colonel M. W. Gonin. The citation announcing the 
appointment states: | 


In the present campaign in North-West Europe Lieut.-Colonel 
Gonin has shown throughout great courage and powers of leadership 
of avery high order. As officcr-in-command of the light field ambu- 
lance attached to the 6th Guards Armoured Brigade, he has been 
responsible for the evacuation of all the casualties of that formation 
from the foremost areas. For the assault crossing of the Rhine, 
his unit formed part of the bank-control group on the right flank and 
he was entirely responsible for the organisation of the medica) 
arrangements on the banks. By constant supervision of all his 
many posts often under heavy shell and mortar fire he set an inspir- 
ing example to all his men which was largely responsible for the 
smooth evacuation of casualties from the far bank. 

More recently Lieut.-Colonel Gonin with his unit has been respons- 
ible for the actual evacuation of all the most serious cases from the 
worst ‘‘ horror” camp at Belsen. He has thrown himself into the 
part of organising this with tireless energy and despite the serious 
dangers of discase involved he has personally supervised all the 
arrangements throughout, and must have been responsible for the 
saving of thousands of lives. A measure of the danger is evident 
from the fact that almost 20 of the personnel working in camp 1 
have already contracted typhus. 


MEMOIR 


Captain PETER BARKEY, the elder son of Mr.: James 
Barkey of Newlands, Glasgow, was killed in Burma on 
Feb. 24. In 1941 he joined the RAMC 
and was posted overseas to Burma as 
RMO to the Ist battalion of the Queen’s 
Own Cameron Highlanders, and served in 
the bitter fighting at Imphal and Kohima. 
Later during the reconquest of Burma he 
took part in the long march to the 
Irrawaddy, at the crossing of which he was 
killed. 

Born 30 years ago, Barkey was educated 
at St. Aloysius’ College, Glasgow, and the 
University of Glasgow, where he gradu- 
ated MB in 1939. He spent a year and a 
half at Kilmarnock Infirmary as house- 
surgeon, later joining a general practice in 
Alloa. Both in civilian practice and in 
the Army, Peter Barkey quickly gained the esteem of his 
patients and men. Although he was rather shy, his kindly 
consideration and human interest won a permanent place for 
him in the hearts of those who came under his care. A man 
with many interests, he played tennis and chess, and was a 
member of the Glasgow Golf Club. But above all he was a 
reader, and already had built up a fine library which reflected 
his interest in arts and politics as well as in biology and 
medicine. | l 


THE LANCET] ~ 
Obituary 
JAMES CECIL MOTTRAM 


MB LOND., DPH 
Cecil Mottram died on Oct. 4 at the age of 65. Having 
qualified in 1903 from Cambridge and University College 
Hospital, he joined the cancer research laboratories of 
the Middlesex Hospital in 1908 as a Richard Hollins 
research scholar. 


From then onwards his investigations 
‘continued unbroken except for 
the years (1916-18) when he 
served in the Navy and threw 
‘himself into the problems of 
vision and camoufiage, a sub- 
ject on which he had contri- 
buted to the Proceedings of 
the Zoological Society in 1916. 

His experimental] researches 
in cancer cover three periods, 
at the Middlesex Hospital 
(1908-19), at the Radium Insti- 
tute (1919-37), and at Mount 
Vernon Hospital (1937-45); 
and they cover three main 
divisions of the subject— 
namely the effects of X rays 
and radium on normal and 
malignant tissues, the produc- 
| tion of cancer, and the develop- 
ment of methods of treating the disease. Though he 
was a man who thought out his own problems, he col- 
laborated both easily and successfully, and many were 
associated with him over a period of 37 years in various 
lines of research. -He was the first to draw attention 
to the remarkable fact that the dividing cell is more 
- vulnerable to radiation than in the resting stage, and 
the implications of this fact are still teasing the mind of 
the radiologist who would like to take advantage of it 
in treatment. His early work on the blood showed that 
the lymphocyte is a cell especially vulnerable to X rays. 
This is now so fully recognised that the first important 
change looked for in the blood picture of anyone 
insufficiently protected from radiation is a drop in the 
lymphocyte-count. is services in the cause of protec- 
tion against radiation were freely given in the British 
X-ray and Radium Protection Committee, and he 
reorganised the safety arrangements at the Radium 
Institute when appointed pathologist in 1919. In his 
mind the cause and cure of cancer presented inter- 
weaving problems, and knowledge gained in the former 
could be put to service in the latter. For many years 
he studied the production of malignant growths in mice 
by means of benzpyrene. In one of his last papers, A 
Diurnal Variation in the Production of Tumours (J. Path. 
Bact. 1945, 57, 265) we see a return to the conception that 
the mitotic activity of the cell is linked with an added 
vulnerability; this time not to X rays but to a carcino- 
genic agent. 

In Mottram were coupled a. keen inquiring mind and 
an active body. His industry was amazing, for besides 
his numerous papers in medical science he contributed 
to the natural history journals on a host of subjects, but 
mainly perhaps on the subject of fish. He was not only 
an artist but an expert fisherman who wrote and advised 
on the pollution of waters, the breeding-grounds of 
fish, and the diseases that affect them. It wasan education 
in itself to go down to the river with him, to watch 
that unerring cast, to see the trout brought to the river 
bank ; and then in less than no time the trout’s stomach 
had revealed its feeding, and Mottram was sitting on the 
grass tying that particular fly for the next victims. 
No wonder his basket or coat pocket was so seldom empty. 

He was the author of Controlled Natural Selection 
and Value Marking, Fly Fishing, Trout Fisheries, and 
Sea Trout Studies. On his own subject he wrote The 
Problem of Tumours, and in papers published year by 
year he probably contributed more than any pathologist 
in the country to our present knowledge of the radio- 
logical implications in malignant disease. 

He married Rhoda Pritchard and they had two sons 
and a daughter. His younger son was lost flying in the 
war, and his elder son is serving in the Indian Army. 

S. R. 


Gordon Turnill 
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DAVID CHARLES RAYNER 

CH M BRIST., FRCS, FROOG 
AS we announced last week, Professor Rayner died in 
Bristol on Oct. 21. Born 80 years ago, he entered the 
Bristol medical school in 1885, qualified in 1892, and took 
his FRCS in 1896. From the beginning of his profes- 
sional career he specialised in obstetrics and gynsecology, 
and in 1897 he was elected to the staff of the Bristol 
General Hospital as assistant physician accoucheur— 
an appointment which he held for 26 years. During this 
period he built up a large obstetric and gynecological 
practice in the city and surrounding counties, while he 
established himself in the hearts of thousands of patients 


-by his kindness and charm, and in the minds of medical 


students by his sound clinical teaching. He will be especi- 
ally remembered by pupil midwives to whom he lectured 
during these many years, acting also as examiner for the 
Central Midwives Board certificate. Throughout his career 
the training of midwives was one of his special interests. 

In 1923 Rayner became the senior obstetrician at the 
Bristol General Hospital, the title of his appointment 
being changed to that of obstetric physician and gynæco- 
logist, and he continued this work until his retirement in 
1932. In 1925 the University of Bristol appointed him 
director of clinical obstetrics—a branch of teaching in 
which he particularly excelled—and a year later he was 
elected to the chair of obstetrics. On leaving this chair 
in 1932, he was made emeritus professor of obstetrics in 
recognition of his outstanding services to the University, 
and to his specialty. He continued his private work, but 
his activities were decreased in 1935 by an attack of 
obliterative endarteritis which necessitated the amputa- 
tion of his right leg. During the war he helped by teach- 
ing and other activities to replace colleagues absent on 
service, and he remained in practice to within a few weeks 
of his last illness. He was for many years a member of 
the Gynzcological Visiting Society and rarely missed a 
pair paying visits to teaching centres in Great Britain 
and the Continent and so keeping abreast of current work. 
On the formation of the Royal College of Obstetricians 
and Gynecologists he became a foundation fellow. 

“ My association with Rayner,” writes H. J. D. S., 
“ commenced in 1921 at the Bristol General Hospital. 
His popularity among staff and patients was immense 
and his outpatient days were a feature at the hospital. 
His waiting-room overflowed into the corridor and his 
patients would wait hours to see him. He was affection- 
ately known to one and all as Charlie Rayner, testifying 
to his popularity. I became his junior on the hospital 
staff in 1923, and no chief could be more easy to work 
with, or more ready with advice and help. In private 
practice, his name and fame were known throughout the 
West Country. His one failing, if it may be called a 
failing, was that he so often forgot to send out accounts. 
His manner was shy but charming; his patients had 
implicit faith in him ; and he was completely unaffected 
by his popularity. | 

“ It was not until late in his career that Rayner bought 
a car, and he never took kindly to driving it. He pre- 
ferred to walk whenever possible, and he was a familiar 
figure walking down the street, never seeming to hurry 
and invariably accompanied by his umbrella. Rayner and 
his umbrella were inseparable. In spite of numerous 
hospital rumours, he steadfastly remained a bachelor. 
Though he was interested in music and literature, 
his professional work was his chief hobby. . He was not a 
good lecturer, owing to his manner of speaking down to 
the ground or into his hand ; but he made ample amends 
by his clinical teaching, and his clinica] rounds were 
widely attended. His death deprives us of a well- 
beloved friend and colleague.” 


ERNEST ALFRED SADLER 
M D LOND. 

E. A. Sadler died at The Mansion, Ashbourne, in 
Derbyshire on Oct. 16 in his 82nd year. His strength 
had been failing for some time, but he had continued in 
his practice and had visited some patients within two 
days of his death. 

He went to Ashbourne soon after leaving Birmingham, 
having. held resident appointments at the Queen’s 
Hospital where the excellence of his notes and the beauty 
of his handwriting became a legend. He remained in 
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Ashbourne for more than fifty years.. He was assistant 
medical officer of health for the town from 1894 to 1905, 
and MOH from 1905 until he died.. His major profes- 
sional interest lay in a large family practice, and in this 
work he was not exceeded for alertness of mind, tireless- 
ness of body, and gentleness of spirit. If one may adapt 
the famous description of the strawberry, one may 
write of him that ‘‘doubtless God could have made 
a finer Country Doctor, but doubtless also He never did.” 

His professional skill remained with him to the end, and 
in his 8lst year he did a difficult forceps delivery and 
was gratified to find that his hands had not lost their 
dexterity. His standards of duty were truly Victorian, 
and even at the end of his life he would, each evening, 
compel his tired body to write the day’s letters and 
reports, leaving nothing to the morrow—letters such as 
few persons, and perhaps no doctors, find time to write 
today—letters of counsel, of comfort, and of charm. 
~ Tf his ideal of duty was Victorian, his shining courtesy 
had an eighteenth-century air. It was formal yet 
benign ; it was constant, for nothing surprised him out of 
it ; it was infectious, and men grew more civilised in his 
company. His humanity was inspired by an unshakable 
belief in man’s virtue, well aware though he was of 
human morbidity, unhappiness, and evil. i 

The house in which he lived and died is well remem- 
bered by all students of Boswell’s Life of Samuel Johnson, 
and it has become a place of pilgrimage for Johnsonians, 
both English and American. No doubt its traditions in 
some degree formed Sadler’s character and directed his 
interests. It was built in 1680 and rebuilt in 1765, to the 
design of the Adam brothers, by the Rev. Dr. John 
Taylor, lifelong friend of Johnson ; its best features are 
the octagonal drawing-room and the large hall with its two 
beautiful alabaster columns. Sadler wrote a description 
of the house which was printed by hbis friend Dr. L. F. 
Powell in his great edition of the Life (vol. iii, p. 498). | 
_ He made some other important investigations into the 
Ashbourne associations of Johnson, Boswell, and Taylor 
to which Dr. Powell makes repeated acknowledgment in 
his work. In recognition of these researches Sadler was 
elected an honorary member of the Johnson Club of 
' London—a distinction which brought him great pleasure. 
He had many archeological enthusiasms which resulted 
in the publication of several interesting papers, notably 
a fine and scholarly account of the parish church of St. 
Oswald, Ashbourne, published in 1934. His most im- 
portant contribution to medical literature was an article 
on the pedigree of an Ashbourne family of hemophiliacs, 
an inquiry which profitably combined his medical and 
antiquarian interests. During his long life he had col- 
lected a good library which was particularly strong in 
eighteenth-century works. 

He did not neglect his public responsibilities, either 
civic or professional. He was chairman of the governors 
and assistants of Queen Elizabeth’s Grammar School 
(Old Trust), Ashbourne, and a former chairman of the 
Derbyshire insurance committee. 

The life of the country family-doctor was, is, and per- 
‘haps will: be, full, happy, and devoted; no country 
doctor has had a fuller, happier, and more devoted life 
than Ernest Sadler. His wife, together with two sons, 
one daughter, and ten grandchildren, survives him. 

D. V. H. 


' CIVILIAN AWARDS.—Mrs. Flora Macdonald, ms, has been 
appointed MBE. | : 


An aircraft crashed near the summit of Ben Talaidh, Mull, in bad 
flying weather. The aircraft struck the mountain obliquely, at 
about 2300 ft, slid downwards some 300 ft, and came to rest on snow 
in a highly precarious position. Any disturbance of its balance 
would have caused it to crash into a rocky gorge. There were eight 
occupants of the machine. One was thrown out at the high level 
and killed, another was crushed under the aircraft, a third was 
injured dangerously and died during the rescue work. One injured 
passenger managed to get down to a cottage to give particulars. 
The remaining four occupants were all seriously injured and unable 
to help themselves. Distress signals were sent up and rescue parties 
were organised. Snow and ice lay everywhere, with deep drifts. 
The river was in flood and the bankstreachcrous. Mrs. Macdonald’s 
leg was cut in the ascent and at one time she was waist-deep in icy 
water and had to be pulled out. When they reached the aircraft 
she gave first-aid to the injured and the others searched for one of the 
occupants of the aircraft who was missing. By the determination 
of the rescue parties four lives were saved. 


Dr. R. N. Macdonald has been commended for brave 
conduct when aircraft crashed. 


BIRTHS, MARRIAGES, AND DEATHS 
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INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED OCT. 20 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1768 ; whooping-cough, 1087; diphtheria, 604; 
paratyphoid, 7 ; typhoid, 5 ; measles (excluding rubella), 
441 ; pneumonia (primary or influenzal]), 518 ; puerperal 
pyrexia, 159 ; cerebrospinal fever, 39 ; poliomyelitis, 28 ; 
polio-encephalitis, 2 ; encephalitis lethargica, 1; dysen- 
tery, 286; ophthalmia neonatorum, 61. No case of 
cholera or typhus was notified during the week. 

The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on Oct. 17 was 1151. During the 
previous week .the following cases were admitted; scarlet fever, 
106; diphtheria, 45; measles, 8; whooping-cough, 27. 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, measles, or scarlet fever, 3 (0) from whoop- 


ing-cough, 7 (1) from diphtheria, 57 (3) from diarrhoa 


and enteritis under two years, and 11 (3) from influenza. 
The figures in parentheses are those for London itself. 


Liverpool reported 8 deaths from diarrhea and enteritis. 


The number of stillbirths notified during the week was 
202 (corresponding to a rate of 30 per thousand total 
births), including 26 in London. | 


Births, Marriages, and Deaths | 


BIRTHS 


-DEANE.—On Oct. 24, in London, the wife of Dr. E. W. Deane— 
a daughter. ` 

HANNAY.—On Oct. 23, at Bournemouth, the wife of Dr. J. W. 
Hannay, of Wimborne, Dorset—a daughter. 

HENDERSON.—On Oct. 23, in Oxford, the wife of Captain P. W. 
Henderson, MC, RAMC—a@ son. 


JOHN.—On Oct. 19, at Guildford, the wife of Captain G. H. P. John, 
RAMC—a son. l 

JOHNS.—On Oct. 25, at Sutton, Surrey, the wife of Surgeon 
Lieutenant T. A. M. Johns, RNVR—a daughter. 

KENNEDY.—On Oct. 20, in London, the wife of Surgeon Lieut.- 
Commander G. W. Kennedy, RNVR—A son. 

MiNE.—On Oct. 20, at Chatham, the wife of Surgeon Lieutenant 
R. I. Milne, RNVR—a daughter. - l 

SMITH.—On Oct. 20, at Symington, Lanarkshire, the wife of Colonel 
John Smith, OBE, RAMC—a son. 


THOMSON.—On Oct. 19, in London, the wife of Dr. David Thomson 
—twin daughters. 


MARRIAGES 


CuRNOCK—BUCKNELL.—On Oct. 20, at Chingford, Essex, Henry 
Curnock, surgeon lizutenant RNVR, to Vera Margery Bucknell, 
SRN. 

RowaTI—FLYNN.—On Oct. 16, at Colinton, Thomas Morton 
Rowatt, captain RAmMc, to Winnifred Flynn, third officer. 


WRNS. 
SPENCER—MOLEAN.—On Oct. 20, at Coventry, Thomas David 
Spencer, MB, squadron-leader RAFVR, to Margaret McLean, VAD. 
WINGATE—Dyrson.—On Oct. 20, in London, Anthony Peter Win- 
gate, MB, to Margaret Burton Dyson. ~ 


DEATHS | l 
DENNY.—On Oct. 21, at Leiston, Suffolk, Edmund Barry Denny, 
LRcsI & E, JP, aged 84. 
DEVEREUX.—On Oct. 24, at Paignton, Norman Devereux, MA CAMB., 
MRCS. ; , 
DURHAM.—On Oct. 25, at Cambridge, Herbert Edward Durham, 
MB, SC D CAMB., FRCS, aged 79. 


‘Appointments 


BELL, H. J., lieut.-colonel Ra{mc : temp. part-time MO, VD treatment 
centre, Royal Infirmary, Sunderland. l 

BOLTON, REGINALD, MBE, MB LOND., MRCP : temp. resident physician, 
Epsom County Hospital. 

BOYNE, A. M., LRCPE : examining factory surgeon for Hull, Yorks. 

FOWLER, W., MB GLASG., major RAMO : assist. MO to VD depart- 
ment, General Infirmary, Leeds. 

Norts, H. D. B., MB MANC., DPH : temp. asst. MOH and school MO 
for Wimbledon. 

RUSSELL, W. RITCHIE, MB EDIN., FRCP: temp. neurologist, Radcliffe 
Infirmary, Oxford. , 

SHERNE, JACOB, MB LEEDS, FRCS, DOMS : temp. ophthalmic surgeon, 
Leeds Public Dispensary and Hospital. 


London County Council.—The following appointments are 
announced : } 

DALZELL, A. C., MD LOND. : temp. medical superintendent, Friern 
Hospital. 

MACMAHON, J. F., MD DUBL., DPM: temp. medical superintendent, 
the Manor, Epsom. 


McMICHAEL, JOAN K., MB EDIN.: temp. asst. MO on central 


medical staff of the public health dept. 


~~ 
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AID FOR COMPLETION OF RESEARCH 
Tar council'of the Royal College of Surgeons of England 
is prepared to consider applications from demobilised officers 
for assistance in the completion of research work on which 
they have been engaged while serving in the medical services 
of the Navy, Army, or Air Force. i 


PROPOSED INSTITUTE OF CHILD HEALTH 

Tus maternity and child-welfare committee of the Birming- 
ham city council hăs proposed that an institute of child health 
should be established in the city. The plan has been dis- 
cussed with representatives of the university and of the 
Birmingham Children’s HospitaJ, and will aim at integrating 
the educational, curative, and preventive aspects of child care. 
It is suggested that the Carnegie Institute, which has been used 
for other purposes during the war, should again become a 
child-welfare centre, with antenatal and postnatal clinics, and 
an observation ward for selected children. As an institute of 
child health it will link the activities of the university, the 
hospital, and the local authority. The university proposes to 
appoint a professor of child health, who will be consultant to 
the city’s child-welfare service, as well as visiting consultant 
to Canwell Babies’ Hospital. He will have the help both of 
physicians from the Children’s Hospital, and members of the 
city council child-welfare staff. The education committee is 
supporting the scheme and is anxious that the material for 
research to be found in the school medical service should have 
a place in it from the beginning. 

The institute is to be managed by a council representing the 
three interested bodies, thus following the principle already 
practised at Liverpool and Newcastle. Besides encouraging 
research, it will make it possible to give medical students 
better training in child care, and for the pediatricians at the 
hospital to keep in closer touch with the preventive aspects of 
their work. In future it is likely that a new building, on a 
more elaborate scale, will be put up near the Children’s 
Hospital, and that the scheme will be broadened to 
include authorities outside the city. 


MENTAL NURSES IN SCOTLAND 

Txe fourth report of the Scottish Nurses’ Salaries Committee 
has just appeared. It deals with mental nurses and recom- 
mends improved salaries in nearly all grades. For student 
nurses salaries are to begin at £60 and rise to £80 a year; 
assistant nurses are to receive £75 rising to £140 in the 16th 
year of service. Staff nurses get £120 rising to £160, sisters 
£150 rising to- £230 in the 16th year. 
resident, with emoluments varying in value from £75 to £100. 
Nurses who are State-registered in general nursing will receive 
an additional £10. 

Senior grades will receive higher rates : a sister tutor £200- 
£350, a deputy matron up to £400 in a training school and 
£325 in a non-training ‘school and a matron £700 in a training 
school and £525 in a non-training school. 

The committee has maintained the principle of paying male 
nurses & higher rate whether or not they have dependants. 


University of Oxford 
On Oct. 18 the following degrees were conferred : 


DM.—W. E. Henley.* 
BM.—I. G. Waugh, H. R. Smart, T. W. Price, V. J. K. Wright, * 
and E. L. N. Shoeton-Sack.* * In absence. 


Royal College of Surgeons of England 

Mr. C. Max Page will deliver the Bradshaw lecture at the 
College, Lincoln’s Inn Fields, London, WC2, on Thursday, 
Nov. 8, at 5 pm, when he is to give a survey of fracture 
treatment. 

During November and December the following surgery 
lectures will be delivered at the college in Lincoln’s Inn 
Fields, London, WC2, at 5 pm, on each day: Mr. V. Zachary 
Cope, actinomycosis (Nov. 12); Sir Thomas Dunhill, the 
surgery of pharyngeal diverticulum (Nov. 14); Air-Com- 
modore H. Osmonde Clarke, fractures of the tibia and frac- 
tures involving the knee-joint (Nov. 16) ; Mr. J. B. Oldham, 
surgery of the biliary system (Nov. 19); Mr. Lionel Col- 
ledge, cancer of the larynx (Nov. 21); Prof. Hugh Cairns, 
head injuries (Nov. 22); Air Vice-Marshal Stanford Cade, 
surgery of cancer (Nov. 26); Mr. Harry Jackson, surgery 
of the spinal cord (Nov. 28); Prof. J. Paterson Ross, sur- 
gery of arterial injury and disease (Nov. 29) ; Mr. A. Tudor 
Edwards, surgery of the lung (Dec. 3); Mr. George Black, 
ocular injuries (Dec. 5); and Mr. R. Ogier Ward, surgery 
of the kidney (Dec. 6). 


- SWl. 


Cas 


All these grades are ` 


Royal College of Physicians of London ; 


On Thursday, Nov. 8, at 5 pm, Dr. W. Russell Brain is to 
deliver the Bradshaw lecture at the College, Pall Mall East, 
His subject is to be speech and handedness. 

At a comitia held on Oct. 25, with Lord Moran, the president, 
in the chair, the fellows endorsed the unanimous recommenda- 
tion of their council that the present interests of the college 
would best be served by remaining in its present premises. 
In coming to this decision the college has had the advice 
of a panel of experts. — 

Dr. E. Bellingham Smith, Dr. A. W. M. Ellis, Dr. J. C. 
Bramwell, Dr. J. L. Livingstone, and Dr. E. R. Boland were 
elected councillors. The following were elected representa- 
tives of the college: Dr. H. E. A. Boldero on the committee 
of management of the Conjoint Board, Sir Comyns Berkeley 
on the Central Midwives Board, and Sir Francis Fraser on 
the Poisons Board. 

The Jenks scholarship was awarded to J. C. Camac, late 
of Epsom College, and the Gilbert Blane gold medal to 
Surgeon Lieut.-Commander F. P. Ellis, N. Dr. R. E. Lane 
was appointed Milroy lecturer for 1947. 


The following were admitted to the membership : 


Ailsa Bannerman, LROP, G. A. Copping, MD MOGILL, lieut.-colonel 
RAMO, G. D. Daruvala, MD LOND., C. E. Davies, BM OXFD, A. P., 
Fletcher. MB LOND., surgeon lieutenant RNVR, J. E. Francis, MD 
DURH., Walter Gando, MD MALTA, W. W. Gooddy, MB LOND., cap 
RAMO, S. J. M. Goulston, Mc, MB SYDNEY, major AAMC, G. I. C. 
Ingram, MB CAMB., A. J. Kerwin, MD TORONTO, squadron-leader 
RcaF, F. J. D. Knights, MD LOND., C. A. Leeson, MB LOND., P. F. 
Lucas, MB CAMB., M. B. McIlroy, MB CAMB., W. E. Mahon, LRCP, 
J. A. W. Miller, MB LOND., major RAMC, F. E. E. Sargent, MD LOND., 
Duncan Shiers, MB WALES, A. J. S toe, MB LOND., J. MeN. 
Tainsh, MB LOND., S. M. Talaat, LROP, E. C. on, MB LOND., 
Peter Venables, MB CAMB., D. R. Wilkie, MD YALE, MB LOND., H. P. 
Williams, LRCP, major RAMC. ae 

Licences to practise were conferred upon the following 
184 candidates (155 men and 29 women) who have passed 


the final examination of the Conjoint Board and have com- 


plied with the by-laws of the college : 


Frank Alberts, R. C. Allison, Daphne S. A. Anderson, G. J. E 
Ansell, E. R. Arnold, Lenorah M. Attkins, G. M. Bailey, Joan R. K. 
. R. Bennett, F. M. Benton, Maurice 
amila B. P. Bosanquet, Lesley M. M. 
. E. St. J. Burrowes, 

J. P. Bush, Ian Butler, N. J. Caldwell, Margaret Capra, ©. L. 
imir, D. A. Chandler, D. J. Chapman, John Clarke-Goldthorpe, 

J. P. Clayton, . Connell, D. E. Cullington, 
Ri i E. C. Davies, Elizabeth E. 
D. A. Dawson, 
C. H. de Boer, R. A. Denham, A. L Silva, D. C. de Ville, A. G. 
Dingiey, E. M. C. Dunlop, A. L. T. Easton, A. M. Elli n 


Grant, J. S. B. Greenfield, R. E. 
Guercken, R. J. H. Guy, Douglas Hacking, 
Hanson, M. . P. Harwood, A. G. Hayter, A. G. S. 
Heathcote, Ma M. J. T. nonan T H. Hewitt, Cecil 


Fakhrai, W 
Nichols, 


I. M. Per P. J. Preston, A. H t . Redfearn, 
P. A. Reed, N. c. Rees, Rosemary J. Reynolds, L. F. Richards, 
Rachel Richards, K. B. R on A. 


Thomas Taylor, H. G. Thomas, Peggy Thomas, J. M. Thompson, 
B. T. R. Thornton, Phyllida M. M. Thornton, W. R. R. Thursfield. 
J. V. Thurston, Maurice Tobias, D. G. L. , F. T. G. Tufftnell, 
J. . Wade, R. J. Walsh, D. A. Watkins, Mory O Eaton, Js Ai 
Wheeler-Bennett, L. R. Whittaker, G. H. Whittle, W. B. Whowell, 

. B. Wild, C. B. Williams, R. L. s, W. H. D. Wince, D. L. 
Woolf, K. A. A. Wray, and Joan D. Wrigley. 


Diplomas in child health, physical medicine, ophthalmic 
medicine and surgery, and medical radiology were granted to 
those named at recent meetings of the Royal College of 
Surgeons of England (Lancet, 1945, ii, pp. 260 and 515). 


National Association for Mental Health 

Colonel Kenneth Soddy- has been appointed medical 
director of the association. Since September, 1943, he has 
been acting as deputy director of selection of personnel and 
chief technical officer, India Command. He is still serving 
in that capacity, and will take up his new appointment on 
his release from the Army. 
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National University of Ireland 

The medical travelling studentship in anatomy has esti 
awarded to Dr. E. F. Shanahan, University College, Dublin.’ 
London (RFH) School of Medicine for Women ` 
. Miss Elizabeth Bolton, CBE,. MD, on retiring from the office 
of dean, has been elected president of the school. Miss 
Katharine Lloyd-Williams, mp, succeeds her as dean. 
National Ophthalmic Treatment Board 

The Board has returned from its wartime quarters at 


Leicester, and its address is now BMA House, Tavistock 
Square, London, WCl. 


London and Counties Medical Protection Society 


Wing-Commander R. W. Durand has returned from service - 


with the medical. branch of the RAF to resume his duties 
as secretary of the society. 


British Encyclopædia of Medical Practice 

Lord Horder has been appointed editor-in-chief of the 
Encyclopedia, published by Butterworth and Co., in succes- 
sion to the late Sir Humphry Rolleston. 
Child Welfare in Middle East 

Dr. Ruth Young is visiting Egypt, Palestine, and Syria 
under the auspices of the British Council to lecture on child 
welfare to audiences of the medical and teaching professions, 
and to women and students. 


British Institute of Philosophy 

On Tuesdays, Nov. 6 and 13, at 5 pm, at 14, Gordon Square, 
London, WCl, Prof. H. A. Hodges will ‘speak on Some 
Important Philosophical Questions. 


Biochemical Society 


A meeting of the society will be held in the London School 
of Hygiene, Keppel Street, London, WC], on Saturday, 
Nov. 10, at 11.30 am, when there will be a discussion on the 
chemical basis of cell structure and function. 


Medical Sickness, Annuity and Life Assurance Society 
~ The head office of this society will move from Cirencester, on 
Nov. 7, to 7, Cavendish Square, London, W1, where the new 
business department is already installed. 


Cancer Service for Northern Ireland 

At the invitation of the ministry of health and local govern- 
ment for Northern Ireland, Lord Amulree, MRCP, of the 
Ministry of Health, Mr. G. F. Stebbing, FRCS, of the Radium 
Commission, and Dr. Ralston Paterson of the Christie 
Hospital and Holt Radium Institute, Manchester, have 
visited hospitals of Northern Ireland, both voluntary and 
rate-aided, and had discussions with hospital staffs and others 
interested in setting up a cancer organisation there. 


British Orthopedic Association. í 

Some 200 members and their guests dined together in 
Lincoln’s Inn on Oct. 26 during the annual meeting. Dr. 
Charles Hill, secretary of the BMA, proposing the toast of The 
Association, said that its formation was one of the good things 
that came out of the last war. Today the profession was 
faced with anew situation: there was what some people called 
& progressive wave—usually people who were washed along by 
it. But he doubted whether the profession had anything to 
fear, provided it adheres to what is in the public interest. 
Mr. St.J. D. Buxton, the president, recalled that in 1918-19 
the position of orthopazdics in relation to the Services was well 
established, thanks largely to Robert Jones. But by 1939 
much had ‘been forgotten, and orthopedic work had to be 
organised by individual effort. He could not judge how far it 
had in fact helped the patient; but certainly the education of 
young surgeons and would-be surgeons in orthopaedics had 
developed, and it should be developed further, in coöperation 
with other branches of surgery, none of which should dominate 
others. Prof. H. J. Seddon gave an engaging account of 
The Guests, who included Lord Moran, Prop, and Sir Alfred 
Webb-Johnson, pres. The latter, he said, was breaking down 
the stupid jealousies between specialist and general surgeon, 
and now “no antagonism is left between the great realm of 
orthopedic surgery and the little rump known as general 
surgery.” Sir Wilson Jameson, in reply, spoke of the need 
for interchange between different departments of medical 
work (see p. 569), and of the way in which orthopedic sur- 
geons, in developing their services, had become accustomed to 
coöperation with central and local government. He hoped 
‘their example would be widely followed, so that the best 
possible National Health Service could be built up. Mr. 
George Perkins, president-elect, proposed The President, and 
Mr. Buxton’s health was drunk with musical honours. 


European Geneticists’ Visit 


' Ten professors from the Continent are, as guests of the 
Genetical Society and the British Council, attending the 
conference of the society which ends today, Nov. 3.: The 
party consists of Professors Muntzing and Bonnier (Sweden), 
Professors Ephrussi, Teissier, and L’Heriter (France), 
Professors Mohr (Norway), Winge (Denmark), Hagedoorn 
(Holland), and Brachet (Belgium), and Dr. Sirks (Holland). 


Return to Practice 


The Central Medical War Committee announces that the 
following have resumed civilian practice : 

Dr. E. A. BENNET, 99, Hariey Street, London, Wi. 

Dr. E. A. GARRARD, FRCOG, 20, St. John Street, Manchester 3. 
= Dr. J. M. LEES, 41, Park Square, Leeds. 

Dr. F. L. MCLAUGHLIN, 10, Merrion Square, Dublin. 

Mr. Jonn C. NICHOLSON, FRCS, 62, Queen Anne Street, W1. 

Dr. D. D. STENHOUSE STEWART, 18, Albion Street, Hull. 

Dr. W. G. A. SWAN, 13, Portland Terrace, Newcastle-on-Tyne 2. 

Mr. D. S. PooLE WILSON, FRCS, 244, St. John Street, Manchester. 


Socialist Medical Association 


Dr. D. Stark Murray, vice-president of the association, will 
take the chair at a meeting to be. held at Friends House, 
Euston Road, London, NW], on Friday, Nov. 9, at 7.30 Pm, 
when Mr. Reginald Stamp, chairman of the LCC hospitals 
and medical services committee, will speak on democracy in 
the new health service. 


Radcliffe Infirmary, Oxford 


Lieut.-Colonel W. Ritchie Russell, Ramo, has been appointed 
temporary neurologist to the hospital. The post, which carries 
a salary of £2000, is a full-time one, and the holder will be 
attached in a consulting capacity to associated hospitals in 
the area, and as a teacher to the university medical school. 
He will also assist the Ministry of Pensions with a scheme for 
the treatment and reablement of Service patients with head 
injuries. The Nuffield Provincial Hospitals’ Trust propose to 
make a grant in support of research and ancillary services 
in connexion with the scheme. 


Royal Society of Medicine 

The building fund of the society has now reached £2157 
and 275 fellows have already subscribed to it. 

On Tuesday, Nov. 6, there will be a general meeting of fellows 
at 5.15pm. At 5 pM, at the section of orthopedics, Mr. W. B. 
Foley will deliver his presidential address on the treatment 
of slipped upper femoral epiphysis.. On Nov. 7, at 2.30 PM, 
at the section of history of medicine, Sir Walter Langdon- 
Brown will read a paper on Clifford Allbutt, and at 8 pm, 
on the same day, at the section of surgery, Mr. John Hunter 
and Mr. O. S. Tubbs will open a discussion on surgery of the 
patent ductus arteriosus. On Nov, 8, at 4.30 pm, Lord 
Horder will take the chair at the opening of the section of 
radiology’scelebrationsof the 50thanniversary of thediscovery 
of X rays, and at 8 pm there will be a reception. On Nov. 9, 
at 10 am, Dr. A. E. Barclay will read a paper on diagnostic 
radiology and Dr. N. S. Finzi on radiotherapy. The clinical 
section will also meet on Nov. 9 at the London Hospital, El, 
at 2.30 pm, and the section of ophthalmology at 1, Wimpole 
Street, W1, at 5 pm, when Squadron-Leader F. J. Stewart 
will speak on plastic artificial eyes, Mr. Eugene Wolff on the 
suspensory ligament of the lens, and Major W. O. G. Taylor 
on the nervus nasalis complex of Charlin. 


Prof. L. P. GARROD, of St. Bartholomew’s Bopita, is 
visiting Belgium to lecture on penicillin, at the invitation of 
the University of Louvain and under the auspices of the 
British Council. 


Dr. G. Rocne Lyncu (director of the department of chemical 
pathology at St. Mary’s Hospital) writes: “‘ I am in no way 
responsible for communicating to a reporter any statement 
to the effect that Her Majesty the Queen has at any time 
visited my laboratory. A strong protest has been registered 
with the editor of the Daily Express concerning miss-state- 
ments of fact appearing in the issue of Oct. 17.” 


THE library of the late Prof. Hans Sacus is offered for sale 
by the Museum Book Store Ltd., 45 Museum Street, London, 
WC1. It includes long runs of ‘the Zentralblatt fiir Bakterio- 
logie, Zeitschrift fir Immunitatsforschung, and other journals ; 
numerous books; and a collection of more than 10,000 re- 
pa from periodical and serial publications, in 119 labelled 
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PITFALLS OF TROPICAL SURGERY 


i W. H. OGILVIE, M COH OXFD, FROS 


CONSULTING SURGEON, EAST AFRICA FORCE (1940-42) | 
AND MIDDLE EAST FORCE (1942-44) 


THERE are many stages in our lives—home, private 
‘school, public school, university, hospital, practice—in 
each of which we go through the same business òf starting 


at the bottom, climbing slowly through experience and - 


practice to a state of adaptation, of adequacy, and of 
‘ self-confidence, only to find at the next move that we 
are once more at the bottom: new boys, people of no 
skill or importance, hardly fitted for the humblest task 
in the new life which others are living with such effortless 
ease. For most of us this pilgrim’s progress stops 
somewhere between 25 and 30, at which age we acquire 
a job and a wife of our own choosing, and, proceeding 
to get thoroughly used to both, grow yearly in self 
esteem and. pomposity till we come before the final 
ribunal. 

But for those who during this war were given the 
opportunity of travelling to distant lands in the service 
of His Majesty the change from England to the tropics 
meant a fresh start in a subject which we fondly hoped 
we had'to some extent mastered. Education is no more 
than accumulated experience, and is profitable only in 
circumstances akin to those in which that experience 
was gained. I, at any rate, newly arrived in the East 
African theatre of war, and called upon to express an 
opinion on subjects with which I was unfamiliar, soon 
realised that my surgical education was in no sense 
adequate to the job I had to perform. . 

In common with all officers ordered to Africa, I had 
done my best in the short time at my disposal to find 


out something about the tropics and tropical medicine. _ 


I will summarise the results by saying that I sét sail 
believing that Africa was a country of vast forests, where 
monkeys leaped from bough to bough and shy savages 
dodged from trunk to trunk ; where white men reclined 
in deck chairs sipping gin slings, while huge bronzed 
Apollos, survivals of the golden age of man, and free 
from the vices and diseases of civilisation, carried out 
superhuman tasks. Africa was thus a white man’s 
paradise, except for the triple scourges of dysentery, 
malaria, and bilharzia. But these were easily recognised 
and treated. Ameosbic dysentery declared itself by 
profuse bloody diarrhoea, and later by shoulder pain 
and liver abscesses: it was cured by emetine. Malaria 
was known by a high temperature and rigors on alternate 
days, but it could be avoided by sleeping under a net 
and cured by quinine. Bilharzia meant hematuria and 
strangury and was cured by antimony tartrate. 

I soon found out that all these things are wrong. 
Africa. consists of millions of miles of desert with a few 
habitable patches. The African is occasionally a fine 
physical specimen, but more often he is stunted and 
weakly. His physical courage is not great except under 
= European leadership, and his endurance under pain and 

illness is of a low order. He.is exuberantly idle, and his 

day’s work could be done in two hours by any London 
labourer. He is living on the razor edge of deficiency, 
and succumbs with the greatest of ease to epidemics and 
the ordinary pyogenic infections. He has an astonishing 
talent for acquiring the vices and diseases of civilisation. 
The white settler, on the other hand, trying to wrest a 
living from an inhospitable soil, harassed from above by 
an expensive and unhelpful governing class and from 
below by unreliable assistance, can barely crawl home 
at sundown to a very dilute whisky. The common 
diseases are rarely seen by the surgeon as they are 
described in textbooks. Dysentery, malaria, and 
bilharzial disease seldom present the clear picture we 
have been led to expect ; they are frequent in subclinical 
forms, and seem able to mimic almost all: the conditions 
with which we are familiar in the simple surgery of 
London. 

I was fortunate in being attached to a medical service 


most of whose officers had worked for years in the tropics. 


Behind me I had the pathological departments of the 
Colonial Medical Service and the research units in 
Johannesburg. All these men were glad to supplement 
my inadequacy with their experience. In the wish to 
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show my gratitude to the wise men of the East for the 


help they gave so unstintingly, and in the hope of helping 


those practitioners at home who will be meeting similar 
problems for the first time, I am setting down some of 
the difficulties I encountered. I met those difficulties 
not with tropical diseases in their florid form, for such 
could be recognised and referred to the appropriate 
expert, but with their atypical guises that mimicked 
common surgical conditions and their minor mani- 
festations that complicated them. I propose to discuss 
in particular four aspects of tropical surgery that proved 
most puzzling to a surgeon fresh from Europe—amosbi- 
asis, malaria, bilharzia, and the peculiarities of the 
African as a patient. 

AMQGIBIASIS 

Ameoebiasis is common, and provides the surgeon 
newly arrived in Africa with some of his most puzzling 
problems. He seldom sees classical amoebic dysentery, 
for the dysenteric form is an uncommon manifestation 
of amoebiasis in this part of the world, and when it occurs 
comes under the physicians, but he meets the late 
sequelew of infestation at every turn. 

Often in the Abyssinian campaign ameebic infections 
were suspected wrongly and on insufficient evidence. 

is was inevitable at a time when colonic infections 
and infestations of every kind were rife. When we 
occupied Mogadiscio at the beginning of March, 1941, 
many men (including myself) suffered from profuse 
diarrhoea, with prostration and a high temperature, and 
a hospital ship full of these dysenteries was sent back 
to Mombasa. From the rapid recovery of these cases and 
similar experiences at Diredawa it seemed likely that 
these so-called dysenteries were no more than summer 
diarrhcea, caused by the filth and the flies that seem 
everywhere to follow the Italian flag. 

On the other hand, amoebic infections can be sub- 
clinical yet do a great deal of harm. Experienced 
clinicians who have practised for years in the African 
highlands are very insistent on this an-ameoebic amoebiasis 
—cases distinguished by lassitude and vague abdominal 
symptoms that clear up after a course of emetine. It 
is difficult to estimate how common they are, but that 
they exist was impressed on me by three cases seen at 
the base in Nairobi. = 


A brigadier was sent down`from Harrar to the 2nd Southern 
Rhodesian Hospital with a history of three typical attacks 
of gall-stone colic, starting suddenly with acute epigastric 
pain and pain referred to the right acromion process, vomiting, 
and rigors. During an attack the right upper rectus was 
guarded and after it a rounded tender swelling could be felt. 
Between the attacks he was perfectly well. He had never 
had any diarrheea or long illness. Amæœbæ were absent 
from his stools on several successive examinations. While 
he was under observation he burst a typical amebic liver 
abscess into his peritoneal cavity and was operated on by 
Major P. Baron, SRMO. 

Shortly afterwards a colonel of one of the Nigerian regiments 
was admitted with almost the identical history and physical 
signs, and similar repeated negative findings. After a course 
of emetine injections and chiniofon retention enemas he lost 
his symptoms. He rejoined his unit and remained well for 
the remainder of the campaign. 

A South African corporal was in and out of hospital for 
seven months, complaining of abdominal symptoms that 
fitted no recognised clinical picture, and on which no light 
was thrown by repeated barium meals and enemas and 
frequent examination of stools. All that could be said was 
that he had never been ill before leaving South Africa, but. 
since he joined the East Africa Force he had seldom been | 
free from abdominal pain for more than a few weeks. During 
the attack in which I saw him, he gave a picture of an acute 
infection with a colic, a combination very rare in England. 
He raised in my mind the possibility of a recurring intus- 
susception in a dysenteric patient. One would think that 
a bowel wall inflamed by dysentery could not telescope on 
itself, but I came across this complication twice in the early 
phases of the war. One patient was in the 7th (SA) CCS 
at Addis Ababa, and I saw him a few days after his operation, 
at which an intussusception had been reduced and been 
found to start at an amcebic mass in the cecum which formed 
its apex. The second case was at 5 (EA) CCS at Gilgil, 
where the pathology appeared to be the same, but reduction 
‘was impossible and I saw the resected specimen. 


T 
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These localised amoebic tumours or ‘‘ amoebomas 


MR. OGILVIE : PITFALLS OF TROPICAL 


SURGERY [Nov. 10, 1945 


i i e ” the anemia and general loss of efficiency of chronic 


are encountered at the two extremes of the large intestine, 
the cæcum and the rectum. In the latter situation they 
are clinically indistinguishable from a carcinoma, for 
which indeed they are usually mistaken by those who 
encounter them for the first time. Before I was aware 
of this diagnostic problem I discovered such a tumour 
in an elderly African NCO and performed a left inguinal 
e as a preliminary to an abdomino-perineal 
resection. When the time came for the second operation 
the tumour in the rectum had entirely disappeared. 
Another aspect of amcebic dysentery that interests the 
surgeon, and on which information is not readily avail- 
able, is the extent to which the ulcerated bowel can act 
as a toxic focus, or as an open pathway to the vascular 
and lymphatic channels through which toxins and 
foreign proteins can be absorbed. I saw too many 
instances of subacute arthritis of the synovial type in 
patients who had had the disease and were improved 
when it was treated to think that the association is 
purely fortuitous. I was unable, however, to learn 
whether those with greater experience in the tropics 
recognised the association and whether they were accus- 
tomed to see other toxic manifestations such as neuritis, 
iritis, or toxic hearts following amcebic infections. 

In the Middle East we learned that intractable 
ulceration of the anus and anal canal is prone to follow 
any operation for hemorrhoids, fistula, or anal fissure 
in patients who have recently suffered from an attack 
of dysentery. Such operations should not be under- 
taken within two months of the end of an attack of 
dysentery of whatever nature, and in any case with a 
history of bowel irregularity preliminary sigmoidoscopy 
should be done to exclude active inflammation. 


MALARIA AND BILHARZIA 


Malaria is not a surgical disease, but it is one which 
surgeons must be prepared to meet in any patient 
returned from the Mediterranean, Africa, or the Far 
East as a complicating factor in diagnosis and a dis- 
turbing interloper during treatment. The postoperative 
and post-traumatic rise of temperature that is almost 
universal in malarial countries is at first a source of 
constant worry to the surgeon newly arrived in the 
tropics, and when he has at last come to look on it asa 
matter of course there is a danger that he will miss a 
chest, a leak at a suture line, or some more serious 
‘explanation of the pyrexia. 

Those with long experience of malaria say that it can 
mimic anything. This is certainly true of malignant 
tertian malaria, in which the parasite multiplies in all 
the tissues, causing local destruction. The malignant 
tertian form was in my experience rare in East Africa 
and the Middle East, and it is unlikely to be encountered 
among warriors returned to England ; but the milder 
forms have affected many thousands who will still 
harbour latent parasites for years after an apparent cure 
has been obtained. Strange clinical pictures that defy 
analysis and clear up before a decision can be reached 
are seen in these ex-malarials often enough to raise the 
suspicion that they are in some way the result of changes 
brought about by that disease. I certainly met far more 
puzzles in the abdomen during my service in Africa 
than I had ever done in my life before. Abdominal 
diagnosis in London is pretty simple. Any trouble here 
is a colic, a hemorrhage, or an infection. The first has 
symptoms without physical signs, the second physical 
signs without symptoms, the third symptoms and 
physical signs. But there I was always seeing patients 
with vague and long abdominal] histories of pain that 
did not fit in with the functions of any organ or system 
or with any clinical picture previously known to me. 
My only advice was to wait and see, or ask a physician ; 
but I was constantly asking myself how many of these 
cases were malaria], particularly how many of the people 
who gave a gall-bladder history, but showed normal 
outline and function in a cholecystogram, were suffering 
from a malaria] condition. Malaria is a destruction of 
red cells, and therefore should, like acholuric jaundice, 
give rise.to pigment colic and pigment stones in the 
biliary system, but I saw no case in which proof that it 
does so was forthcoming. 

Malaria, like amoebiasis, may be subclinical from the 
start, and it is possible for a man to suffer for years from 


malaria without at any time having gone through the 
pyrexia and rigors of a typical first infection. The.same 
may be true of schistosomiasis. I met no examples of 
classical bilharzial infection with strangury, hematuria, 
and ova in the urine except those which were shown to 
me by my Egyptian friends in the wards of the Kasr el 
Aini Hospital, but I saw several instances of bilateral 
dilatation of the ureters in officers of the East Africa 
Force who had contracted the disease in Rhodesia or 


_ those parts of the Union of South Africa where it is 


endemic. A gynecologist who commanded a battalion 
of infantry during the advance through Somaliland was 
invalided after the battle of the Marda Pass on these 
grounds. Apart from these cases, where the bilharzial 
infection was known, on a distressingly large number of 
occasions I failed to pass a catheter up either ureter in 
a bladder of perfectly normal appearance, or, havi 

introduced it, to get it up more than an inch. Admittedly 
the Nairobi ‘catheter in war-time was asked to serve 
long past its normal age of retirement, but I am con- 
vinced that there was also something wrong with the 
ureters. If the changes were not bilharzial I know of 
no other explanation for them. With bilharzia massive 
infection is the result of repeated infection, and a single 
exposure may mean a very mild and almost unnoticed 
attack. There are many careful men- who would 
willingly swear that they have never been exposed to 
infection, yet on some forgotten occasion—a dip in the _ 
swimming-pool at a night stop on the _trans-African 
air route, or a plunge across a swamp during a duck 
shoot—they have contracted the disease. These unsus- 
pected and subclinical bilharzial infections should_be 
borne in mind whenever, in patients who have travelled 
beyond Marscilles, unusual vesical or rectal symptoms 
are encountered that prove resistant to the usual 
remedies, and a search should be made for the ova. 


THE AFRICAN AS A PATIENT 


Surgeons meeting the African for the first time will be 
puzzled by his peculiarities as a patient—his resistance 
to sepsis at operation, yet his strong liability to 
spontaneous septic infections of tissue planes; his 
courage under injury, yet his extraordinary tendency 
to hysterical and functional disabilities ; his kindliness, 
yet his indifference to the suffering of others; his 
patience combined with an intolerance for any restraint 
such as a plaster, a splint, or a traction apparatus. He 
appears to be a biological species distinct from Northern 
man. He plays our football and takes our tumbles, but 
he never damages a cartilage. He takes to town life 
with its diet and mental stresses, but gets no arterial 
trouble or duodenal ulcer. He seems able to suffer 
almost total destruction of kidney substance without 
showing clinical uræmia. He contracts syphilis, but 
it never goes on to parasyphilis. 

The lack of parasyphilitic manifestations seems to be 


offset by a liability to acute secondary and tertiary 


symptoms unknown in Europe. In England, syphilitic 
joints are rare. We get transient hydrarthroses (Clutton’s 
joints) round puberty. We get Charcot’s joints in tabes, 
and very rarely indeed we see gummatous joints, 
resembling a tuberculous arthritis but painless. In the 
East African General Hospitals, No. 1 at Nairobi and 
No. 3 at Nyeri, we saw a great number of acute painful 
joints with effusion, mostly in the knee but occasionally 
in the hip, accompanied by a strongly positive Kahn 
reaction, and yielding to antisyphilitic treatment. We 
also had a number of cases resembling acute osteo- 
myelitis. They were all very similar, the tibia being 
the bone most commonly affected, then the ulna, then 
the radius and humerus. The onset was sudden, the 
affected bones were very tender, and the soft parts over 
them were thickened. The rapidity and the pain were 
as unlike syphilis as can be imagined, and I first put 
them down as examples of ordinary staphylococcal 


‘osteomyelitis occurring in adults whose resistance was 


lowered by deficiency ; but the constant finding of a 
positive Kahn reaction and the rapid response to treat- 
ment seem to make it clear that these cases were also 
syphilitic, or possibiy frambeesial. 


There are many y of Africa and the African 
that have great interest for the surgeon, but are seldom 
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encountered outside that continent. The Bantu races, 
‘among whom malignant disease is not often seen, have 
a high incidence of primary carcinoma of the liver, a 
condition almost unknown in Europe. The West Coast 


a a brought with them to East Africa examples: 
o 


is and infestation with the guinea-worm, 


troubles which did not affect the Askari of the King’s | 


African Rifles. Natives and settlers alike suffered from 
foot ulcers arising in sepsis round the burrows of the 
jigger flea. In the Middle East the bites of the Black 
Widow spider, which produces the clinical picture of an 
acute abdominal emergency, led to several needless 
laparotomies till the relevant information was circulated. 
These cannot be discussed here, but these and many 
other aspects of tropical surgery should some day be 
set down for the benefit of those who may have to 
practice in Africa. Tropical pathology has long been 
established on a secure basis, chiefly by the work of 
officers in the service to which I have had the honour 
to be temporarily attached, and by those of the Indian 
and Colonial Medical Services. Tropical medicine has 
been equally well served by our countrymen of the 
British Empire. But the standard.textbook on tropical 
surgery has yet to be written. 


PSYCHIATRIC EXPERIENCES 
OF A GENERAL PHYSICIAN IN MALTA 1941-43 


- R. E. TUNBRIDGE, OBE, MD, MSCLEEDS, FROP 
BRIGADIER ; FORMERLY LIEUT.-COLONEL, RAMC, ACTING 
ADVISER IN PSYCHIATRY, MALTA COMMAND 


THIS paper reviews the psychiatric work of medical 
specialists in Malta from September, 1941, to June, 1943. 
Many of the recognised environmental disturbances 
associated with modern warfare—isolation and lack of 
amenities, intense aerial bombardment, and reduced 
calorie intake—were present for at least a part of the 


selected period, and their effect on a static population. 


was assessed. 

The garrison comprised all branches of the Services 
and included Regular, Territorial, and war-emergency 
personnel drawn from all parts of the British Isles and 
from the local population. From September, 1941, until 
early 1943 there were no large-scale movements of 
troops to or from the island. Further, the Service 
personnel could be divided into two groups: those 
actively engaged against the enemy—e.g., anti-aircraft 
gunners, aircrews, and submarine and other naval 
personnel—and those employed in static duties—e.g., 
maintenance, supplies, unloading of ships, guard duties, 
and manning of posts—only a limited amount of infantry 
training being possible. 

The war, in so far as it affected Malta, can be divided 
into six phases : i l 

(1) June, 1940- The threat of an Italian invasion and 


January, 1941 ' Italian nuisance raids. 
- (2) January, 1941-— The first German air offensive, beginning 
April, 1941 with the attack on HMS Illustrious and 


followed by attacks on the aerodromes. 


The second period of the intense Italian 
nuisance raids, day and night. 


The period of intensive German bombing, 
2-5 raids a day with up to 200 bombers 
per raid. 


The period of siege—air activity on a lesser 
scale, mainly fighter bombers, and short 
rations (Service caloric intake not more 
than 2400 a day). 


(6) December, 1942 The return to normality—air-raids unusual, 
—June, 1943 food position rapidly improved. 

The size of the island made it difficult for troops to get 
away from the bombing. The constant raiding and the 
needs of defence necessitated the dispersal of troops, 
lessening their community life; this was further 
decreased by the shortage of petrol and supplies, which 
militated against the interchange of positions. All the 
infantry felt-isolated from the war. Men in regular units 
were afraid that they would miss promotion. Wireless 
reports of raids in the UK caused unnecessary worry, and 
the repeated references to the good times had by Dominion 
and Allied troops in the UK were misunderstood. An 
adequate training programme for mechanised weapons 
was impossible, owing to lack of the necessary equipment 
and of space for extensive field work. Conditions in 
Malta were probably. never so bad as in some other areas, 


(3) May, 1941- 
December, 1941 

(4) Late December, 
1941-May, 1942 


November, 1942 


such as Tobruk, but the inability to get away on leave 
and the apparent remoteness from, and the lack of con- . 
tact with, other centres tended to produce boredom and 
restlessness, popularly called ‘‘ Malta-itis.” 

The general health of the troops was excellent. The 
principal diseases apart from psychiatric disabilities 
were scabies, diarrhoea and dysentery, sandfly fever (the 
term given to all short-term fevers in summer), and 
infective hepatitis. Two epidemics of typhoid fever 
broke out among the civilian population, a small one in 
summer, 1942, and a major one in 1943, and were accom- 
panied by slight increases in the incidence of the disease 
among the troops. There Was a severe epidemic of 
anterior poliomyelitis from November, 1942, to March, 
1943, details of which have been recorded elsewhere.’ | 
During the siege period most of the troops lost at least a 
stone (14 Ib.) in weight, but the incidence of deficiency 
diseases was minimal. Loss of dark-adaptation, sore 
tongue with definite glossitis, and cedema of the lower 
limbs were recorded. Ameoebiasis, previously considered 
to be comparatively rare in Malta, increased during the 
latter part of 1942 and the early part of 1943—i.e., 
towards the end of the severe food-shortage period. 


ANALYSIS OF DATA 


Table 1 is a crude analysis of the medical outpatient 
consultations and medical inpatients at various hospitals, 


A was a 600-bed hospital functioning under blitz conditions 
from January to April, 1942. The outpatient figures are not 
available, as my records were destroyed with the hospital. 
The attendances, however, totalled 176, of which 92 were 
classified as primarily psychiatric. B was another 600-bed 
hospital, and the figures cover the period August 1941—June, 
1943. The remaining outpatient figures (C) relate to patients 
seen by me from June, 1942, to June, 1943, except about 150, 
some of whom are included in the outpatients of hospital B, 


. the remainder being local recruits referred for specialist 


opinion and included in the records of a third general hospital. 
It is the absence of the latter figures, together with the fact 
that during June, 1943, all the patients were British personnel, 
which causes the lower percentage of Maltese patients in the 
outpatient figures C. | | 

The figures for medical outpatient consultations for hospital 
B were made from the records of Lieut.-Colonel I. MacPherson, 
RAMO, and Major H. A. Dewar, RAMO, and my own. As all three 
worked in close collaboration at some time during the period 
and the individual approaches were known to one another, 
there was a considerable degree of uniformity in the standard 
of case-recording and diagnosis. Further, the final analysis 
of the medical outpatient consultations for hospital B was 
made jointly by Major Dewar and me. 


The total figures represent approximately half the 
medical work of the island during.the period. Detailed 
statistics for the remaining half were not available. 
The analysis is crude, because patients seen more than 
once for the same condition are counted as one attend- 
ance, but those admitted to hospital after consultation 
are recorded in most instances both as a hospital 
inpatient and as a medical outpatient consultation. 
Further, possible discrepancies between the initial out- 
patient and the final inpatient diagnoses have not been 
allowed for. Care, however, was taken in compiling the 
figures to prevent undue psychiatrical bias ; for example, 
a mild case of bronchitis presenting with cough, but 
suffering also from psychosomatic disease—e.g., effort 
syndrome—was classified in the above figures as a case 
of bronchitis. Whilst working at a military hospital in 
the UK in 1944 and using similar standards to those 
employed in Malta, I had 150 psychiatric cases among 
644 medical outpatient consultations (23%). 


The term acute infections in table 1 includes the acute 
intestinal disorders, diarrhoea and dysentery, both bacillary 
and amoebic. Hospital B served as a VD, and to a lesser 
extent as a dermatological, centre for the island. The low 
incidence of VD among the Maltese and the garrison troops 
is noteworthy. Most of the cases of venereal disease were 
provided by naval personnel and troops passing through the 
garrison. The figures for scabies, including infected scabies, 


1. Agius, T., Bartolo, A. E., Coleiro, C., Seddon, H. J. (1945 
Brit. med. J. i, 159: Bernstein, H. G. G., Clark,. J. M. P., 
Tunbridge, R. É. Ibid, p. 7633; Seddon, H. J., Agius, T., 

, Bernstein, H. G. G., Tunbridge, R. E. (1945) Quart. J. 
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are given separately, since scabies provided one of the major 


medical problems. Dermatological outpatients were seen at 
hospital B, but no statistics are available, and the importance, 
of psychiatric factors among such cases is unknown. The 
heading “‘ miscellaneous ” included cases sent for investigation 
as suspected pulmonary tuberculosis, rare conditions, ortho- 
pzdic conditions, and cases with multiple diagnoses of physical 
disease. Compared with most figures relating to medical 
consultations in military hospitals in the UK the most striking 
feature was the low incidence of non-infective digestive dis- 
turbances, particularly dyspepsia. The term included persist- 
ent dyspepsia of ulcer type with negative radiological findings, 
gall-bladder dyspepsia, achlorhydria, “ functional ’’ dyspepsia, 
aerophagy, and proved ulcers. There were only eight cases of 
proved ulcer, four Maltese. The low incidence cannot be due 
to the low caloric value of the diet during the period June- 
December, 1942, as the: figures relate to the whole period 
under review, September, 1941—June, 1943. 


TABLE I—GROSS ANALYSIS OF ALL CASES 


Genieral hospital General | Personal 
inpatients hospital medical 
outpatient | outpatient 
| consulta- connut 
Diagnosis January— | Aug.1941-) _” ations ions 
April 1942 | June, 1943 | Aug. 1941- June, 1942- 
p June 1943 | June 1943 
A B B C 
Acute infection .. 41 (10) 1391 (215) 10 (4) 16 (1) 
Nervous .. (4 129 (34) 74 (17) 26 (4) 
Psychiatric a 17 (10) | 265 (111) 556 (221) 215 (33) 
Circulatory ia 2 (0) ; 26 (12) 27 (12) 15 (8) 
Respiratory 111 (47) «| 761 (249) 209 (G66) 43 (6) 
Digestive.. 14 (0) 190 (56) 75 (17) 37 (2) 
Locomotor 10 (6) | 147 (50) 55 (11) 11 (2) 
Urinary (3) ; -79 (22) 24 (18) 5 (2) 
Scabies .. | 172 (93) 905 (476) a Ne 
Skin -. | 41 (9) | 558(111) 8°" (5) 9 (3) 
VD da sa iri ' 454 (18) 3 (0) i 
Blood | 8 (1) te 
Endocrine en 9 (3) ce 
No appreciable 
disease re 4 (3). 29 (29) 86 (38) 30 (4) 
Miscellaneous... > | 63 (18) 199 (93) 93 (30) 
SE | 
- Total .. 426 | 5014 1326 500 
Maltese 185 1405 502 95 
Others 241 : 3609 824 405 
TABLE II—ANALYSIS OF PSYCHIATRIC CASES 
Anxiety state 6 (2) 140 (36) F a 
Unspecified ` ae na (9) 66 (2) 
Somatic y es ite 70 (18) 15 (1) 
Phobic oh es A 94 (8) 12 (2) 
Hysteria > me 84 (57) os ee 
Amnesic 1 (1) or 1 (0) 1 (0) 
Motor .. 4 (3) sa 16 (10) 2 (1) 
Sensory b 5 (3) 3 134 (116) | 44 (12) 
Visceral i di ta 33 (14) 6 (3) 
Obsessional state eg 5 (1) 1 (0) 2 (0) 
Psychosis.. ais 5 (1) 11 (0) 13 (0) 
Psychopathic 
- personality .. (1) 9 (5) 33 (9) 25 (6) 
Backwardness .. wate 22 (11) 69 (37) 29 (6) 
Total i «1T 265 556 215 
Maltese at 10 111 221 33 


Figures in parentheses indicate number of Maltese. 


The psychiatric diagnoses are analysed in more detail 
in table u. It was impossible to analyse satisfactorily 
the inpatient diagnoses for hospital B in accordance with 
the latest nomenclature. The striking feature of the 
figures is the close correspondence in the percentage of 
psychiatric cases in the two outpatient series : 42% in B, 
43% in C. Further, if the percentages for the British 
and Maltese personnel are considered separately—series 
B, British 40%, Maltese 45% ; series C, British 45%, 
Maltese 35% —it seems that the apparent incidence was 
approximately of the same order in both the British and 
the Maltese troops. 


PSYCHOSIS AND MENTAL BACKWARDNESS 


~ Psychosis.—Psychotic cases were not common, and 
the only problem they created was one of disposal owing 
to siege conditions. Maltese patients were transferred 
to the care of the civil authorities. 

Psychopathic personality.—This is always a difficult 
diagnosis, as it depends largely on the experience and 
knowledge of the diagnostician; but psychopathic 
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‘personality was not unduly prevalent. The conditions 


in Malta—small, isolated, and static communities—were . 
ideal for the revelation of incompatible personalities, but 
the effective disposal of such cases was for this very 
reason difficult. . 


- In Maltese subjects, when the desire for service was lacking, 
irrational behaviour, often anti-social or emotional, was by 
no means uncommon. Most of such patients were not cases 
of psychopathic personality but rather of conversion hysteria 
with a superimposed element of malingering. Disposal was 
difficult ; for, although the men were of little value to the 
Army, any undue readiness on the part of the medical special- 
ists to recommend discharge from the Service might have had a 
bad effect on morale and led to an unnecessary reduction 
in the strength of the local garrison. 


Mental backwardness.—At first dullness and mental 
backwardness were not much in evidence, which was all 
the more surprising as the units had left the UK before 
the introduction on any large scale of the newer methods 
of selection and testing. Further, the regular units 
contained a considerable proportion of men who had 
enlisted during the years of trade depression, 1930-33, 
largely because of their inability to obtain employment. 
As the strain of the siege conditions increased and the 
necessary equipment for the more technical training of 
the modern infantry man became available, mental 
backwardness became increasingly important: Dullards 
who had in the past been tolerated as the platoon or 
company comic began to be despised, for they delayed 
the training programme and brought the platoon into 
disfavour, and they sought refuge in sickness or crime. 
The incidence of mental backwardness was not unduly 
high but corresponded with the recognised normal 
incidence for a British community. Passengers were 
unwelcome in the days of the siege, and the absence of a 
UK Pioneer unit made their disposal difficult. 


Among the Maltese troops mental backwardness was much 
more serious. Surgeon Captain Tabone, RMA, and I early in 
1942 attempted a limited survey of the intelligence standards 
of Maltese patients in a general hospital, using the Raven 
progressive matric test. Over 60% of the patients scored 
less than 20, and only 3 gave scores of 40 and over out of a 
total of 102 other ranks tested. It was thought that language 
difficulties and temperamental factors had vitiated the 
results, and the test in consequence was not generally used. 
On a subsequent occasion the test was used among selected 
Maltese. personnel by other investigators, who found that the 
scores were considerably below those obtained from UK 
personnel. 

PSYCHONEUROSIS 


The ypsychoneuroses provided the major clinical 
problems in at least 30% of all medical outpatient con- 
sultations. The low incidence of hysterical amnesia and 
obsessional] states is in striking contrast to experiences in 
otherspheres. All severe cases of amnesia were admitted 
direct to hospital and, although the exact number cannot 
be given, the incidence was small. Possibly. the sub- 
conscious realisation that amnesia would not lead to the 
removal of a man ‘from the island may have influenced 
this type of response. 

The importance of constitutional and early environ- 
mental factors is well illustrated in the different types of 
reaction of the UK and Maltese troops to similar stresses 
and strains. The reaction of the Maltese was primarily 
hysteria, a finding in keeping with the lower intelligence 
standards observed among Maltese troops, and in the UK 
troops anxiety. ‘‘ Hysteria, sensory ’’ was used for 
patients who under stress repeatedly reported sick, 
complaining of headache, backache, or dyspepsia, but 
who on repeated investigation showed no abnormality 
and when removed from their difficulties were immedi- 
ately symptom-free. 

The only new adverse environmental factor in Malta 
was constant exposure to bombing. The patients who 
broke down were by no means those most heavily and 
most often exposed or those nearest to an explosion, 
but most of them had experienced before the war 
psychiatric difficulties either environmental or personal. — 
In some instances the patient had adjusted himself to his 
civil environment and reasonably well to Service life, but 
after a dramatic incident, or more usually a series of 
incidents, he broke down completely and thereafter 
reacted with acute anxiety, often uncontrollable, to 
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sirens, gun-fire, and aircraft noises as well as to bombing. 
Such cases were classified as “anxiety state, phobic.” 
In a lesser degree most of the psychoneurotic patients 
developed a phobia for the extraneous noises and effects 
mentioned above. 
The prevalence of this pathological degree of fear of 
enemy aerial attacks among all the psychoneurotics 
suggested the observation of the effects of such activity 
on a sample of the supposedly normal military community. - 
A limited survey of part of an infantry company and of 
part of a light anti-aircraft battery employed in the 
defence of the most heavily raided airfield was selected. 
Both units had been stationed in the area for at least six 
ages at the time of the survey, the middle of March, 


To afford a pretext for this interview, intelligence tests - 
with the Raven progressive matrix test were made on all of 
themen. The interviews were made at the medical-inspection 
room situated alongside the airfield where the men attended for 
sickness or routine health inspections. The constant atten- 
tion of the enemy permitted a personal observation of the 
men’s reactions to aerial activity. ‘The results and opinions 
formed were later discussed with the medical officer and with 
the unit officers, and a close correlation in views was found. 

In the infantry company, out of the 36 other ranks and 2 
officers examined there were four severe and six moderate 
cases of anxiety state. Two of the latter, besides the four 
_ severe cases, had been observed by the company officer and 
transferred to relatively unexposed positions. The remaining 
four with careful handling and without undue exposure or 
fatigue were considered capable of continuing on duty. 
Two of the severe cases had to be admitted to hospital and 
evacuated from Malta. Three other men, including a senior 
NCO, showed evidence of impaired efficiency during raids, 
although managing to hide the more obvious symptoms of 
anxiety. . 

In the anti-aircraft unit, out of 22 other ranks and 2 officers 
examined, there were one severe and four moderate cases of 
anxiety state. One of the latter had been observed by the 
company officer and transferred to a less exposed position 
as telephonist. One case of psychopathic personality was ob- 
served. The man had ultimately to be invalided from Malta. 


The sample is small and the method of obtaining the 
data open to many criticisms, but the general agreement 
in the conclusions reached by the unit medical officer, 
the company officer, and me enhanced the value of the 
findings. Roughly we may say that 25% of the men, 
as a result of long exposure to frequent raiding together 
with other factors, such as fatigue, loss of sleep, loss of 
leave, and lack of amenities, showed a serious pathological 
response to bombing. The incidence, as might be 
expected, was higher in the infantry men than in the 
gunners, the latter having action available in the firing of 
the guns. The intelligence quotient was not related to. 
the liability to break down. 

The men’s views on the reasons for their abnormal 
_ reactions or those of their colleagues were both interesting 
and informative. They enumerated fatigue, lack of 
sleep, boredom, always being of a worrying nature, and 
“ shelteritis ”? as a causal agent. A few men thought the 
use of a shelter during the night when on leave was 
justifiable to obtain a proper night’s rest, but deplored the 
use of one during the day—‘‘ it was the beginning of 
the end.” Another interesting comment was that they 
preferred dive-bombing to high-level attacks, because in 
the former they could judge where the bombs were com- 
ing and in the case of the gunners they had a chance of 
hitting back. 

The onset of the pathological response to bombing, 
whether primary or secondary, may be insidious or acute, 
and in the former it is often difficult to date the onset 
within a month. Allowing for this fact it is interesting 
that during April,- 1942, the worst month of the Malta 
blitz, when the defence was handicapped by lack of air- 
craft and of certain types of ammunition, the number of 
men reporting sick with pathological reactions to bomb- 
ing was maximal. I saw 19 severe cases of anxiety state 
with an associated phobic element during January- 
March, 1942; 22 in April, 1942; and 20 from May to 
December, 1942. ; 
~ There was no great difference in the incidence of 
psychoneurosis either in the different arms of the Services 
or in different units. There was a slightly higher inci- 
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dence among the RAF ground staff, due in part to the 
great difficulties under which they had to work and in 
part to constitutional factors. | 

The Maltese had many privileges, including 24 hours’ 
leave at least once every six days, and they were rarely 
stationed, except the Gozitans, beyond an easy walk 
from their homes or those of relations. On the other 
hand, they could not look on any raid dispassionately, for 
bombs dropped over the hill might be im the direction of 
their village or town, causing added anxiety about their 
friends and relations. UK troops married to Maltese 
experienced a similar feeling. UK troops were liable to 
become unnecessarily anxious even about relations at 
home, if a raid was reported in a specified area. They 
were inclined to think that the town referred to in the 
area was their own home-town. Most of the patients 
with psychoneurosis gave a definite history of previous 
maladjustment and personality difficulties. | | 


TREATMENT 


Rest, sedation, and reassurance were the only therapy 
available. Thesmaliness of the island meant that no area 
was immune from enemy action or from anti-aircraft or 
aerial activity. ‘The convalescent depots and hospitals 
were all within a mile of military objectives ; hence the 
value of these institutions as rest centres was limited. 
The patients with severe symptoms had to be admitted 
to hospital, as they could not be retained in their units, 
but once in hospital they created many administrative 
and medical difficulties, chief of which was the inability 
to transfer them to the mainland. The men were 
employed wherever possible, but their continued presence 
about the hospital for months, their behaviour during 
air-raids, and their apparent physical well-being (a 
hospital diet during the siege period was considerably 
superior to the ordinary Service diet) had a bad influence 
on the other patients. For several reasons a special 
centre for treating psychoneurosis was not possible, and 
therefore no statistics are available about the beneficial 
effects of therapy. Many of the patients with a reason- 
ably good background, after rest, sedation, and repeated 
interviews, returned to their units and performed useful 
work if sheltered from exposure by arrangement with the 
company officer and unit medical officer. Had an invasion 
occurred they would have proved a serious liability. 


DISCUSSION 


Evidence has been submitted to show the importance 
of psychiatric casualties in the routine work of the 
medical specialist. The figures quoted for Malta— 
approximately 50% of all outpatient cases showed evi- 
dence of a major psychiatric disorder either primary or 
secondary—are high because all cases were seen by & 
medical specialist and because of the concentration 
of recognised adverse environmental factors in the garri- 
son. Itis not suggested that the environmental factors in 
Malta, except the bombing, differed from those elsewhere, 
but they were intensified for the garrison by the shortage 
of supplies and the isolation. During the period of food- 
shortage morale was better than it had been immediately 
before the strict rationing. Many factors might explain 
the improvement, but among those which should be 
mentioned were the inspiring Jeadership of HE the 
Governor of Malta, Field-Marshal Viscount Gort, vc, and 
the extreme fairness of the rationing system. For the 
first time members of all three Services, officersand men, 
had an identical ration, and extras, except a specified 
sum to be spent on fresh vegetables, were not permitted. 

The. limited investigation of the possible effects of 
bombing suggested that at least 25% of the garrison 


. showed a pathological degree of response to aerial attack 


in March, 1942, a percentage which in my opinion had 
increased by the end of April, 1942. It is not, however, 
suggested or to be concluded that this percentage was a 
criterion of the quality of the troops stationed in Malta. 
The high commendations subsequently won by the 
troops, garrisoned in Malta during the period under 
review, on battlefields in the Mediterranean is a sufficient 
testimony against any such conclusion. The figures, 
however, indicate the importance of psychiatric cases, 
especially those due to continued bombing. Much can 
be done to reduce the psychiatric sickness-rate by 
prevention, which calls for general administrative as well 
as medical action. 
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Certain principles concerning the training of troops 
were again emphasised by the Malta experience. The use 
of deep shelters, ‘‘ shelteritis ’’ as the troops called it, is 
to be deprecated among fighting troops. 
ing how to make open slit trenches they should be 
constantly drilled in dispersal and lying flat. There were 
very few casualties among the troops working on the air- 
fields who adopted the latter procedure, despite constant 
exposure to heavy raiding. From the standpoint of morale, 
frequent raids at irregular intervals, with the heavy 
attacks indiscriminately interspersed among nuisance 
raids, are more deleterious than heavy raiding at regular 
and longer intervals. 

There is no evidence to show that bombing introduced 
any new factor in the production of psychiatric casualties ; 
rather it aggravated or precipitated existing psycho- 
neurotic dysfunction, although in certain exceptional 
cases it may be capable of precipitating an acute anxiety 
state in a previously balanced individual. ` 

The detection and primary treatment of the minor 
psychiatric disorders should be the responsibility of the 

regimental medical officer. Any effective treatment 
undertaken by the medical specialist or psychiatrist is of 
limited value without their understanding coöperation. 

In view of the high proportion of psychiatric disorders 
in medical outpatients, should all these cases be referred 
to a psychiatrist if available ? The answer is definitely 
in the negative. The border-line in physical and 
psychiatric medicine is difficult, and the frequent super- 
imposing of the psychomatic ‘disorders upon physical 
disease requires that the medical specialist must be 
prepared to diagnose and treat the minor psychoneurotic 
disorders. He may do untold harm to a patient by 
referring the case back to the regimental medical officer 
with a curt note, ‘‘no organic disease,” ‘‘ obviously 
functional,” without first attempting to explain matters 
‘to the patient, time-consuming though this may be. 
On the other hand, he must realise which cases are beyond 
his experience to treat and refer them back to the 
psychiatrist without delay. 


SUMMARY 


Primary psychiatric diagnoses constituted over 40% of 
the medical outpatient consultations in Malta during the 
period September, 1941, to June, 1943. 

Conditions in Malta were not exceptional save for the 
intensity of recognised environmental ætiological factors, 
due to the constant exposure to bombing. 

Evidence is submitted that during the height of the 
blitz period 25% of the garrison showed a pathological 
reaction to bombing, but that tha general quality of the 
garrison troops was in no way inferior. 


I wish to express my thanks to all the medical colleagues, 
besides the medical specialists named, who served in Malta 
during the period under reviow, to Brigadier J. R. Rees, 
consulting psychiatrist to the Army, and to Brigadier R. F. 
Barbour, recently consulting psychiatrist, MEF, for their help 
and encouragement ; and to Brigadier W. K. Morrison, DSO, 
DDMS Malta, for permission to publish this paper and for his 
personal interest in the problems raised and in the welfare of 
the men. 


-= Scottish Councm ror Hearta Epucation.—Reporting 
to the Council on his tour of the rural and Highland areas 
of Scotland, Dr. J. N. Greene Nolan said that, accom- 
panied by a Ministry of Information mobile film unit and 
operator, he has so far visited 20 counties, addressing 222 
meetings in schools, factories, and public halls, with an aggre- 
gate attendance of nearly 29,000 persons, of whom 18,000 
were senior-school pupils. Remarking that ‘“ queues grow 
longer, food scarcer, and new clothes harder to come by,” 
he expressed surprise that he had had large and appreciative 
audiences almost everywhere he went. There could be no 
doubt that there was a stirring of public interest in health 
problems, and it was the Council’s duty to respond to the 
desire for information, discussion, and advice. Mr. Henry 
Ellis, the secretary, reported that nearly a million leaflets 
on health matters had been distributed in Scotland during 
the past 16 months. The Council’s summer school at St. 
Andrews in August had proved a remarkable success, 70% 
of the students being school-teachers. It was hoped to repeat 
the school several times in the coming year. 


Besides learn- 
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SORE nipples are often the underlying cause of failure of 
breast-feeding. They may make the mother unwilling 
or unable to endure the child going to the breast ; or they 
may lead to a great reduction in the rate of secretion. of 


‘milk indirectly by necessitating an interval of a day -or 


more in suckling in the first few days of lactation. The 
resulting engorgement coming when removal of the milk 
by manual expression or pump is difficult or painful 
reduces, sometimes irretrievably, the secretion of milk. 
Sore nipples are very common, estimated by DeLee 
(1938) to affect more than half of all lactating women. 
They are intensely painful and may bleed, causing blood- 
stained vomitus and gastro-intestinal upset in the baby, 
and are believed by many to be the forerunners of 
breast abscesses. 

The innumerable articles and textbook pages dealing 
with sore nipples speak of cracks, fissures, rhagades, 
abrasions, excoriations, erosions, ulcerations, chaps, and 
blisters. For the most part, where distinction has been 
made, cracks and rhagades have been used as inclusive 
terms ; abrasions, excoriations, and erosions have indic- 
ated a loss of surface ; and fissure has been reserved for 
the lesion at the depth of the crevices of the skin 

Trauma from rubbing or biting is the most popular 
explanation of soreness (Mauriceau 1755, Ramsbotham 
1855, Bedford 1868, Hirst 1889, Wright 1908, Bumm 
1912, Moll 1922, Smith 1929, Sacco Ferraro 1933, 
Leinzinger 1938, DeLee 1938, and Berkeley, Bonney, 
and MacLeod 1938). Others emphasise the thinness or 
soddenness of the epithelium (Norris 1895, Jellett 1910, 
Ten Teachers 1938). This interpretation underlies the 
recommendation so often made to harden the epithelium 
before delivery ; nine specimens of this advice are given 


TABLE I—INCIDENCE OF FIRST PETECHL® AMONG 114 WOMEN 
AND FIRST OCCURRENCE OF FISSURES AMONG 176 WOMEN 
ON DAYS OF PUERPERIUM 


Day e.. | 1; 2]3 [4 


ee | me | nt | ee fe | a | ee | eee 


No. of cases 
Petechial | 1) 7/13) 5/8, 3. 
2 


Ulcerative | 0 | 0 0 0] 1 
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and deplored in the Ministry of Health report on the 
breast feeding of infants (1943). The part played by > 
suction was well described by Deluze (1850) and has also 
been referred to by Bumm (1912) and Russell (1924). 
Other suggested causes are local insufficiency of vitamin 
A (Balachovski 1934, Kunz 1936), the detachment of 
crusts (Tarnicr and Chantreuil 1888), and the fullness of 
the breasts (Meigs 1852, Waller 1943). Thrush of the 
ope has been recognised at least since Mauriceau’s time 
has been found by Kisiya (1941) relatively late in 
lactation. This one paper by Kisiya is the only account 
found of experimental work relating to causes of soreness 
of the nipple. 


Investigation 


The following investigation consisted of a preliminary 
observation of some 400 women and a more detailed 
study of 114. It has become evident that there are two 
common kinds of lesion differing in nature. position, and 
time of incidence : the erosive or petechial (fig. 1) and the 
ulcerative or fissure (fig. 2). The erosive or petechial 
lesion manifested itself most simply as swelling of the 
papillæ, usually at the centre of the nipple. Sometimes 
soreness was present without visible alteration ; in other 
cases there were small almost translucent œdematous 
areas and later petechiæ. In some instances the 
petechiæ appeared without preceding œdema. In their 
most extensive ’form the petechiæ merged to form 
a red crescent transversely across the nipple (fig. 
1). Sometimes the superficial layers of epithelium 
were eroded as a ruptured blister. Pain at the time of 
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-a » nursing was con-. 
EO Si mon to all stages, 
a aS 3 : which, because 
if Nen =- they frequently 
AA succeeded one 
another, were con- 
sidered to be parts 
of one process. The 
lesion was com- 
monly bilateral. 
This type was 
found most often 
during the first 
days of nursing 
and seldom started 
after the first 
week (table 1). 
The position of 
the line of merged 
petechizs across 
the nipple was 
remarkably con- 
stant, and, since 
the women under 
Be SE ee | observation all 
Eo erg += nursed while lying 
"=" down, bore a con- 
stant relation to 
the baby’s mouth. 
To find out whether soreness was produced by rubbing 
or suction a finger was put into some babies’ mouths. 
One could feel the rhythmical action of the jaws and 
cheeks, the tongue lashing the underside of the finger 
strongly and frequently, and the area of maximal suction 
in the crescent-shaped space between the tongue and the 
palate. There could be little doubt that the petechia] 
area on the nipple corresponded to this area of maximal 
suction. If repeated frictional trauma were the cause, 
the lesion would presumably be in that part of the nipple 
worked on by the tongue and gums. No evidence was 
found of biting causing the soreness. It is known that 
the pain is felt most often and intensely in the first 
moments after the child has been put tothe breast and 
gives the subjective impression that the nipple has been 
bitten. This fact is commonly mentioned by patients. 
They also recognise that the sensation of being bitten is 
felt only on the affected side, although the baby appar- 
ently takes each side with equal vigour. The pain is 
sometimes experienced in an affected nipple during a 
“ draught ” sensation felt apart from suckling. It seems 
probable that, although suckling and therefore presum- 
ably its mechanical effects are necessary for the develop- 
ment of sore nipples, actual aggressive biting in early 
infancy is not an essential factor, if it occurs at all. 
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Fig. |—Petechial lesion of nipple. 


MEASUREMENT OF SUCTION 


The next step was to investigate the pressure-changes 
within babies’ mouths during suckling. This was done 
by direct measurement with a mercury manometer 
recording by its float on a smoked drum and connected 
by a hypodermic needle to a no. 14 soft catheter, which 
was passed beside the nipple into the baby’s mouth. 
The hypodermic needle served both to lengthen the 
connexion without noticeably increasing capacity and 
to damp the swing of the mercury column. The momen- 
tum of the moving mercury column exaggerated the 
excursion when suction and swallowing produced quick 
large oscillations, but this exaggeration did not modify 
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Fig. 3— Record of negative pressure in a baby’s mouth while taking 


easily from a full breast, 
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Fig. 2—Fissure of nipple. 


the reading when the negative pressure was steadily 
maintained. The catheter was apt to cause an air-leak 
between lip and breast or to interrupt the child’s hold ; 
hence recording was only possible where the areola was 
soft’ enough to accommodate. the catheter, where the 
mother was not put off by the apparatus, and where the 
child took a good hold. i 

As might be expected, the occurrence or non-occurrence 


‘of swallowing determined the type of record. When the 


child could be heard swallowing milk or air, a character- 
istic tracing was obtained like that illustrated (fig. 8), 
which was made on her eleventh day by a vigorous baby 
girl, who weighed at birth 7 Ib. 1 oz. She was taking 
leisurely from a full breast and obtained 1 oz. of milk 
from that breast at that feeding. The negative pressure 


- was rhythmically produced and released with each act of 


swallowing, but a moderate negative pressure existed 
momentarily before the next jaw action. 

When, however, a hungry child was obtaining no milk 
and there was no air-leak between lip and areola, a nega- 
tive pressure was liable to be produced, and to be con- 
tinuously maintained at a high level even for minutes 
within the mouth until the nipple was withdrawn. 
Fig. 4 shows a record made the day after birth from a 
second child, a boy, who weighed at birth 7 Ib. There 
was a period of vigorous sucking interrupted by a rest; 
then, between the arrows, the baby could be heard to 
swallow. After that, swallowing cduld not be heard 
and the baby was almost asleep, with occasional move- 
ments of the jaws. The ready response of the mercury 
to small nibbling movements showed that the catheter 
was open during this period. After a period of less 
suction a negative pressure was held for 24 min. at 
approximately 70 mm. Hg. Greater negative pressures 
were recorded in other instances, and one two-day-old 
baby exerted a suction of 200 mm. Hg for 2 min. until she 
was removed from the breast. The outward appearance 
of the baby gave no indication of the strength of negative 
pressure obtaining ; indeed the contrast was striking 
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Fig. 4—Record of negative pressure in a baby’s mouth while taking the. 
scanty secretion and later whiie on the empty breast. | 
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between the peaceful child apparently at rest on the 
breast and the high level of negative pressure recorded 
by the instrument. An increase of negative pressure was 


repeatedly observed when the baby felt the nipple going 
from him. 


The easiest way to understand the meaning of these 
figures—70 mm. Hg for 24 min. and 200 mm. Hg for 2 min. 
—is to measure one’s own suction capacity. <A suction- 
-~ pressure of 100 mm. Hg is an ordinary maximal] reading 
to produce by inspiration alone but can only be held with 
the breath. By mouth action and swallowing some 
adults can exert a suction-pressure of 350 mm. Hg, and 
a few a considerably higher pressure (Auerbach 1888). 
Mouth-action suction can be maintained for some 
minutes, although to exert a pressure of even 200 mm. 
Hg demands a great effort and soon produces cedema- 
tous flushed areas on the buccal mucosa, much resembling 
the soggy early nipple. This experiment might well be 
included in the students’ obstetric or pediatric training. 


CAPILLARY RESISTANCE AND VITAMIN-C SUPPLEMENT 


The strength and duration of suction revealed by these 
records being sufficient by itself to produce petechiz in 
the skin of the arms of some healthy persons, the questions 
arose whether sore nipples were in part due to reduced 
capillary resistance in the mothers and, if so, whether the 
resistance could be restored. Preliminary tests made by 
applying negative pressure to the skin of the arm showed 
that, on an average, petechiz were more readily produced 
in newly delivered women than in other women. Thusa 
survey was undertaken to determine if lowered capillary 
resistance were related to the incidence of sore nipples ; 
it also served to record the frequency and time-incidence 
of the types of soreness. Despite the weight of evidence 
against the correlation of vitamin-C intake and capillary 
resistance, it seemed possible that the decreased resist- 


ance of the mothers might be attributable to the pro- 


bably large demands on vitamin C during labour and the 
establishment of lactation, periods. which coincide with 
small intake of food and often with. virtual vitamin-C 
starvation. This possibility was also tested. 

All women admitted in a two-month period were 
included in the survey except those who did not nurse 
their babies in the first five days and those whose colour 
or infectious condition made the capillary-resistance test 
impossible. The total number observed was 114 ; they 
were observed for eleven days after delivery ; every third 
patient admitted to the labour ward was prescribed 100 
mg. of ascorbic acid from the time of admission until the 
fourth day after delivery. Each woman was interro- 
gated and both nipples were inspected on six days a week. 
The double process was found necessary because many 
women would only admit soreness when they saw an 
examination was going to be made. 

Four grades of soreness were distinguished : soreness 
but no visible change, cedema of papillz visible, separate 
petechiz established, and petechis merged to form a 
transverse crescent. For correlation the severest stage 
reached was taken. How far the soreness developed 
depended partly on the time when treatment was started. 
This introduced a large experimental error which could 
not be avoided. The care of the breasts was controlled 
by other members of the medical staff, and the observer 
gave no guidance. The routine instruction on nursing 
given to the mothers was that the babies were to be 
nursed for 5 min. on each breast every 8 hours for the first 
48 hours and after that for 10 min. at 4-hour intervals. 

The capillary resistance was measured by application 
of a negative pressure of 200 mm. Hg to the skin of the 
forearm for 1 min., and the number of petechiæ were 
counted. The suction was applied with a flanged glass 
tube with a lumen diameter of 1 cm. In one patient only 
one reading was obtained, but in nearly all the others 
three or more were made on different days and the mean 
value was taken. No consistent difference was observed 
between the mean of the readings on successive days of 
the puerperium. 

From the series of observations partial regression 
coefficients were calculated to test the possible relation 
of capillary resistance and vitamin-C supplement to the 
incidence of soreness. The weight of the baby and the 
parity of the mother were also taken into account 
(table). 
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Findings 

Of the 114 mothers, 71 (62-3%) had the erosive type of 
sore nipples and 5 (4:4%) the ulcerative ; of these, 3 had 
both types, making the total incidence 64%. 

No significant correlation was found between the inci- 
dence of soreness and capillary resistance, ascorbic-acid 
supplement, and parity. The weight of the baby, on the 
other hand, varied with soreness beyond the standards 
conventionally attributed to chance. It seems probable 
that the relation is due to greater suction being exerted 
by bigger babies ; care was taken to exclude from the 
series mothers whose babies were unable:to take the 
breast during the first days; all babies weighing less 
than 5 lb. and most under 6 lb. were therefore not in 
the series. a 

The absence of correlation between mean capillary 
resistance and incidence of soreness has several possible 
explanations. The test of resistance by counting pete- 
chiz in. the skin of the arm may not have been an ade- 
quate measure of the critical negative pressure at which 
the capillaries would leak, or it may not have been related 
to capillary resistance in nipples. Or the capillary resist- 
ance of the nipple may have been such as to allow forma- 
tion of petechiz in all or almost all the women if the baby 
exerted a strong and long suction, especially if venous 
obstruction were also present. This last explanation is 
thought to be true. A suction similar to that exerted by 
some babies, 100 mm. Hg for 2 min., produced pete- 
chiz on the arms of 38 out of 59 mothers tested. Since 
petechiw can also be produced by venous obstruction 
alone, it seems likely that venous obstruction caused by 


TABLE II—RELATION OF VARIOUS FACTORS TO SORE NIPPLES) 


; l 
Soreness .. | 1-614 1-530 P a 
Parity .. | 2447 | 2102 — 0-089,703 | — 0-950,419 
Resistance 8:563 8:179 — 0:161,260 |= 1:734,916 
Weight 7-383 0-945 + 0-193,502 + 2-037,936 
0-315 0-467 + 0-145,162 | :1-515,423 


Vitamin C 


Values of t gecater than +1 a may be considered significant : 


the baby’s grasp and the milking action of the tongue 
might, in conjunction with strong suction, raise the 
tension beyond the leak point in nearly all women. It is 
interesting that petechie in the babies’ tongues were only 
observed twice and then were at the margin; venous 
obstruction as well as suction presumably assisted in 
causing them here and may have done so on the nipple. 
Judging by the rough-and-ready method of manual 
compression, obstruction is less likely if the constriction 
is made well on the areola rather than at the base of the 
nipple. This is a very practical point. To reduce the 
risk of the petechial type of soreness, one should ensure 
that the baby takes a hold of the nipple and as much of 
the areola as possible. This not only reduces venous 
obstruction but also helps to avoid the increase in nega- 
tive pressure when the child’s hold is insecure. Further, 
this position is the best for the milking action of the jaws 
and tongue, as Waller (1938) has emphasised. Freedom 
from venous obstruction may explain the fact that the 
mothers on whom the records of strong suction were 
made developed soreness and cedema but no immediate © 
petechis ; recording was possible only if the baby took a 
good hold of the areola. 
The number of women given ascorbic-acid supplement - 
was unfortunately small. Even so the absence of 
significant correlation between the receipt of supplement 
and soreness shows that it was here no specific remedy. 
The regression coefficients confirm the uselessness of the 
capillary-resistance test as a measure of ascorbic-acid 
level in women. l 
Contrary to the findings of other workers there was no 
relation between parity and soreness in the survey. 
This finding was unexpected, since the interval between 
delivery and the secretion of milk is longer on average in - ~ 
primipare than in multipare, the longer interval] 


s 
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increasing the risk of exposure to strong negative pres- 
sure. This would be offset if the inexperienced mother 
were less often successful in getting the child to take the 
breast in the first days. The greater incidence in primi- 

paræ found by others may have been due to the recording 
of the rate of complaint rather than the incidence found 
on close examination. Multipare are rather apt to take 
soreness for granted. 

In table 1 the day of first occurrence of petechie is set 
out as an indication of the time-incidence of the erosive 
lesion, this measure being taken as the most definite sign 
available. It has been argued that the lesions are caused 
by the strong suction exerted before the milk secretion is 
free, and yet in 6 cases petechie first developed, and in 
another 3 fresh ones appeared, after the fifth day. In 5 
of these 9 there was no obvious explanation, but in 4 the 
baby had been withheld from the breast because of 
soreness, but the milk had not been wahore we and 
secretion had become scanty. 


ULCERATIVE OR FISSURE TYPE OF LESION 


Of the women in the survey 5 had fissure of the nipple, 
and, extending the series, there were 10 cases in 176 
women. The lesion (fig. 2) is an ulcer, a break in the 
epithelium in the depth of the lines of the skin, usually at 
the side of the nipple. It appears to be commoner among 
well-formed nipples. It was not seen before the fifth 
day. Since it does not resemble, have the same time- 
incidence as, or necessarily succeed the erosive lesion it 
is thought to be distinct. It is suggested that the 
ulcerative lesion is the result of mechanical trauma acting 
on sexual skin at a period when the body has experienced 
a sudden withdrawal of œstrogen. Allen (1927), Allen 
et al. (1987), Chamberlin et al. (1941), and Aberle (1934) 
have shown that the thickness of the nipple epithelium 
in monkeys and other mammals is increased by cestro- 
gens. Hain (1940) and Wenner (1941) have shown that 
there is a great decrease in urinary cestrogens after 
delivery. In collaboration with Dr. A. W. Ham, who drew 
my attention to the cestrogen control of nipple epithelium, 
human placenta was given orally to spayed and immature 
rats. These experiments showed increase in nipple size 
and, the most conspicuous effect, the development of the 
invaginations of epithelium which appear to correspond 
to the furrows of the human skin. It is possible, then, 
that the human placenta during pregnancy causes elab- 
oration of the furrows, and that these bear the brunt 
of the lesion with the decrease of cestrogens at delivery. 
As cestrogenic substances are widely distributed in nature 
(Butenandt and Jacobi 1933, Skarzynski 1933, Zondek 
and Bergmann 1938), and as they are active when applied 
locally in alcoholic solution (Jadassohn et al. 1937, 
Gardner and Chamberlin 1941), it seemed possible that 
the traditional use of tinct. benzoin. co. BP might be 
because of cestrogenic substances. Tests made by Mrs. 
M. O. Barrie Sweeten by three daily injections of 0-5 c.cm. 
into spayed rats showed, however, complete absence of 
cestrogenic effect. 


PREVENTION OF SORE NIPPLES 


The records of strong suction indicate that the time for 
which a baby is left on the breast before the milk comes 
in should be short, a fact which has long been recognised 
empirically. Soreness was almost entirely avoided 
when the baby was only allowed about 2 min. at a feed- 
ing-time until he was heard to be getting milk. The 
taking of the areola as well as the ni a has already been 
mentioned. On theoretical grounds, greasy ointments 
would be expected to be of little value. In the untreated 
‘breast the strong negative pressure is often relieved 
by air-leak between lip and areola, but this protective 
accident is less likely after the application of grease. 

The question arises whether the child should be put to 
the breast at all until the milk is readily accessible. It 
appears tbat the efficient removal of milk regularly from 
the time of the first copious secretion is, in most women, 
the most important factor in establishing breast-feeding. 
Apart from psychological considerations so ably presented 
by Middlemore (1941), the purpose which directs the 
management in the first days is to enable the child to take 
milk well at that stage. Here conditioning plays a very 
large part, and the child which goes first to the breast at 
‘the time of great engorgement is often too inex peMences 
to be successful. 
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Summary 


Two common types of sore nipple have been distin- 
guished : the erosive or petechial and the ulcerative or 

sure. 

The position of the petechial lesion and the strong 
sustained suction found to be exerted by the baby are 
taken to indicate that suction unrelieved by swallowing 
is the main cause of the petechial type. Venous con- 
gestion and lower capillary resistance may contribute to 
their causation. 

To prevent the petechial type the child should not be 
left on the breast for more than 2 min. when it is obtaining 
nothing. The child should take as much of the areola as 
possible into its mouth. 

Ascorbic-acid supplement was without effect on sore- 
ness and capillary resistance. | 

It is suggested that fissure of the nipple is due to 
reduction of cestrogen level after delivery. 
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INFECTIVE HEPATITIS 
, TRANSMISSION BY FACES AND URINE ` 


oy G. M. FINDLAY R. R. WILCOX 
CBE, MD, D SC EDIN., MROP M B LOND. 
BRIGADIER MAJOR, RAMO 


THERE is at present no means of actively immunising 
against infective hepatitis, so prevention must depend 
on hygienic measures ; for these to be a success it is 
essential to have accurate information on the mode of 
transmission. | 

In times of peace it seemed reasonable, on epidemio-, 
logical grounds, to postulate that infective hepatitis was 
transmitted by droplet infection ; even then, however, 
certain explosive epidemics in schools and other institu- 
tions strongly suggested that food or water might serve 
as a vehicle for the infective agent after it had left the 
body in the excreta. 

In modern warfare explosive outbreaks of infective 
hepatitis are more common. In Gallipoli and Egypt 
during the 1914-18 war flies, food, and water were 
regarded as possible transmitting agents; this view has 
received ample confirmation, again from the Middle East, 
during the recent war (Kirk 1945). 

Experimental evidence is now forthcoming that the 
excreta contain the causal agent of infective hepatitis. 
Voegt (1942) was the first to transmit the disease to 
volunteers by the oral administration of duodenal juice 
and urine. Other workers have also succeeded in trans- 
mitting the disease by means of feces from early cases 
(MacCallum and Bradley 1944, Havens et al. 1945, 
Findlay and Willcox 1945). MacCallum and Bradley 
found that frank jaundice developed only when fæces 
were sprayed into the nasopharynx, the incubation period 
being 27-31 days. Havens and his colleagues (1945) gave 
fecal material in capsules as well as urine and stool 
extracts which had been filtered and dried ; 2 out of 3 
volunteers contracted jaundice after intervals of 20 and 
22 days. 

. Further details are now given of transmission experi- 

ments which have been carried out in West Africa since 

the summer of 1943. i 
TECHNIQUE 


Since in the study of infective hepatitis man has to take 
the place of the experimental laboratory animal, there is 
always the possibility, unless careful precautions are 
taken, that the jaundice which appears after a given 
inoculum may be due not to the inoculum but to chance 
contact with a sporadic case of infective hepatitis. In 
the experiments here described the volunteers lived in a 
semi-closed community which had been free from infec- 
tive hepatitis before the onset of the experiments and 
where contact with the outside world, though not 
entirely excluded, was nevertheless limited. 

The same precautions to prevent contact between 
patients donating and those receiving possibly infected 
material were taken as in previous experiments on the 
intranasal transmission of hepatitis following yelow- 
fever inoculation (Findlay and Martin 1943). Persons 
who became infected were isolated from the general 
community, and those who received material for a second 
passage were selected from those whose contact with the 
donors had been minimal. Thus the possibility of an 
infection from an extraneous source, while not entirely 
eliminated, was extremely small. In fact in the com- 
munity itself, with an approximate population of 800 
persons, there was no instance of infective hepatitis in 
anyone, apart from those experimentally infected, 
except one man who had not been experimentally inocu- 
lated and who, after leaving the community for nearly 3 
months, returned with frank jaundice, His movements 
had not been controlled during this period, and the incu- 
bation period, if his disease had been contracted while 
resident in the community, was very long. 

While these investigations were being carried out 
there was no evidence of any epidemic of jaundice among 
either the military or the civil population in the surround- 
ing rural area ; nor were any cases of infective hepatitis 
treated in the local civil hospital. For the whole of the 
military personne] of the Gold Coast, scattered over an 
area of many thousands of square miles, the monthly 
rate per thousand strength varied during the relevant 
period from 0-29 to 0-39. 


BRIGADIER FINDLAY, MAJOR WILLCOX : INFECTIVE HEPATITIS 


[Nov. 10, 1945 


Those who donated material were either Africans or 
Europeans with infective hepatitis of moderate severity. 
All were in the early icteric stage, usually on the 1st or 2nd 
day of the jaundice and in no case later than the 5th 
day, when the first specimens were taken. No material 
from an amecebic-cyst carrier was used, and no inter- 
current infection resulted from the administration of the 
excretory products. For fecal transmission 3 g. of 
feeces was ground up in 250 c.cm. of milk, and 50 c.cm. 
was given to each volunteer to drink on an empty 
stomach. There was usually only a short interval, 
during which the material was kept on ice, between 
passage of stoo] and transmission to donors. Gelatin 
capsules were not used, since it was desired to know 
whether the causal agent of infective hepatitis could 
escape destruction by the gastric juices of an apparently 
norma] person. : 

When feces were filtered, a finely ground suspension 
was made in glucose broth, centrifuged at 3000 r.p.m. to 
throw down gross particles and again diluted with broth 
till it would pass through a Seitz filter’; 30-40 c.cm. of 
filtrate, with an equal quantity of milk added, was given 
to each person by mouth. Urine was passed into a 
sterile vessel, after the urethral meatus had first been 
carefully cleansed. The urine was mixed with an equal 
quantity of milk, and 30-50 c.cm. of urine was 
There were 1-5 administrations on successive days. 

To some of the volunteers neoarsphenamine was given 
for the treatment of incidental spirochetal infections, 
yaws, and syphilis. 

In efforts to transmit yellow-fever inoculation hepa- 
titis to animals, Findlay, Martin, and Mitchell (1944) had 
produced liver necrosis in monkeys injected with a known 
icterogenic serum only when the monkeys had previously 
received injections of neoarsphenamine; monkeys injected 
with serum alone or with the same amount of neoarsphena- 
mine showed no similar necrosis. It therefore appeared 
to be of interest to determine if neoarsphenamine increased 
the virulence of the causal agent of infective hepatitis. 

It was fully recognised that injections of neoarsphen- 
amine introduced a disturbing factor into the experi- 
ments, but the most stringent rules were adopted for the 
sterilisation of syringes and needles, and of 80 persons in 
the community who received intravenous injections of 


_neoarsphenamine during the experimental period only 


those developed jaundice who had also received either 
urine or fæces by mouth. It is therefore considered that 
the evidence is against an arsenical jaundice transmitted 
by contaminated needles or syringes. Further, the - 
time-relations between the development of jaundice in 
the volunteers and the injection of neoarsphenamine were 
by no means those associated with the development of 
arsenical jaundice. Arsenical jaundice is seen most often 
12-20 weeks after the beginning of the injections. 

Biochemical examinations of blood and urine were 
made at weekly intervals or oftener, and abnormal] signs 
and symptoms were noted. Similar biochemical exam- 
inations were made on a random sample of the popula- 
tion not involved in the experiments. This random 
sample included normals and those receiving neoarsphen- 
amine injections. All persons were bled by means of 
vacuum venules. Possible attacks of malaria were 
excluded by negative blood-films ; none of the volunteers 
was being treated with mepacrine or other malarial 
suppressive. 


TRANSMISSION BY ORAL ADMINISTRATION OF FZCES 


Feces were obtained from 14 persons with infective 
hepatitis ; 9 of these were spontaneous cases, while in 5 
the infection had been produced by the oral administra- 
tion of fæces or urine. The latter 4 are referred to as 
secondary donors, in contradistinction to the 9 primary 
donors, and are discussed later. 

Of the 9 primary donors, 4 failed to produce any posi- 
tive results when their feeces were given to 14 volunteers ; 
the other 5 gave positive results in 11 out of 33 volun- 
teers exposed to infection. The results are shown in 
table 1. It will be seen that of the 47 recipients 11 were 
regarded as showing evidence of infection. Positive 
results were produced in 2 out of the 4 persons receiving 
neoarsphenamine. i 

Among the 11 persons developing infection as a result 
of receiving fæces by mouth the incubation period, 
judged by the appearance of abnormal bile-pigments in 
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TABLE I—TRANSMISSION OF INFECTIVE HEPATITIS BY ORAL a blood and urine, was 17-48 days, average 29 days. 
ADMINISTRATION OF FECES FROM SPONTANEOUS cases , The appearance of abnormal bile-pigments did not always 
: coincide with clinical symptoms but usually preceded 
. Pesas Number | Number them by 3-7 days. Some of the cases were subicteric, in 
_ Donor | exposed Total receiving Bosttive Incubation that there were symptoms of headache, anorexia, slight 
no. to. panttive Hhenanineline Aeda: taaye) fever, and abdominal malaise, with no definite -icterus of 
infection | * injections | phenamine the conjunctive or mucous membranes but a rise in the 
ree gee rs ee ai eg re ce ———————___ serum-bilirubin and abnormal] bile-pigments in the urine. 
3 8 3 2 2 17, 20, 21 Cases were regarded as subicteric when icterus could not 
3 12 3 1 0 26, 28, 32 be detected in the conjunctiva. If the 11 cases regarded 
4 § 2 1 0 17, 40 as being positive are divided in this way into icteric and 
3 : í ? : i$ subicteric, the following result is obtained : l 
f > o s ; ne Primary  —s_ Successful Transmissions 
9 6° 2 0 0 32, 38 Donor No. Icteric Subicteric 
Total 47 11 4 2 Average 29 2 .. 3s 0 
3 ee l <. o 2 
* Material passed through a Seitz filter. © 4 . 1 ee 1 
i : ` 6 ee 0 ee 1l 
TABLE II—BIOCHEMICAL FINDINGS IN VOLUNTEERS INFECTED 9 vė 2 ‘ 0 
BY FECES . aso an 
BS = Bile salts. BP = Bile-pigments. Ub = Urobilin. Total - 7 4 
Ubg = Urobilinogen. There were thus 7 cases of frank jaundice (cases 1-7) and 
Davs aos SI, os Blood Urine - 4 subicteric cases (8-11). Examples of the biochemical 
artala sae ey E a a Ea responses in icteric and subicteric cases are given in 
first | Ict. | Direct Van table 1. | 


dose |index den Bergh 


Indirect . 
VDB* BS | BP | Ub | Ubg In some cases there was a reappearance or an increase 
Sa ee ee ee of ee and ia anki in the urine Mom ERA the 
: Oth day to 130th day, sometimes associated with a rise in 
DONOR 2 CASE Piers) the icteric index. These findings have been noted both 


l = a5 = i in subicteric cases and in those with frank jaundice; their 
is | 8 | New <03 significance is unknown. It is noteworthy, however 
eg. : = -= -æ —_ e 1s e 3 3 
17 78 | Immed. strong pos. 14 + +t fe + i = i Š 
20 88 Ditto J g + + $ i; that the period of 80-130 days is roughly that of post 
l itto . 
28 | 14 | Immed. weak pos. 1:75, + | ++! + | ++ TABLE WI—TRANSMISSION OF INFECTIVE HEPATITIS BY ORAL 
aoe fe ae DOR: Posie tech aay a cue ih vee ” ADMINISTRATION OF URINE FROM SPONTANEOUS CASES 
49 | 12 | Delayed weak pos. 2:0 = + - + , 
58 | 22 Ditto 1:25) +| +| +| + Number | Number 
70 7 | Neg. : 04 | = - ma -~ Persons positive 
Total receiving 
77 6 SA Pii = ~ pes > Donor | exposed | number necars- and Incubation 
no. to positive | phenamine receiving period 
infection injections aan (days) 
DONOR 2—OASE 2 (Icteric) pnenemlne 
7 4 3 0 0 17,17,18 
1 6 | Neg. 0-2 -= - - - 5 1 1- 0 17 
14 6 se bs =- - - - 6 0 1 0 Ew 
20 | 24 | Immed. strong pos. 1:75 | + | +! + + 7 1 2 0 ’ 22 
21 | 24 Ditto 1-0 + + + + 8 0 0 0 ae 
22 | 28 Ditto 40 ofp + ep + n — 
25 | 21 . Ditto 80 | tt ++| + + Total 5 4 0 Average 18-2 
28 8 oe, 0-8 bars eo aan aha 
35 | .. | Immed. weak pos. 0:3 - - - + : 
as ** | Neg. Ditto z E = + = H TABLE IV—BIOCHEMICAL FINDINGS IN VOLUNTEERS INFECTED 
56 ee ee oe = —_ — + BY URINE 
63 | .. -/=-, -j = 
ae eke eee lin ey ee Days| ` Blood Urine 
Teil wa E eee rs ct. irec ndirec 
105 - © = = =< H dose |index Van den Bergh VDB* BS | BP : Ub | Ubg 
131 | 14 | Immed. weak pos. © 4:0 + + + | bes SSS 
138 | 6 | Nes. ice eg ee eee Seas DONOR 4—oASE 15 
DONOR 2—caSE 3 (Icteric) sade oa | i See thee Il eal cee Wy Se 
; 18 | 28 | Immed. weak pos. 20 1 +| +l +| + 
a ae | ee E See 19 | 28 | o Ditto ! 175| + | t | + | A 
21 | 20 | Delayed weak pos. Oe paje eh. A AE o aos EA yh cee oa 
23 | 18 Ditto 03 | —-— | —| =| + gl 7! w Pe Seniesa tM ee Ue Gee 
ro 6 Neg: ae K = = = 38 | .. sins a Pi Fi - PA 
es ° ( s. bag —_ e i — 
70 | “3 | Neg. DE ee ee ee ol ca Ms Peles ee eae 
90 . oe | . = -— | = —_ 72 E ' pa pe | MEN fe 
R EEE 
DONOR 4—CASE 8 (Subicteric) de ae SERE Ean 
gli... i 2 2 Z = a l DONOR 5—CASE 12 
n 4 | Neg. <0-2 - = _ == | 
ee ee ee = om = = } 4 am a anus —_ 
3L oe ee . as as ams mp 8 os = ari Š ome = = 1 BaD 
40 | 13 | Immed. pos. 0:8 | = = + + 17 | 28 | Immed. strong pos. 40 ; + lee) +t) 
53 | .-. .. = -| +] +j] + 19 | 75 | Immed. weak pos. 875 +| ti = | >= 
os p oas e: + + + + i 26 Linmod ATONE pos. i itt TF + | fi 
ee i ole —_ one = ofp 44 i oO . | a ame 
80) .. oe =- | + | + | ++ 50 | 30 | Immed. weak pos. 09 -| +j- | + 
86 ee oe ee -e $- am + + 64 ss Ta z i —_ = om } —_ 
93 4 | Delayed weak pos. 0-4 + + + ++ 72 | .. | Hemolysed 03 ' + ~ + | ++ 
100 4 . Ditto 0-6 + + | + | ++ 79l .. ees ji - = s 


* Serum-bilirubin mg. per 100 ml. * Serum-bilirubin mg. per 100 mj. 
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inoculation jaundice. Although no relapse with frank 
icterus occurred in this series, such relapses may develop 
in connexion with infective hepatitis ; one officer had 
three attacks at intervals of 3—4 months. 

The feces of donor 9 were filtered through a Seitz 
filter by the technique described ; 2 of the 6 recipients 
developed frank jaundice, the incubation periods being 
32 and 38 days. 


TRANSMISSION BY ORAL ADMINISTRATION OF URINE 


Details of the experiments with urine are shown in 
table 111. Donors 4, 5, 6, 7, and 8 were employed. 
Donors 5, 7, and 8 had given no results when their feces 
had been used. Donor 8 was still negative with urine, 
but donors 5 and 7 each produced one positive out of 
three volunteers. Donor 6, however, gave no results 
with urine though he had been positive with feces. 
Donor 4 gave positive results with feeces and urine. Of 


the 17 recipients 5 (cases 12-16) gave positive results. 


The incubation period for this series was shorter, averag- 
ing 18-2 days. 

The positive cases obtained by administration of urine 
all had definite icterus ; 3 of the cases were mild and 2 
were severe, the jaundice lasting for 7-8 weeks. Typical 
findings are given in table Iv. The temporary reappear- 
ance at a late date of urobilin in the urine was noted in 
3 of the 5 cases. 


TRANSMISSION BY FZCES FROM EXPERIMENTAL CASES 


Feces from 5 persons who had had infective hepatitis 
experimentally produced were given by mouth to 26 
volunteers, as shown in table v. The first two secondary 


TABLE V—PASSAGE TRANSMISSION OF INFECTIVE HEPATITIS 
BY ORAL ADMINISTRATION OF FÆCES FROM EXPERIMENTALLY 
PRODUCED CASES 


Original Number | Number 
inoculum elas De Total | receiving posture Incubation 
of ee number} neoars- | joccivin period 
secondary | i fection| Positive] phenamine) "H 38 | (days) 
donor injections CORTE” ss 
peers 
Feces pos.* 2 6 2 0 0 | 32, 35 
ee GT PJ | Ge 
e y | we 
Urine » 5 3 1 1 1 | 38 
Urine ,, 7 5 2 1 1 : 20 
Total 26 6 4 3 | Aver. 31-4 
* Positive. 


donors had received fæces from patients with infective 
hepatitis (from donor 2); the last three secondary donors 
had originally been infected by urine from spontaneous 
cases (donors 4, 5,and 7). Of the 26 recipients of feeces 
from secondary donors 6 cases (17-22) gave positive 
results ; all these were subicteric although they showed 
changes in urine and blood. The biochemical findings in 
a typical case are given in table vi. 


TABLE VI— BIOCHEMICAL FINDINGS IN A VOLUNTEER INFECTED 
BY FECES FROM AN EXPERIMENTAL CASE 


Days Blood : Urine 

"frst | Ict Direct E ea ee. 
rs ct. rec ndirect 

dose |index| Van den Bergh VpDB* | BS | BP | Ub | Ubg 

CASE 17 FROM CASE 13 (DONOR 7) 

12 ix = ee = = = & 
20 | 10 | Immed. weak pos. 6:0 + + + d 
26 oie za Pa ~ + + 
33 ze Fe = _ _ + + 
i 11 | Immed. weak pos. 0-4 - -= _ 4 
55! ıı | Immed. strong pos. ie ae erie ee + 
62 | .. Ditto 2-5 + +. of + 


*Serum-bilirubin mg. per 100 ml. 
TRANSMISSION BY URINE FROM EXPERIMENTAL CASES 


Urine from 2 urine-produced experimental cases, case 
12 trum donor 5, and case 15 from donor 4, were given to 
3 and 6 recipients respectively ; 3 of the 9 recipients were 
being given ncoarsphenamine injections ; 2 positives only 
were recorded (cases 23 and 24), of whom 1 was being 
treated with neoarsphenamine. The incubation periods 
were 19 and 20 days, but both cases were subicteric. 
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An example of the type of response is given in table vu. 
It will thus be seen that of 9 recipients only 2 showed a 
positive response. 


BIOCHEMICAL FINDINGS IN A VOLUNTEER INFECTED 
BY URINE FROM AN EXPERIMENTAL. CASE . 


TABLE VII 


Days Blood Urine 
since |-—— 
first | Ict. 


‘Direct 
dose lindex 


Van den Bergh 


mie BS | BP | Ub | Ube 


CASE 23 FROM CASE 15 (DONOR 4) 


eo 


EEE LDL LI eeed 
+ 
+ 


CEP PP SEL IEETCL 
IFtEL UCL itetti 


*Serum-bilirubin mg. per 100 ml. 


Thus of 35 patients given fæces or urine from ‘experi- 
mentally produced cases only 8 produced results of any 
significance, and no frank jaundice resulted. 


EFFECT OF NEOARSPHENAMINE INJECTIONS 


The possible effect of neoarsphenamine in increasing 
the virulence of the virus of infective hepatitis has already 
been ‘mentioned. All who received neoarsphenamine 
began their injections contemporaneously with the 
administration of the infected fæces or urine except in 2 
cases where two previous weekly injections had been 


ven. 

Of the 15 persons receiving neoarsphenamine, 6 were 
regarded as positive ; of 84 persons not receiving neo- 
arsphenamine, 18 were positive. Although the numbers 
are too small to justify any definite conclusion, there is 
a suggestion that the neoarsphenamine may in some 
instances have helped in inducing the symptoms of 
infective hepatitis. | 

It has already been pointed out that no case of neo- 
arsphenamine jaundice developed in persons given intra- 
venous injections but not treated with feces or urine. 
Further, jaundice developed in those receiving both the 
neoarsphenamine and infected material 3-5 weeks after 
the start of arsenical therapy—i.e., in a shorter time than 
the usual period elapsing between the first injection of 
neoarsphenamine and the onset of jaundice. 

Although there was no doubt that the icteric patients, 
with their pale stools, anorexia, and loss of weight, had 
typical infective hepatitis, it may be asserted that the 
cabletavic cases exhibited biochemical changes which 


-~ might have arisen from other incidental causes. 


To determine whether bilirubin and urobilinogen in the 
urine or a raised icteric index might be present in controls 
not given infected material, 18 persons living in the same 
community were examined at weekly intervals for 120 
days, blood and urine examinations being carried out in 
the same way as for the persons given infected material. 
Four of the 18 controls received a full course of neo- 
arsphenamine. None of these controls showed any rise 
in icteric index or changes in urine in any way resembling 
those seen in the cases which have here been termed 
subicteric, nor did they have any clinical symptoms 
remotely suggesting infective hepatitis. 


DISCUSSION - 


Of 99 recipients of possibly infected material, fæces 
or urine, 24 are regarded as having given a positive 
response : 12 with definite icterus and the symptoms of 
infective hepatitis, 12 with subicterus but biochemical 
changes in urine and blood and slight symptoms. Of the 
primary inoculations which were positive 12 had definite 
icterus, and 4 were subicteric ; of the 8 positive second 
passages all were subicteric. If the persons receiving 
neoarsphenamine are discarded, there are 18 positives ; 
but for the reasons given it is not considered that the 
injections of neoarsphenamine were alone responsible 
for these 6 positives. i 
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The explanation for this comparatively low proportion 
of positives might be destruction of the causal agent by 
the gastric juice and pre-existing immunity. 

One of the many disadvantages of working with human 
volunteers is that their past history is unknown. As 
pointed out by Findlay, Martin, and Mitchell (1944), the 
immunity induced by one attack of infective hepatitis is 
probably considerable in view of the small number of 
true second attacks. Since subicteric cases undoubtedly 
occur during outbreaks of infective hepatitis, the chances 
of exposure to virus and thus the possibility of acquiring 
immunity must be by no means infrequent among the 
general population. 

The experiments here recorded confirm those of Voegt 
(1942), who claimed to have produced infection in man 
by oral administration of urine. . The results with fæces 
agree with those of other workers who have produced 
icteric and subicteric infections. 

It would seem probable that the virus of infective 


hepatitis has two possible portals of entry : through the- 


nasopharynx as a droplet infection, and through the 
alime canal as the result of contamination of food by 
infected fæces or urine. Experimentally the disease can 
also be transmitted by subcutaneous injection. 


SUMMARY 


Typical icteric and subicteric cases of infective hepa- 
titis have developed. after the oral ingestion of fæces or of 
urine from spontaneous cases of infective hepatitis. 

Feces filtered through a Seitz filter proved infective 
in one experiment. 

Subicteric cases only have resulted from the oral 
ingestion. of fæces or of urine from experimentally pro- 
duced infections. 

There is suggestive evidence that concurrent injections 
of iti aaa increase the liability to positive 
resuits. 


Our thanks are due to Sgt. J. Jameson, RAMO, for his 
assistance in the biochemical investigations. 
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i TRICHLORETHYLENE 
AS A GENERAL ANÆSTHETIC IN DENTAL SURGERY 
A REPORT BASED ON 2000 CASES 


A.-H. GALLEY, M B LOND., DA 


TEMP. CHIEF ASSISTANT TO THE ANÆSTHETIC DEPARTMENT AND 
DEMONSTRATOR IN ANAESTHETICS, KING’S COLLEGE 
HOSPITAL; ANAZSTHETIST TO THE ROYAL 
DENTAL HOSPITAL AND THE EMS 


TRICHLORETHYLENE, under the name of ‘ Trilene,’ has 
been widely adopted as an anesthetic since the war 
In this country Langton Hewer (1941,- 1942, 
1943), Rait-Smith (1943), and Marrett (1942), were 
pioneers in the investigations which led to its adoption 
in general surgery ; and Galley (1943), profiting from 
their experiences, appears first to have recorded its 
adaptation to dental work. Later Hill (1944) described 
a technique for using trichlorethylene as an “‘ auto- 
analgesic ” during conservative dental treatment, thus 
‘further establishing its use in dental surgery. The 
present article reviews my experience of the drug as a 


general anesthetic for all types of dental surgery in 


2000 cases. 

Trichlorethylene has been viewed distrustfully because 
batches of cranial-nerve palsies attributed to its use were 
reported by McAtley (1943), and electrocar dicgraphic 
records taken at different depths of narcosis and capable 
of sinister interpretations were reported by Hewer and 
Hadfield. (1941), It now seems fairly well established 
that toxic cranial neuritis is due either, as was ori ginally 
suggested by Hewer (1943), to impure prep arations, 
or to dichloracetylene, a breakdown product of tri- 
chlorethylene, only resulting when the latter is allowed 
to come into contact with soda-lime used for absorbing 
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carbon dioxide, as pointed out by Humphrey and 
McClelland (1944), cirden (1944), and Hunter (1944). 
Further, this reaction is accelerated by certain “ utility ” 
brands of soda-lime which contain excessive proportions 


of caustic soda and generate unusual quantities of heat 


during use. The remedy is therefore obvious, and the 
fact that none of the present series of patients was 
anzsthetised with a closed-circuit machine probably 
explains the fact that no toxic effects were observed. 
No electrocardiographic records were made, but a 

fairly constant watch was kept for irregularities of the 
pulse. These were few and far between and of no 
greater incidence than is noticed with other agents ; a 
fact which reinforces the impression gained when using 
trichlorethylene for other types of operation that, clinic- 
ally, these irregularities are extremely rare in the lightest 

plane of surgical anzsthesia (stage III, plane 1, Guedel). 
Me all dental surgery, major and minor, -can be effected 
with anesthesia within the limits of this plane, there is 
little wonder that the series has furnished nothing of 
note to report in this respect. This review is therefore 
favourable to trichlorethylene, when used with the 
precautions, and within the limits, to be described. 

Three distinct techniques have evolved for using 

trichlorethylene as an anesthetic for dental surgery : 
the single-dose method, nasal nitrous oxide and tri- 
chlorethylene, and endotracheal nitrous oxide and 
trichiorethylene. 

These will now be described in detail. 


SINGLE-DOSE METHOD 


This method is designed to give full anzsthesia and 
consists of the administration of a small quantity of 
trilene in a closed apparatus, the operation taking place 
during the recovery period. The technique is analogous 
to that of the “ straight gas,’’ except that the periods 
of recovery are longer, especially in young children, 
thus giving the operator more time in which to extract. 
The preliminary report of this method was given by 
Galley (1943) and the origina] research was carried out 
at the dental clinics of the borough of Tottenham, where 
it was possible for the health visitors to follow up the 
cases and report any untoward sequelz (nausea, oe 
lassitude, headache). Reports were uniformly good, 
and since then another 300 children have been anzsthe- 
tised in this manner. Nothing has happened to modify, 
the favourable opinion formed at that time, the 
contraindications to the method being now better 
understood. 


Apparatus.—The apparatus that has proved most 
suitable is the Oxford modification of the Goldman 
inhaler, described by Boston and Salt (1940), not to 
be confused with the Oxford vaporiser. This had 
previously been used with complete satisfaction for the 
administration of vinyl ether by the same technique, 
and it was merely the shortage of this drug which 
suggested the use of trilene in its place. The inhaler 
is so arranged that it is possible to vary the strength 
of the anesthetic, which can therefore be gradually 
increased, producing a smoother induction than with the 
original Goldman apparatus. In this respect the Oxford 
modification resembles the Clover inhaler. The anes- 
thetic is absorbed with a sponge within the apparatus, 
and the warm respirations, passing through the sponge- 
chamber, volatilise the contents, which are then inhaled. 
A most useful feature of this machine is the loaded 
inspiratory valve, which comes into action only if the 
rebreathing bag empties, thus preventing a feeling of 
suffocation. As will be seen below, this valve can also 
be put to yet another use. 


Technique of administration—Immediately before 
administration the arrow of the indicator should be 
placed at ‘‘ FILL” and the apparatus charged with 
1-5 c.cm. of trichlorethylene. As soon as the fluid has 
disappeared, the arrow is moved on to the “ OFF ” 
position, when the charge will remain trapped in the 
sponge-chamber and the inhaler may be laid aside until 
required. At the start of induction the child should be 
allowed several breaths free from anesthetic to give it 
confidence. The indicator may then be moved forward 
a little with each breath (so like our old friend the 
Clover) until the “ ON ” position is reached. Some- 
children tolerate a more rapid advance than others | 
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breath-holding is not troublesome if the induction is 
unhurried. Usually it takes about 90 seconds to reach 
the “ ON ” mark, by which time automatic respiration 
is established. ` 

During the first minute of the induction about ten 
breaths are usually taken, but after this the respiratory 
rate hastens somewhat, and it is during the second 
minute that anzsthesia becomes established. Judging 
the time required before withdrawal of the anesthetic 
is a matter of practice, but two minutes is about the 
average time required for induction when three or four 
teeth are to be extracted. During this time it is neces- 
sary, at intervals, to administer air. This can most 
conveniently be done by manual compression of the neck 
of the rebreathing bag a fraction of a second before an 
inspiration begins ; when the neck of the bag is held in 
this way the patient inspires air via the loaded inspiratory 
valve. 

Anything from two to four breaths of air may be 
required during the induction, but each case shou'd be 
treated on its own merits and sufficient air given to 
maintain a good colour. Oxygen can readily be admitted 
by fitting a bag containing an inlet at the base, but it has 
been found that in practice this proves unnecessary ; 
in fact it retards the induction. 

Excessive salivation is rare, in contradistinction to 
vinyl ether, but it occasionally gives trouble, and to 
avoid gravitation of saliva on to the vocal cords, causing 
coughing or laryngeal spasm, the head should be tilted 
forward a little during induction. The administration 
need never be pushed to quieten coughing, which always 
stops within a breath or two of withdrawal of the mask. 

Good relaxation is the rule, although no greater than 
with vinyl ether; and, owing to the lack of anoxzmia, 
there is no venous congestion as with nitrous oxide. 
There is therefore much less bleeding, a point that 
enhances the value of trilene to the dental surgeon. 

It is somewhat difficult to judge the length of the 
recovery period, however, in which respect trilene 
appears to be more fickle than vinyl ether. It is better 
therefore to err on the side of giving too little; for, 
owing to the well-known amnesic effect of the drug, a 
patient who whimpers a trifle during the extraction of 
the last two or three teeth rarely remembers feeling any 
discomfort. In fact for some time now it has been 
esteemed the hallmark of success to produce such an 
effect, as this minimises the recovery period and facilitates 
the expeditious running of the clinic. 

It is a mistake to aim at too lengthy a period of 
unconsciousness—e.g., in cases of many broken-down 
teeth—as this sometimes causes sleepiness, after an 
apparent recovery, up to half an hour. These patients 
eventually go home well enough, but meanwhile they 
have cluttered up the recovery room, where they do not 
add to the morale of other recovering patients. In 
such cases it is better to induce by the single-dose 
method and then continue with the nasa] technique 
(see below). . 

Single-dose trilene anesthesia has been tried out also 
in adults, when the dose has been increased to 2 c.cm. ; 
but, although it is satisfactory for short operations 
from the surgeon’s point of view, the incidence of vomit- 
ing is distinctly higher than with nitrous oxide. The 
method was therefore abandoned for these cases. 


Contraindications.—This method should not be used 
for anzsthesia of doubtful duration. It is also better 
not to submit unhealthy or anzemic-looking children 
to this method, as they are often affected out of all 
- proportion to the length of anesthesia. In al] these 
cases and with children who have q history of cardiac 
or respiratory trouble I now usc: nasal gas-oxygen- 
trilene. 


Measurement of dose.—The dose is best measured with 


an ordinary burette that does not flow too slowly. — 


The burette must be placed high on its stand to leave 
room for the inhaler between the tap of the burette and 
the base of the stand during charging. Various other 
devices, including ‘ Record’ syringes and measuring- 
glasses, were tried, but the burette won the day, as it 
could be filled up at the start of a gas session and 
needed no further attention. 


. Comparison with other methods.—The general effect 
of administering trichlorethylene by this method closely 
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resembles that of giving vinyl ether with the same 
inhaler, except that the induction is longer. Salivation 


‘is not so marked and bleeding is equally slight, but the 


duration of anesthesia is a little more difficult to predict. _ 
It has the advantage over nitrous oxide (given as a 
“ straight gas ’’) that the recovery period is much longer 
and consequently the surgeon is not hurried. When 
compared with ethyl chloride it is a better drug in every 
way. There is, for instance, little tendency to laryngeal 
spasm (with its attendant dangers of respiratory and 
‘circulatory collapse) and the recovery period in healthy 
subjects is uneventful, vomiting being rare. In the 
matter of cost trichlorethylene leads, as it is cheap to 
manufacture and, being relatively non-volatile, does not 
require special ampoules or containers. The anesthetic 
set-up is portable, as the burette is only a convenience 
introduced for the purposes of clinic work. 


NITROUS OXIDE, OXYGEN, AND TRICHLORETHYLENE BY 


. THE NASAL ROUTE 

After the success of the single-dose method it was 
decided to administer trichlorethylene -by the nasal 
route. Two types of apparatus were tried : the Marrett 
(1942) inhaler, and a Walton apparatus with an ether 
vaporiser attached. If the control lever of the Walton 
apparatus is placed in the ‘“ AIR ” position it can be 
made to act in the same manner as the Marrett, so that 
one description will do for both. The induction ‘was 
effected in each case by using the face-mask, and only 
when anesthesia was established was the nasal mask 
substituted. If the throat was well packed and anæs- 
thesia not allowed to lessen, nasal breathing could 
usually be maintained, and an efficient anesthetic 
ensued. Induction was very tardy, however, when 
compared with that of nitrous oxide. 

With a Walton apparatus at hand, it was but a simple 
step to use a mixture of gas, oxygen, and trilene. Trilene 
was again placed in the ether bottle and a nasal induction 
performed in the usual manner with nitrous oxide. 
After the change-over to gas-oxygen trilene was added 
in minimal quantities. It was soon found that, once 
the trilene had got a hold, it was possible to use much 
menor percentage of oxygen and, as with the single-dose 
methed, avoid the venous congestion that is such a 
drawback to operating with gas-oxygen alone. As 
experience has been gained, the technique has changed 
somewhat. Trilene, being relatively non-irritating to 
the respiratory tract, can be turned on after the first 
two or three breaths of gas and progressively increased 
during the induction. Shortly after automatic respira- 
tion has become established, the amount of oxygen can 
be raised to 20%. : 

The anesthetist should keep himself informed of the 
number of teeth to be extracted and their condition, 
and should take an intelligent interest in the progress 
of the operation. This knowledge, together with his 
experience of the difficulties of the dental surgeon, will 
enable him to turn off the trilene at the earliest possible 
opportunity and facilitate a rapidity of recovery only 
surpassed by that of gas-oxygen given alone. It is 
surprising how little trilene is necessary to reinforce 
the mixture; and, perhaps because of this fact, the 
incidence of vomiting is negligible. 

No claim is made that the new method should entirely 
supplant nasal gas-oxygen. After the original trial it 
has settled down to being used in the following types of 
case: the resistant patient, children requiring long 
periods of anesthesia, unhealthy or ansmic-looking 
children, cardiac cases, and adults or children with a 
history of chronic or recent acute respiratory infections. 

It is remarkable to witness how very much fitter a 
patient appears after ten minutes of this type of anes- 
thesia than he would after a similar length of time under 
gas-oxygen. It is also a new joy to be able to give a 
nasal anesthetic to a child and to know that an occa- 
sional breath sneaked through the’ mouth will not 
unbalance anmsthesia. No doubt the gas-oxygen 
purist will scorn such a subterfuge, but why should 
patients be subjected to unnecessary anoxeemia to 
satisfy the sense of skill which the exhibition of a difficult 
gas-oxygen anzsthesia gives to the expert? After all, 
anesthesia is not a sport, and there is no occasion to 
hedge ourselves round with unnecessary rules to make 
the art more difficult. | 
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NITROUS OXIDE, OXYGEN, AND TRICHLORETHYLENE BY 
ENDOTRACHEAL ROUTE 


At one time the Royal Dental Hospital was faced with 
a formidable waiting-list of patients requiring major 
operations, a list which was constantly growing owing 
to the limited number of inpatient beds available during 
war-time. It was therefore decided to ‘explore the 
possibility of introducing a system of “ resting cases.” 
The question was, whether some patients operated on 
early in the operating session could go home the same 
afternoon after recovering in bed in the hospital. This, 
it was felt, would enable more cases to be dealt with at 
each inpatient session without increasing the number of 
beds required. I was consulted by Mr. C. Bowdler 
Henry about whether this system would be workable 
from the anesthetist’s point of view. The problem was 
solved by the use of endotracheal gas-oxy gen and trilene. 

It was recognised at the outset that the proposed 
resting cases should be chosen with some care, and each 
patient was regarded from the medical, surgical, and 
anzesthetic aspect. We therefore avoided including the 
frail or aged, and the operations were limited to such 
procedures as were likely to inflict the least surgical 
trauma—e.g., frenoplasty, enucleation of third-molar 
germs, and the extractions of single buried roots. The 
Medical Registrars of the Royal Dental Hospital have 
been most codéperative in this respect ; and, due regard 
being pee to the limiting factors, ‘‘ resting cases ” have 
proved a practical proposition. 


Technique.—The induction with gas-oxygen and 
trilene closely resembles that of the above-mentioned 
nasal method, except that, in view of the fact that the 
patient requires intubation, anesthesia has to be taken 
somewhat deeper. It is important to bear in mind that 
trilene should never be pushed either at this stage or 
at any other depth of anesthesia. A high percentage 
of the drug if present at any time in the respiratory 
passages will precipitate a tachypncea, with such shallow- 
- ness of breathing that effective respiratory exchange 
may cease. A via media must therefore be found for 
each induction, avoiding undue haste on the one hand 
and unnecessary sloth on the other. Should one 
encounter a resistant patient, it is better to add a little 
ether to the anesthetic mixture rather than force the 
issue with trilene. This type usually recovers ‘‘ without 
turning a hair,” despite the exhibition of ether. 

In the hands of anyone reasonably skilled in the 
technique, blind intubation can usually be effected under 
gas-oxygen and trilene alone; nevertheless, one would 
not advise the tiro to practise this type of intubation 
under such light anesthesia. After intubation, the 
resistant patient may again require a little ether ; but, 
immediately things quieten down, this can be withdrawn 
and minimal trilene substituted. A sharp look-out 
should be kept to detect any sign of hastened respiration, 
which must be checked at its onset either by reducing 
the percentage of trilene or by temporarily changing 
over to ether until the respiratory rate settles. Once 
rapid shallow breathing has become well established it 
may be too late to remedy, as trilene appears to have a 
trigger-effect in this respect. However, this complica- 
tion rarely arises if trilene is given in minimal quantities. 

As the anmsthesia so produced is very light, it is 
sometimes found that the jaw is not sufficiently relaxed 
to admit a dental prop or gag. This can be anticipated 
by placing a Hewer (or London Hospital) oral prop 
between the incisors before starting the induction; a 
Mason gag can then easily be introduced to facilitate any 
further opening of the jaw that may be required, and the 
usual packing off of the lower pharynx can also be done. 
To ensure rapid recovery no * Pentothal ’ or other intra- 
venous induction has been used. 

` Premedication has been limited to an atropine injection, 
for a similar reason. Spraying of the larynx with topical 
analgesic solutions has been avoided with intent, owing 
to the risk of inhaling blood into the lower respiratory 
passages and precipitating pulmonary complications. 

To date, only one resting case has proved unable to 
leave hospital on the same day as operation : a frail and 
elderly lady who had been included in this category under 
a misunderstanding of the conditions involved. True, 
the operation was comparatively trivial, and anesthesia 
lasted a mere fifteen minutes all told, but four hours 


. scopolamine. 
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afterwards the old lady was far too shaky to be allowed 
out of bed. At the other extreme was a well-built 
soldier, who had required the addition of a surprising 
amount of ether, yet who two and a half hours later 
was found standing at the entrance of the recovery ward, 
anxiously awaiting permission to depart. It is obvious 
that it is by no means ideal to undertake major dental | 
operations on patients under these conditions, but the 
resting-case_ system, intelligently used, has certainly 
solved a serious war-time problem. 

Where speed of recovery is no object, anzsthesia may 
be smoothed by the’ use of sedative premedication, such 
as ‘OQmnopon’ and scopolamine, or ‘ Avertin’ and 
Under these conditions it is far easier 
to hold the patient with trichlorethylene, and ether is 
rarely used. 


- Apparatus.—Two machines have been used through- 
out : the Boyle apparatus, with trilene in the chloroform- 
bottle, and the McKesson Nargraf apparatus, with 
trilene i in a, Rowbotham chloroform-bottle. 


SUMMARY AND CONCLUSIONS _ 


Three methods have been described for using trichlor- 
ethylene as an anesthetic for minor and major dental | 
surgery. í 

The single-dose method is ample for short anæs- 
thesias, and the apparatus is portable. Anoxzmia is 
avoided, with consequent diminution of venous con- 
gestion ‘and oozing, thus facilitating the task of the 
extractor. Induction is lengthy, however, when com- 
pared with that of nitrous oxide and trichlorethylene 
or nitrous oxide alone. If the duration of the induction 
is overestimated, children are apt to hamper the running 
of a clinic by taking longer than necessary in waking up. 
This last effect resembles that of ethyl chloride, but 
there is little or no sickness. 

Nasal nitrous oxide with minimal addition of tri- 
chlorethylene combines the rapidity of induction of 
nitrous oxide, used alone, with an additional ease of 
maintenance and an almost equal rapidity of recovery. 
Further, larger percentages of oxygen can be used than 
is usual with gas-oxygen anæsthesia, which makes the 
method particularly applicable to patients with anæmia, 
cardiac insufficiency, or chronic pulmonary disease other 
than tuberculosis. The occasional cardiac arrhythmia 
in the presence of such small quantities of trichlorethy- 
lene does not appear to preclude its use in the mild 
cardiac case; in fact, twenty-one such (all mitral 
stenosis or insufficiency with slight dyspnoea on exertion) 
have been anesthetised without complication. 

Endotracheal administration of nitrous oxide, oxygen, 
and trichlorethylene has proved a useful method of 
anesthesia for major dental surgery; a little ether 
may be necessary to settle the robust type of patient, 
but it can usually be dispensed with after that. 
Recovery is very rapid when compared with nitrous oxide 
and ether, and vomiting is almost unknown. Selected 
patients have even been allowed to return home on the 
day of operation. It is better, however, to premedicate 
with omnopon, ‘ Nembutal,’ or avertin, when the patient 
can stay the night in hospital ; in this event anzsthesia 
is much smoother, and the anssthetist rarely has to 
resort to using ether. 


I wish to thank Mr. C. Bowdler Henry for allowing me to 
publish details of the resting-case scheme and for his charac- 
teristic encouragement.; Dr. G. Hamilton Hogben, medical 
officer of health for the borough of Tottenham, for his 
unstinted aid both in obtaining apparatus and in putting 
the facilities of the health-visitation scheme of the borough at 
my disposal ; the health-visitors for their whole-hearted 
coöperation ; and various dental surgeons who have good- 
naturedly suffered my innovations. 
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POSTSCARLATINAL ENCEPHALITIS 
; REPORT OF A CASE i 


R. S. ILLINGWORTH, M D LEEDS, MRCP, DPH, DCH 
LIEUT-C OLONEL RAMC ` 


H2MORRHAGIC encephalitis is a very rare complication 
of scarlet fever. Gordon 1 stated that 4 of his 158 cases 
of postinfectious encephalomyelitis were postscarlatinal. 
The following case may therefore be of interest. 

An officer, aged 26, gave a history of headache, sore throat, 
and vomiting for one day. There were no previous illnesses of 
note. He had a typical generalised scarlatiniform rash, white 


furred tongue, and acute tonsillitis, with follicular exudate on . 


one tonsil. There were no abnormal physical signs elsewhere. 

The temperature was 101° F and the pulse-rate 100. There 

were no malaria parasites in a blood smear. A throat swab 

showed hemolytic streptococci. He was given sulphanilamide 

1 g. four-hourly (total dosage 31 g.). He later desquamated. 

The progress was as follows : . 

4th day : Condition unsatisfactory ; pulse-rate 120 ‘and of poor 
quality. ` ; 

th day: Slight polyarthritis, involving knees, wrists, and 
elbows ; continuous temperature with poor rapid pulse ; 
condition causing anxiety. | 

7th day : Rapid onset of hyperpyrexia, with unconsciousness, 

' gross cyanosis, deep stertorous breathing, and slight 

general convulsive movements. The pulse-rate was un- 

countable, and he was thought to be moribund. The 
temperature reached 108-8° F but was brought down by 
continuous cold sponging and intravenous saline. It was 
over 105° F for 3 hours and then fell to its original level 
of 102° F. The skin was never dry, sweating in the 
axille persisting throughout. All reflexes were brisk, 
and the plantar responses were extensor. The blood- 
pressure was 120/80. Investigations.—Repeated blood 
smears did not show malaria parasites. Blood-culture 
~ and Weil-Felix reactions (both repeated) were negative. 
_ Cerebrospinal fluid clear, normal pressure ; protein 120 

-‘mg. per 100 c.cm.; no cells, normal glucose and chlor- 

ides. Total white-cell count 17,800 (74% neutrophils, 

22% lymphocytes, numerous myelocytes and normo- 

blasts). The urine showed a moderate amount of 

albumin but no red cells or casts. 
8th day : Unconsciousness continued. Incontinence of urine 
and feces. Gross dysarthria with palilalia. Pupils 

almost pin-point and not reacting to light. Well-marked 
rigidity of extrapyramidal type with continuous jerky 
involuntary movement and “ pill-rolling.” 

14th day : Semiconscious. Retention of urine, necessitating 
catheterisation. Plantar responses now flexor. Pupils 
now of normal size and reacting to light. He was 
thought to be blind. i 

18th day : Continent and conscious. Almost blind. Urine 
normal. 

22nd day : Afebrile for the first time. Now able to answer 
questions. Major M. Lyon, Ramo, eye specialist, found a 
large bilateral central scotoma with spasm of the retinal 
arteries, and diagnosed bilateral retrobulbar neuritis. 
Lieut.-Colonel M. Boyd, ramc, injected the left stellate 
ganglion with 5 c.cm. of 2% procaine to relieve this 
arterial spasm, with some resultant dilatation of the retinal 
vessels on that side. Nicotinic acid 500 mg. daily was 
given for its vasodilator action. There was no longer any 
spasticity of the limbs. 

50th day : Invalided to United Kingdom. After considerable 

| improvement the condition was now almost static. 
Involuntary movements had almost ceased. Owing to 
gross ataxia he was unable to walk without assistance. 
He could feed himself but had severe intention tremor. 
He could answer questions normally but with dysarthria, 
und his intelligence and memory were normal. He was 
slightly euphoric but otherwisc emotionally stable. 
Eyesight had improved sufficiently for him to be able to 
read the main headlines of a newspaper. The central 
scotoma was smaller and the calibre of the retinal vessels 
normal. There was no optic atrophy. Thore were no 
other signs in the nervous system. 

The diagnosis made was postscarlatinal hemorrhagic 
encephalitis involving chiefly the region of the basal 
ganglia. The hyperpyrexia was not due to heat-stroke, 
because sweating persisted throughout, but was ascribed 


l. Gordon, M. B. (1943) Amer. J. Dis. Child. 65, 265. 


to a disturbance of the heat-regulating centre by the 
encephalitic process. It was notable that his condition 
was causing anxiety because of the poor and rapid pulse 
before hyperpyrexia developed. Septiceemia had been 
suspected, but repeated blood-cultures were negative. 
Some of the neurological manifestations may have been in 
part due to cerebral damage by hyperpyrexia, anoxzemia, 
and convulsions. H 

The possibility that the condition was due to sulphanil- 
amide was considered but regarded as remote. — 


My thanks are due to Major-General W. C. Haritgill, 
OBE, MC, Colonel W. B. Stevenson, and Lieut.-Colonel R. 
Bodley Scott for permission to publish this case. 


Reviews of Books: 


Surgery of the Hand 


STERLING BUNNELL, MD, honorary member of the 
American Academy of Orthopedic Surgeons, member of 
the American Association of Plastic Surgeons. (Lippin- 
cott. Pp. 734. 72s.) 


Sterling Bunnell’s name is so well known in relation 
to his work on the hand that anything from his pen must 
command respect. He must be one of the few surgeons 
in the world who can record much success with cut 
flexor tendons. His technique in these cases is therefore 


- worth detailed study, and his book is a great deal more 


than a survey of tendon surgery. A chapter on anatomy 
and comparative anatomy is followed by a good descrip- 
tion of examination and note-taking, and details of 
operative technique. Lesions of the skin, bones, joints, 
nerves, tendons, and intrinsic muscles are studied care- 
fully in turn. Reconstruction of the thumb is fully 
discussed and there are sections on lesions of the arm 
as they affect the hand, injuries and infections of the 
hand, and the hand in relation to industry. Congenital 
deformities, vasomotor and trophic conditions, and 
tumours havea section to themselves. The book is 
particularly welcome in view of the growing respect for ` 
the importance of the hand. 


Radium Therapy 


Its physical aspects. C. W. WILSON, M SC, PH D, F INST P, 
physicist in dept. of X-ray and radium therapy, West- 
minster Hospital. (Chapman and Hall. Pp. 224. 18s.) 


- PHysics has come to stay in radiotherapy, and Dr. 
Wilson has produced a book in which he shows the rôle 
of the physicist when radium treatment is carried out 
by the radiotherapist. The physicist is there to advise 
on the various aspects of dosage ; these, and the equally 
numerous varieties of technique for applying radium to 
the body, are discussed in 8 chapters. The final chapter 
covers methods of protecting patient and personnel 
against undue irradiation. It is probably true to say 
that the greatest dangers in radium work lie in the 
handling of the larger gramme-units when they have not 
got automatic safety devices, and in radon manipula- 
tions. Mechanical methods can do much to ensure 
safety, but they remain difficult to put into practice. 
De. Wilson may justifiably hope that the book will be 
of value and interest to all engaged in radiotherapy as 
well as to physicists ; there is plenty of sound reliable 
information within its covers. l 


Physical Treatment by Movement, Manipulation and 
- Massage , 
(5th ed.) James B. MENNELL, MA, MD CAMB. (Churchill. 
Pp. 512. 30s.) | a 
Dr. James Mennell is a pioneer, whose work is as well 
known and appreciated on the Continent as it is in this 
country. This new edition of his textbook is a personal 
work, describing in detail the rationale and technique of 
those aspects of physical treatment which for many years 
he has thought out, worked out, modified from time to 
time, and taught to his students. He is interested in the 
sick man, not merely the disease process. This is a good 
book, though the clinical aspect of some sections, especi- 
ally those dealing with cardiovascular and rheumatic 
disorders, does not do their author justice and needs 
revision. It will guide the doctor in prescribing physical 
treatment, and the physiotherapist in carrying out the 
treatment and managing the patient. 
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Fifty Years After. 

Firty years ago, at the age of fifty, RONTGEN dis- 
covered X rays, and eight weeks later he made his first 
communication on the subject. His results, as he 
himself was the first to acknowledge, were not those 
of an individual but were a sequel to the laborious 
investigations of other physicists. Ironically enough, 
nearly all of these pursued their peaceful studies in 
what we now know as Western Europe. But though 
the latest results of the discovery are disquieting, 
we may yet note that, had it not been made, some of 
us would not have survived to see its ominous possi- 
bilities. The days immediately following a vast 
human catastrophe are not the time for assessing 


dispassionately the rights or wrongs of applying 


scientific knowledge to human _ destruction—the 
‘atomic bomb is, after all, only a symptom of a grave 
malady. We shall do better for the moment to study 
the effect of RONTGEN’s discovery on human happiness 
and to stimulate further research towards the same 
object. | 

in 1895 clinical medicine was in the doldrums and 
lagging far behind physiology and anatomy. The 
limitations of percussion, palpation, inspection, and 
auscultation were being realised, and the far-seeing 
knew that-bacteriology could answer only a few of the 
questions of: medicine. Within a few weeks of 
R6ONTGEN’S ‘report. X ‘rays were being used for the 
diagnosis of fractures, and within a year bone tumours 
were being identified. The study of bone injuries, 
anomalies, and diseases progressed rapidly, and by 
1906 the subject had a considerable literature. Not 
only had new light been thrown on such well-known 
conditions as osteomyelitis, rickets, and scurvy, but 
new diseases such as osteochondritis and osteitis 
fibrosa cystica had been recognised. Without radio- 
graphy the vast modern knowledge of bone pathology 
could never have been acquired. At first exposures 
were reckoned in minutes, which meant that advances 
were limited to the study of objects which could be 
kept in a fixed position for some time. Progress in the 
study of abdominal and thoracic diseases was much 
slower, and while exposure times remained long, fluor- 
oscopy was the method of choice—a method which 
unfortunately cost thelives of many brilliant.observers. 
Gall-stones and renal stones were differentiated 
from calcified glands and gross enlargement of the 


heart and gross disease of the lung were carefully 


= described ; but it was not until 1910 that the first 
barium meal was given, and not until 1912 that the 
method was considered useful in chest disease. 

~ The 1914-18 war abruptly terminated much clinical 
radiological research, but this was perhaps compen- 
sated by the fact that many younger medical men 
gained their first knowledge of radiology in the field 
and were stimulated to study its peace-time applica- 
tions. The war clearly showed the urgent need for 
improved apparatus, and by 1925 the erratic gas tube 
had been superseded by the stable protected Coolidge- 


type tube, and the unwieldy coil gave way to. the 
reliable transformer.. Exposure times were reduced 
to fractions of seconds and the closed book of gastro- 
enterology and chest pathology was quickly opened. 


. Barium examinations became routine, and radio- 


graphy of the chest was recognised as an indispensable 


` part of examination of the respiratory tract. Certain 


areas, such as the kidneys, the gall-bladder, the brain, 
and the vascular system—all of the same density— 
appeared to present an insoluble problem ; but radio- 
logical research gained such momentum that by 1930 
‘suitable and safe contrast agents were evolved for all 
of them. The years since then have seen steady 
progress both’ in better equipment and in increased 
diagnostic accuracy, and no limit to either is yet in 
sight. Moreover progress has continued throughout 


the late war, and, with the advent of mass radio- 


graphy, radiology has entered the field of preventive 
medicine. | | be keg | 
Within a year of R6NTGEN’s discovery, a number > 
of people had developed X-ray burns of varying 
severity. Astute observers in different countries 
at once saw the therapeutic possibilities of the new 
agent and began treating superficial. tumours and 
chronic skin diseases. Their achievements were not 
so spectacular as in the diagnostic field ; and indeed, 
since the method was purely empirical, there were 
more failures than successes. Gradually, however, 
reliable methods of dosage were worked out and 
radiation therapy became the recognised treatment 
for many benign and semi-malignant skin lesions. 
After the 1914-18 war these methods began to come 
into their own with the development of accurate 
means of estimating and delivering exactly a selected 
dose of homogeneous rays to a lesion whose radio- 
sensitivity had been biologically estimated. Radio- 
therapy has thrown much light on the physiology of 


the cancer cell and has contributed immensely to the 


relief and in some cases the cure of malignant disease. 
At the same time, it is clear that the high hopes of 
the early enthusiasts have not been realised, and that 
it is not yet the complete solution. to the cancer 
problem. As with radiodiagnosis,- however, no 
prediction is safe, and radioactive isotopes produced 
in the cyclotron may soon yield startling results. 
These fifty years have seen the whole science of 
medicine revolutionised, and every branch of it has 
benefited by the impact of radiology. Given another 
fifty years of peaceful development the applications 
of R6NTGEN’s discovery will improve the health and 
outlook of mankind to an extent no-one can foresee. 


Improving Penicillin Activity 
Or the many suggestions for improvement in the 
clinical use of penicillin not all have the same purpose. 
Some are designed to improve the performance of a 
single intramuscular dose by prolonging its action, 
while others have the more fundamental purpose of 


- increasing antibacterial range or efficiency, whether 


by maintaining a higher blood-level, by synergic ~ 
action, or by altering the properties of penicillin itself. 
Any reduction in the number of doses required will 
reduce the tedium of treatment for both the patient. 
and his attendants ; and in the treatment of gonorrhea 
in the Services a single dose has obvious administra- 
tive advantages over a series of doses given every 2 or 
3 hours for, say, 12 hours. Among vehicles which 


602 nH anne 


have been tried on a small experimental scale to pro- 
| long penicillin action are 20% gelatin, with and without 
a vasoconstrictor,! saline with various proportions of 
_adrenaline,? oil’ or a water-in-oil emulsion,‘ and a mixed 


bag of bases of various physical and chemical types.’ - 


The use of esters of penicillin ¢ 7 8 and combinations of 
penicillin with proteins? has also been suggested in 
the hope that the active substance will be slowly 
released in the body, and. success with the esters has 
been claimed in mouse-protection tests, the effective 
dose of the benzyl ester being said to be smaller than 
that of sodium penicillin.® 
RoMANSKY and RITTMAN ” has received a considerable 
clinical trial. By one injection of 100,000 units of 
calcium penicillin in 1 c.cm. of 4% (by volume) bees- 
wax in peanut oil, 93 out of 100 men with gonorrheal 
urethritis were “‘ cured,” and by one injection of 150,000 
units all of 75. The patients were treated in hospital 
and the follow-up period was only two weeks. These 
results should not be taken too optimistically till they 
have been confirmed by other workers under other 
conditions, since elsewhere it has been difficult to 
make satisfactory preparations and to repeat the 
successes. Further, the object of the method is partly 
to avoid admission to hospital, and it remains to be 
seen what irregularities of absorption and elimination 
are produced by the ambulant conditions of outpatient 
treatment. Even under the most uniform conditions 
- the difference between individuals is wide. Thus 
ATOCHESON and EpMEADEs " found that in 23 patients 
who received 200,000 units in peanut oil and beeswax 
penicillin was detectable in the blood for periods which 
varied from 4 to 8 hours and in the urine from 14 to 48 
hours. Similarly the total excreted varied from 
15,691 to 164,639 units. Taking the average for all 
the patients the concentration in the blood would have 
inhibited a sensitive staphylococcus in vitro for about 
8 hours. 
repeated at least 12-hourly in, say, acute osteomyelitis, 
and the consumption of penicillin would be three to 
four times that by infusion or 3-hourly injection. The 
advantages of this méthod, therefore, even if it proves 
satisfactory for diseases other than gonorrhea, must 
be weighed against its extravagance—though this per- 
haps is only a temporary consideration. 
Several lines of research have been followed: in 
the attempt to keep up a higher level of penicillin in 
the blood in face of the ever-present difficulty of 
“ filling the bath with the plug out.” At present the 
surest way to maintain a high blood-level is by the 
continuous infusion of much greater amounts of 


penicillin than are customary or necessary for curing — 


infections by sensitive bacteria. RANTZ, KIRBY, and 
RANDALL 22 showed that continuous intravenous 
infusion of 400,000 units in 24 hours would maintain 
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intake to 3 g. the level was raised 4-8 times. 
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0-42 units per c.cm. in the blood (average of 4 subjects), 
with proportionately lower levels from smaller doses. 
SMITH and Harrorp * got closely similar figures with 
intramuscular infusions, though there was variation 
between different subjects. They found that 800,000 
units in 24 hours maintained a level of 0-6-0:8 units 
per c.cm., while with 100,000 units hourly the level 
was 1-5 units per c.cm. at 3 hours, and 3-0 units at 9 - 
and 12 hours. A high proportion of their subjects— 
young patients with early syphilis—had a local or 
general reaction. Without indicating the relation 
of the incidence of reactions to the size of the dose 
or to the batch of penicillin used, these workers 
conclude that with the preparations of penicillin 
now obtainable intramuscular infusion should not 
be used as a routine. Seeing that this method has 
been much used in this country and elsewhere without 
unfavourable. reports, this conclusion cannot be 
accepted. It seems likely, as SmrrH and Harrorp 
suggest, that if penicillin: were plentiful infections 
by some relatively insensitive bacteria could be con- 
trolled in this way. RaMMELKAMP and BRADLEY ¥ 
were the first to relate. the rapid clearance of penicillin 
from the serum to excretion by the tubule epithelium 
of the kidneys, seeing a parallel to other rapidly- 
eliminated substances known to be excreted through 
the tubules. They tested the idea by giving diodone 
(‘ Diodrast ’) simultaneously with penicillin and 
observed the same slowing of excretion which occurs 
whenever two substances excreted by the tubules are 
given together. BEYER and his collaborators“ are 
attempting to establish an experimental basis for 
applying this principle in therapeutics. The sub- 
stance chosen to compete with penicillin in the tubules 
is para-aminohippuric acid, and from experiments in 
man and animals it is clear that the simultaneous 
administration of this substance will under appro- 
priate conditions raise the level of penicillin in the 
serum from 24 to 4 times. Infusion of the two sub- 
stances together into a vein gave the best results, 
and the rise in the level of penicillin in.the serum and 
its fall in the urine began and ended quite sharply as 
the p-aminohippuric acid was begun and stopped. 


No toxic effects could. be. detected, but there was 


some cedema from the.large amount of fluid infused 
(3 c.cm. a minute to a dog). A few similar experi- 
ments on man by LOEWE and others ! support these 
findings. _ 

‘Another attempt to apply this principle has been 
made by BRONFENBRENNER and Favour ” by giving 
benzoic acid, which is changed in the normal liver 
with the formation of hippuric acid. Several subjects 
received 2:5 g. of benzoic acid 4-hourly by mouth and 
20,000 units of penicillin intramuscularly 20-30 
minutes after each dose of benzoic acid. On an 
unrestricted diet the penicillin level in the serum in the 
first hour after injection was usually about double 
what it would have been without benzoic acid, but if 
the fluid intake was limited to 1-14 litres and the salt 
Once 
13. Smith, R. O., Harford, C. G. J. uta? clin. Med. 1945, 30, 502. 
14. ‘Rammelkamp, C. H., Bradley, S S. E. Proc. Soc. erp. Biol., N.Y 


15. Beyer, K. H., Flippin, H., Verwey, W. F., Woodward, R. 


J. Amer. med. Ass. 1944, 126, 1007. Beyer, K. H., Verwey,. 
W. F., Woodward, R., Peters, Ds Mattis, P. A. Amer. J. med. 


Set, 1945, 209 , 608. Mattis, P. A , Boyer, K. H., McKinney, 
S. B., Patch, É. A.J. E 1945, 84, 147. 

16. Loewe, L., Rosenblatt, P., ature -Werbor, E., Kozak, M. Proc. 
Soc. exp. Biol., N.Y. 1945, 8, 298. 

17. Bronfenbrenner, Js; ra. B. Science, sek 101, 673. 


THE LANOET] 


the high peak had been reached, however, the rate of - 


decline was similar to that in control experiments and 
a demonstrable blood-level of penicillin was not main- 
tained for longer than 3 or 4 hours. To maintain 
levels substantially above those which would have 
been reached by the penicillin alone it was necessary 
to inject the penicillin every 2-3 hours, and to give 
benzoic acid every 4 hours, as well as restricting the 
diet. This method seems more unpleasant for the 
` patient, and less effective in maintaining a high level 
of penicillin in the blood, than BryEr’s. 

To enhance the action of penicillin the possibility 
of synergism has been considered—especially with the 
sulphonamides, When dry preparations of penicillin 
for local application were first required on a large scale 
sulphanilamide powder was chosen to dilute the peni- 
cillin,% for no reason except that it would be absorbed 
from a wound without producing irritation, its anti- 
bacterial action in the presence ot pus being negligible 
compared with that of the penicillin. Again, it was 
largely because it could be given by mouth to check 
the infection before penicillin therapy could be begun 
that CAIRNS recommended using sulphadiazine or 
sulphamezathine as well as penicillin for preventing 
or treating meningitis. There is, however, some evi- 
dence of synergism between the sulphonamides and 
penicillin against the gram-positive cocci, the increase 
in the titre of the penicillin in vitro being usually 
about two-fold, though some have failed to demon- 
strate any synergism *! 22 and it could not be demon- 
strated against strains of actinomyces.” : Animal 
therapeutic experiments have had varied results.?? 24 


In mice infected with streptococci Soo-Hoo and 


SCHNITZER * obtained some evidence that if penicillin 
and a sulphonamide were both given in subtherapeutic 
doses survival was better than from the same dose 
of each alone. They tried other substances but 
only p-nitrobenzoic acid had an effect similar to the 
sulphonamide. In clinical reports on the elimination 
of penicillin-sensitive organisms there is no convincing 
evidence of synergic action,” 75 and in any event little 
would be gained by it where the organisms are very 
sensitive to penicillin. Where an organism is fairly 
sensitive to the sulphonamides and relatively resistant 
to penicillin a synergic effect might with advantage 
be sought. ` 

Much more desirable would be a synergic. effect 
which would bring gram-negative bacilli and other 
very resistant organisms into therapeutic range. 
SHWARTZMAN,** who has investigated the resistance of 
Bact. colt to penicillin has recently shown that if a 
large amount (e.g. 3-125 mg. per c.cm.) of the amino- 
acid methionine sulphoxide is added to the medium, 
and if methionine and threonine are also present, the 
activity of penicillin against gram-negative organisms 
is enhanced, usually from two to four times. Much 
more exploration of this and kindred subjects is needed, 
but it seems doubtful whether anything less than a 
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modification of the penicillin: molecule could make it 
effective in infections by such organisms. With the 
lifting of war-time restrictions we may hope soon to 
see in print much of what is known about the chemi- 
stry of penicillin and the possibilities of modification. 


Immunisation against Protozoal Diseases 


Some immunity to protozoal infection must 
develop in nature, for without it the native cattle and 
big game in the trypanosomiasis areas of Africa, and 
the human inhabitants of the endemic malaria areas of 
the world, could not survive. But what this immunity 
really is has been difficult to establish. The mainten- 
ance at a high level of the host’s immunity to sleeping 
sickness and malaria probably depends on the continu- 
ance of a low-grade infection to which he has become 
tolerant and with which he lives in comparative amity 
so long as his general resistance is not debased by _ 
extraneous factors. This state of continued infection 
has been called “‘ premunisation.’’ Allied with some 
hereditary tolerance, the result of long-continued 
infection of the host’s forebears, it enables, for 
example, the big game of Africa without seeming 
detriment to harbour species of trypanosomes which 
prove rapidly lethal to non-immune stock from non- 
The same applies to the African 
native ; after the heavy initial morbidity and mortal- 
ity associated with malaria acquired in earliest infancy 
he becomes progressively less troubled by his constant 
chronic and periodically renewed malarial infection 
until, after puberty, he can disregard it. Indeed it 
would be harmful to free him of this infection, keep 
him free from reinfection for some years, and then 
return him to the endemic area, for he would suffer 
nearly as much from his reinfection as the completely 
non-immune European. Examples of this are seen 
among West Africans who revisit their homes after 
spending some years in Europe. 

The artificial immunisation of humans against any 
of the protozoal infections has not so far been success- 
ful. Much has been attempted in this direction with 
stock, in an effort to introduce better breeds of cattle 
into the pastoral zones of tropical Africa ; but here 
again dubious success has attended the experiments. 
Lately, however, FREUND and his colleagues in New 
York have reported favourable results from their 
efforts to immunise ducks against the avian malaria 
parasite Plasmodium lophure,} and rhesus monkeys 
against the simian malaria parasite P. knowlesv.2, An 
antigen was prepared from intracorpuscular parasites 
killed in formalin, and adjuvants were added to the 
inoculum in the form of liquid paraffin, a lanolin-like 
proprietary substance, ‘ Falba,’ and sometimes killed 
tubercle bacilli. The vaccines were given into 
subcutaneous tissue. or muscle on two or three occa- 
sions, with intervals of at least a month between the 
injections. The ducks or monkeys were subsequently 
infected with the appropriate living parasites and the 
course of the infections were studied with adequate 
controls. In the ducks the infection was considerably 
milder in the vaccine-treated birds: than in the 
controls, and only one of the eight birds so protected 
died, compared with four deaths among the eight 
controls. In the monkeys a fatal infection was 
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similarly prevented, while the controls had heavy — 
infections which would probably have proved fatal in 


thirteen of the fourteen infected if they had not been 
killed for experimental purposes. 

This investigation is still in its preliminary stages, 
and the findings require confirmation, but it never- 
theless suggests that prophylactic inoculation against 
the protozoal infections of mammals may eventually 
become a practicable proposition. 


Annotations 


SCIENCE IN THE USSR 


THE war made impossible the free flow of publications 
as well as personal visiting between our country and the 
Soviet Union. In a recent article? Prof. Arnold Sorsby 


regrets this the more because we have been so inade- | 


quately informed of Russian progress in medicine and 
science. During his visit there, early this year, with a 
group of scientists, he was impressed by the “ assured 
place research has in the organisation of society.” 


Distances are so great in that vast territory that the 


medical services as a whole, and research in particular, 
are decentralised. The medical services are, indeed, 
eonceived on a central plan, but each of the republics in 
the Union controls its own services, which supplement 
those of the Union as a whole. 
industries, collective farms, and other labour organisa- 
tions have their own services, supplementing the others. 
He sees Soviet medicine as a national medical service in 
its widest sense rather than as a State medical service. 

Research is organised in the same liberal way. Some 
institutes are controlled by the USSR commissariat of 
health, others by the Academy of Medicine, or the govern- 
ments of the various republics. The medical schools and 
universities take. a large share in research. Different 
research departments work well together in spite of great 
specialisation. Thus in Moscow the institutes dealing 
with neurology, neurosurgery, occupational diseases, and 
ophthalmology all take the form of large clinical units 
with well-equipped clinical and research laboratories. 
They are staffed partly by whole-time laboratory 
workers, partly by others who have both clinical and 
laboratory duties. These different workers approach an 
agreed problem, each from his special angle, and this 
plan ensures that the laboratory workers are clear about 
the clinical needs, and the clinicians are aware of the 
possibilities and limitations of the laboratory. All 
clinical institutes are broadly planned with many special 
departments ; so that work on ophthalmology, for 
example, is proceeding in the institutes of neurology, 
neurosurgery, and occupational therapy as well ‘as in 
the institute of ophthalmology. The interlocking ` of 


` research enables workers in the Soviet laboratories to learn 
more of unpublished work than is customary elsewhere, 


_8o that publication has not the same importance as in 
Great Britain. Professor Sorsby feels that this is one 
: more reason for regretting qur lack of personal contact 
with Soviet scientists. 
_ The training of doctors has been adapted to needs over 
the past years: when a large increase was wanted, 
standards were not too exacting. In 1913 there were fewer 
than 20,000 doctors in the Czarist Empire ; under the 
Soviet.Union today there are 150,000—=still too few. ‘As 
numbers rose the standard of training was improved, and 
its duration is now fixed at six years in Moscow ; training 
of this length is to be made universal within the next four 
years. Specialisation in the last year of training is no 
longer necessary. The Union, however, is continuing to 
train ‘‘feldschers,’> who are something like our old 
barber-surgeons. They undertake routine work under 
supervision. The persistence of this grade, Professor 
1. Nature, Aug. 25, p. 226. 


Pa 


In addition, cities, 


Sorsby suggests, is the price paid for the intensive train- 
ing of physicians : it will disappear in time. Students 
are paid during training, and their salary is raised each 


year. On qualifying they are required to do three years’ 


service wherever in the USSR the need is greatest. 
Postgraduate study is the rule. 

Prof. E. D. Adrian, FRS, who was also among those 
visiting the Soviet Union, notes? that there have been 
few outstanding advances in physiology in recent years 
either in the USSR or elsewhere; but a general raising of 
Russian standards in training and equipment has shown 
its effects in the quality of the work published. The senior 
physiologists are of high repute, many of them pupils of 
Pavlov ; and they are training juniors of like calibre. 


The central nervous system is keenly studied, and new 


fields are being approached with new techniques. The 
output to be expected of this great body of physiologists, 
in years to come, will presumably exceed that of any 
country in Europe ; and it is significant, he feels, that the 
first international meeting of scientific workers since the 
war has been held i in the USSR. 


-ETHER AS IRR ITANT 


Despite the cessation of open hostilities in other 
spheres, controversy continues unabated between the 
anesthetists who claim to give ether without ill effects 
and those to whom its use is ‘‘ criminal.” On the fence 
between sit those who, while deprecating its ‘‘ toxicity,” 
confess to using it in “‘ minimal ”’ quantities. One of the 
bones of contention now well-gnawed by both sides is the 
effect of ether on the respiratory system. The “ antis ” 
have it that ether is responsible for most postoperative 
respiratory complications. The ‘ pros ° maintain that 
the site of operation is the big determining factor and 
that the choice of anesthetic agent.plays an insignificant 


part. On the one side we find Beecher and Adams ° 


describing ether as a desirable anesthetic for intra- 
thoracic operations, while writers in the opposite camp 
still stress the irritant effect of ice-cold ether on the 
tracheobronchial tree. It has long been known that the 
heat capacity of a gas is so low that a very little heat will 
warm up a considerable volume. Thus, Epstein and 


‘Pask $ demonstrated that anesthetic gases passing 
through a standard corrugated breathing-tube reach the 


patient at room temperature, irrespective of the tempera- 
ture at which the gases enter the tube. Traina® has 
recorded the temperature in the pharynx during nasal 
inspiration at various atmospheric temperatures. When 
the atmosphere i is at 0° C the temperature in the pharynx 
is 36° C. ‘Lately Moritz and Weisiger ë have measured 
with thermocouples the temperature at the bifurcation 
of the trachea in dogs made to breathe cold air for periods 
of 20-133 minutes. 
larynx at temperatures ranging from — ‘28° to — 50° C 
the readings in the trachea never fell below 18°. Laryn- 
geal temperatures of — 30° produced a localised sub- 
laryngeal tracheitis with an increased secretion of mucus 
and sometimes local destruction of epithelium, but there 
was no evidence of injury to the lower portion of the 
trachea, the bronchi, or the lungs. The localisation of the 
damage is again explained by the fact that the heat 
required to raise the temperature of cold air many 
degrees can be produced by the cooling of a small amount 
of tissue through a few degrees. Moritz and Weisiger 


conclude that even if cold air is inhaled rapidly through a ` 


widely opened mouth it will be warmed to well above 
freezing-point by the time it reaches the bronchi. Were 
such an efficient mechanism for heating the inspired air. 
absent, consumptives would hardly be sent to recover 
amidst the Alpine snows. Arkels’ has recently deter- 


. Nature, Aug. 25, p. 222. 
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-mined the source of the increased secretion of mucus 
which ether produces. By direct laryngoscopy in a series 
of non-atropinised patients anssthetised with ether, 
no-mucus could be seen issuing from the trachea, although 
the pharynx contained an abundance. By swabbing the 
pharynx alone, a free airway was invariably established. 
Arkels infers that the effect of ether on tracheal secretion 
is negligible. In addition, it is known °! that ether vapour 
causes no damage to cilia and does not interfere with their 
normal activity. The supporters of ether therefore have 
a firm experimental basis for their view that when pro- 
perly administered it does not harm the trachea, bronchi, 
or lungs. 


A NEUROLOGIST ON THE HUMAN HERD 


Dr. G. H. Monrap-Krosgn, professor of neurology in 
the University of Oslo, has lately been addressing the 
Norwegian Academy of Science on morphological possi- 
bilities and functional realities as applied to mankind. 
Individually, he maintained, we belong to the category 
Homo sapiens, a creature ruled to a great extent by his 
brain cortex. But collectively we are just Homines. 
In the past, the teaching of psychology at most uni- 
versities has dealt by preference with the individual 
as an isolated phenomenon—“ a quite abstract and, I 
am tempted to say, imaginary conception.” What is 
needed is an intense study of mass psychology and a 
corresponding educational campaign. We must prevent 
“ Führers” and other demagogues with the mass- 
psychological sense and mastery of mass-psychological 
technique from misusing them, from evoking unethical 
reactions in the masses, and from infecting whole classes 
or races with selfish claims and brutish behaviour. Even 
the best international movements will prove abortive 
if we fail to make the mass human being of today under- 
stand the need of cortical control over mass instinct. 
We must have effective mass ethics. We are now wit- 
nessing, Professor Monrad-Krohn continued, the closing 
scene of the pathological mass reaction of a great nation. 
Like so many other morbid processes in the nervous 
system, it has been characterised by reversion to stages 
in our development left behind us long ago. We stand 
in great need of an institute for social psychology and 
mass psychology, and in still greater need of men qualified 

o shoulder this task. 


MEDICINE AND GOVERNMENT 


Tur West India Royal Commission report? has 
only just been published, though it was- presented 
to the Government as long ago as 1939. The reasons 
for this delay were, no doubt, adequate; and an 
advantage of postponement is that it enables the 
Government to issue at the same time a Statement of 
Action Taken on the Recommendations of the Royal 
Commission? and a Report on Development and Welfare 
in the West Indies, 1943-44, by the comptroller, Sir Frank 
Stockdale" The reader of these volumes can obtain 
both an impression of conditions and a record of progress 
in their amelioration, and his disquiet will be tempered 
by the knowledge that remedies are being sought for the 
evils so plainly stated. 
~ The Commission report does not evade issues, however 
unpleasant. It traces the sad story from slavery, 
through emancipation and the neglect engendered by 
laissez-faire policies, to the economic vicissitudes which 
have left the islanders in a precarious position. It 
shows how poverty, ignorance, and detachment from old 
tribal codes, without the substitution of new, have reacted 
on the people to produce ill health, superstition, and 
psychological unrest or apathy, and it clearly indicates 
that it is the duty of government so to adjust its rule that 
these fundamental disabilities shall be mitigated and 


8. Proetz, A. W. Essays on the Applied Physiology ofthe Nose, St. 
Louis, 1941, p. 261. 
. HM Stationery Office. Cmd. 6607. Pp. 480. 78. 6d. 
10. Cmd. 6656. Pp. 108. 28. 11. Colonial No. 189. Pp. 115. 2s. 


ultimately ended. Action has been taken on the many’: 
recommendations made, but the tragedy is that they 
‘should have become so urgent. 

The details cannot be recounted here ; it is enough to 
say. that, from the medical point of view, the old story is 
once more told; that, as factors in-the incidence of 
disease, poverty and ignorance are paramount, and that 
the mind needs as much care as the body. But the 
reports suggest the question which now confronts. medi- 
cine, not only in the West Indies, but throughout the 
world. It is a truism that health depends to an enor- 
mous extent on economics and education and that these 
are matters on which government, either by its activity 
or by its neglect, exercises decisive influence. The 
traditional aim of medicine is the improvement of health 
of the whole community, not because its members may 
thus become more efficient to aid the community 


economy, but because they are human beings. The 


question, therefore, is to what extent medicine should 
try to compel the actions of government. Surely 
it is our duty to insist that every proposed measure 
of government should be scrutinised as regards its 
effect upon physical and mental health; that health 
should be the decisive factor in economic developmental 
proposals ; and that the commercial mentality which has 
hitherto exercised too great an influence in world affairs 
must give way to an attitude in which human welfare is 
dominant. There are indications that in the West Indies, 
at least, this is now better appreciated, and that the 
authorities have recognised that the welfare of the people 
is their first concern. 


PRESERVATION OF STORED BLOOD 


THE impact of war has led to considerable improve- 
ments in blood preservation, so that today efficient 
transfusion can be carried out with blood that is two, 
three, or even four weeks old, and with the probability 
that thé majority of cells will survive for a month or 
more after transfusion. Except therefore in some acute 
infections and certain hemolytic anzemias there is no 
justification for the superstition that there is some special 
virtue in “‘ blood on the hoof.” 

The investigations of many workers seem to justify 
the conclusion that the only way of assessing the value 
of a preservative is to measure the survival of the 
preserved cells after transfusion. It is true that bloods 
showing much lysis during storage do not survive well 
in a recipient’s circulation ; but the reverse is not true, 
for of two preservatives both giving equally good survival 
in vitro, one may be associated with.unusually. good cell- 
preservation after transfusion while with the other 
survival may be quite poor. Acid-citrate solutions — 
exemplify the first and dextrin-citrate the second.. The 
failure of in-vitro tests is still not generally realised, and 
investigators, particularly abroad, often introduce new 
preservatives solely on the basis of their merits in vitro. 
Other accepted conclusions are that glucose aids cell 
survival in vitro and in vivo, and so does a small degree 
of acidity in the storage system. All this is confirmed 
and extended by Loutit + who finds that the optimum pH 
for storage is slightly less than that of the blood— 
between 7-1 and 7-3. Outside these limits, preservation 
in vitro and survival in vivo are deficient. Loutit also 
finds that the addition of diluent to 6% of the total 
volume enhances preservation ; higher proportions make 
little difference. So too with citrate; apart from its 
essential anticoagulant action, a minimum amount is 
needed for good blood-preservation, but an increase 
above this level does not further assist cell survival. 
Loutit confirms that glucose is the most effective of the 
carbohydrate preservatives, while other sugars with very 
similar physical and chemical properties are much less 
satisfactory. He concludes that preservatives act either 
by increasing the adhesion of molecules in the cell surface 


1. Loutit, J. F. J. Path. Bact. 1945, 57, 325. 
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or by helping to maintain specific enzyme eyeles within 
the cell. 

Among some of the characteristics of the human 
erythrocyte are its high content of potassium, which in 
the circulation is paradoxically distributed in relation 
to the low potassium and high sodium of the plasma ; 
another is the high content of phosphoric esters in the 
red cell and the low level of inorganic phosphate. Accord- 
ing to Maizels,? during the storage of blood phosphoric 


esters and cell potassium fall while inorganic phosphate. 


and sodium rise, yet there is no correlation between the 
efficiency of a preservative and its ability to check these 
intracellular chemical degradations. It is clear that 
technical advances in blood preservation have far 
outstripped our knowledge of the way in which these 
agents act, and that even in the case of the apparently 
simple non-nucleated mammalian erythrocyte our know- 
ledge of intracellular chemistry is still very incomplete. 
It may be that intensive study of enzyme systems 
within the erythrocyte will extend our knowledge of this 
subject and lead to still more efficient methods of blood 
preservation. At the moment it may seem sufficient 
that blood can be stored adequately for two or three 
weeks, but while atomic warfare and a resultant aplastic 
anemia is a possible if remote contingency the need for 
research in long-term storage remains. 


UNESCO? 


“ Just as happiness is most often the result of some useful 
activity or achievement, so peace can only be the result of 
' a practical policy designed, for instance, to improve the 
standard of life in all countries. It cannot be based on 
negatives ; it must not be based on fear.”—Manchester 
Guardian, Nov. 2 (p. 4). 
MANY years ago, in his Work, Wealth, and Happiness of 
Mankind, H. G. Wells pointed out that the best hope of 
uniting the nations of the world lies not in formal leagues 
and covenants but in the growth of joint endeavour for 
purposes of mutual benefit, such as the organisation of 
postal and transport services. The sooner we begin to 
work and plan and think with our neighbours, the greater 
will be the chance of avoiding the disaster that threatens 
us ali. Thus there is urgent reason for ‘‘ extending and 
making available to all peoples for the service of common 
human needs the world’s full body of knowledge and 
culture ’—for promoting ‘the free flow of ideas and 
information among the peoples.” These phrases, quoted 
from proposals for establishing a permanent international 
educational and cultural organisation, agree with the 
traditional attitude of both medicine and science, and the 
British delegation to the official conference meeting 
‘in London since Nov. 1 has recommeeded that the word 
“« scientific ” should have a place in the title of the new 
structure. If this is done it will be known as UNESCO, 
the United Nations Educational, Scientific, and Cultural 
Organisation. An alternative proposal, which has much 
. to recommend it, is the creation of a separate Science 
Organisation (presumably UNSO) which “ could be trustee 
for all fundamental discoveries.” 3 Such a‘body, it is 
suggested, could form “a world system of international 
‘research institutions . . . to which nationals of all 
countries could go. . It would be the end of the 
scientific conspiracy and of secret scientific research.”’ 


= STUDY OF RHEUMATISM 

Tue Heberden Society, which originated among the 
staff of the British Red Cross Society’s Clinic for Rheu- 
matism, at Peto Place in London, now has members in 
all parts of the country, up to a limit of 100. It concerns 
itself with chronic rheumatism, and its post-war career 
opened auspiciously at the end of last week with 
meetings at the Royal Free Hospital, including demon- 
strations by Dr. C. B. Heald and Dr. Graham Weddell, 


2. Maizels, M. Quart. J. exp. Physiol. 1943-44, 32, 143. 
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and at the Middlesex Hospital where Prof. B. Windeyer 
showed the treatment of ankylosing spondylitis with 
X rays. At the inaugural dinner Dr. C. W. Buckley, 
who presided, said that many newly graduated doctors 
embark on practice with little or ne knowledge of the 
rheumatic diseases which will probably form about 
10% of their work. Much has been done of late years, 
however, to arouse interest in the subject—by the British 
Medical Association and the Royal College of Physicians, 
and by the Empire Rheumatism Council with which the 
‘Heberden Society is now affiliated. General practice, in 
Dr. Buckley’s view, provides an unrivalled field for 
clinical observations on hereditary, familial, social, 
occupational, climatic, and meteorological influences on 
rheumatism, and he hoped the society would encourage 
practitioners to undertake such work and submit their 
results. A new type of meeting might help—an informal 
gathering for discussion of common forms of rheumatism, 
and perhaps the examination of popular beliefs about 
it, some of which may be based on experience. “I 
question,” he said, ‘“‘ whether any group of diseases has 
suffered more from methods of treatment devised without 
any consideration of the underlying pathology.” The 
Heberden Society, while concentrating on the clinical 
and pathological aspects of rheumatism, will welcome 
light from any quarter. Its proceedings will appear 
in the Annals of the Rheumatic Diseases, which, Dr. 
Buckley hopes, will bring to practitioners in readable 
form the most recent work in rheumatology. 


VOLUNTARY OR INVOLUNTARY ? 


AT an informal gathering a few days ago a Minister of 
the Crown remarked that in several years of medical - 
treatment he had sustained many shocks, but they were 
nothing to the shocks the Government have in store for 
the medical profession. His friendly warning has since 
been borne out by unofficial newspaper statements that, 
so far as voluntary hospitals are concerned, the Cabinet 
have rejected the compromises of the white-paper and 
have decided in principle that these hospitals ‘‘ should 
be brought into much closer relation with the local- 
authority hospitals in a common hospital service, and 
almost entirely financed from public funds.’? This 
decision marks the end of the so-called voluntary system, 
with its evident deficiencies. But the hospitals them- 
selves will remain, and it will be a grave loss if the 
voluntary spirit does not remain too ; for the desire and 
thefreedomto do good work are as necessary as the means. 
The relative loss and gain to be expected from the Govern- 
ment’s policy cannot be assessed, in fact, till we know 
precisely how it is to be carried out. In considering 
changes, whether in voluntary hospitals, municipal 
hospitals, or individual practice, we shall make fewest 
mistakes if we always ask ourselves, ‘‘ Is this in the ulti- 
mate interest of the patient ? ” The Government are no 
doubt well aware that one of the principal prerequisites 
of a good medical service is high morale among those who 
have to work it. 


THE death is scented: on Nov. 3, of Lieut. -Colonel 
W. D. H. STEVENSON, director of the Government Lymph 
Establishment at Colindale. 


THe Medical Research Council have appointed the 
following to be members of their Industrial Health 
Research Board for the next three years: Prof. F. C. 
Bartlett, FRS (chairman), Dr. A. N. Drury, FRS, Prof. 
T. Ferguson, MD, Lord Forrester of Corstorphine, Prof. 
A. Bradford Hill, p sc, Dr. Donald Hunter, Prof. Esther 
Killick, MRCP, Prof, R. E. Lane, FRCP, Prof. J. M. 
Mackintosh, FRCP, Dr. E. R. A. Merewether, Prof. J. A. 
Ryle, FRCP, ‘and Mr. J. L. Smyth. Dr. R.S. F. Schilling, 
seconded to the council’s headquarters staff from the 
Factory Department of the Ministry of Labour and 
National Service, continues to be secretary of the board. 


l: Z'imes, Nov. 6, p. 4. 
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- Reconstruction 


A REST FROM INDUSTRY 


‘BREAKDOWN among workers in industry often follows 
common patterns. The quiet sensible man, after 
twenty years of steady service, may become depressed, 
bewildered, unable to concentrate or to complete his 
ordinary day’s work ; the young man or woman begin- 
ning take responsibility may be 
‘overwhelmed by domestic or emotional 
disasters; the energetic methodical 
middle-aged secretary may develop ob- 
sessional fears; and for others life is 
spoiled by morbid anxiety. These people 
are often a serious problem for the 
industrial doctor. He may feel sure that 
given time and opportunity most of them 
will recover, but it may not be easy for 
the firm to spare them for long without 
replacing them, their home surroundings 
may not favour recovery, and they may 
be unable to get treatment which would 
hasten it. : 

. Two years ago the National Council for 
the Rehabilitation of Industrial Workers 
appealed to employers to establish a 
model reablement centre for the investi- 
gation and treatment of such. patients, 
and any others. whose standard of health 
was below normal. Many contributed, 
and the substantial fund raised was used 
to purchase Roffey Park, a large Sussex 
house built in the *twenties and standing 
in fine grounds. An executive committee 
was set up under the chairmanship of 
Lord Horder, and the vice-chairmanship j 

of Mr. Samuel Cı urtauld, who have been active 
promoters of the whole plan. Essential alterations were 
carried out as soon as labour could be found, and the 
centre was opened on June 1, 1944. By the end of 
that year 200 men and 230 women had been treated, 
and there is now accommodation for 106 patients. 

A party of industrial medical officers and other 
interested doctors who visited the centre on’Sept. 22 
_were able to see the buildings and equipment, and the 
patients engaged in their usual activities. 

On admission patients are investigated medically 
and psychologically, any necessary X-ray and laboratory 
examinations being carried out with the help of Horsham 
Hospital. Sometimes a listless young woman is found 
to have tuberculosis, sometimes a patient with a physical 
symptom proves to have a troubled mind. It seems 


likely that many of the patients would not have needed 
. treatment if their abilities and environmental needs 
.had been properly assessed when they started work. 
Dr. T. M. Ling, the medica] director, regards it as part 


of treatment to make sure that on discharge the patient 
will return to surroundings and a job which will help to 
consolidate his recovery : it would be pointless to send 
him back to working conditions under which he would 
break down again. 


The average stay of patients is about 6 weeks; 
they take a planned course of treatment in which their 
time is fully occupied. A good part of every day is 
spent in the occupational workshops and in physical 
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training. Since their physique and nutrition are seldom 
first-class on admission, they are fed abundantly, 
rations being supplemented with vegetables and fruit 
from the gardens. Salads appear at the two main meals 
of the day and are received with growing approval. 
Even on Christmas day the patients themselves insisted 
that a salad should be added to the traditional dinner. 
A dietitian has charge of the dining-room, kitchen, and: 
all the catering. Patients help the resident horti- 
culturalist and all share in the work of the centre, 
keeping their own rooms tidy and helping in the kitchen 
and dining-room. A: patients’ committee meets each 
week to plan social activities and to make suggestions 
to the medical director and staff. In the workshops, 
supervised by experts, the machines are well kept 
and are used for making needed equipment; the 
carpenter’s shop, besides making such things as book-. 
cases and bed-tables, turns ‘out solid toys which are 
either used in the day nursery attached to the centre, or 
sold to visitors. The day nursery is maintained for the 
children of members of the staff, and the 
women patients spend part of their time 
with the children. They also have their 
own workroom, for needlework and handi- 
crafts, housed in a large army hut, one 
side of which can be fully opened in fine 
weather. 

In the main building patients have a 
dance-room, which can also be used for 
physical training, and handsome common- 
rooms; the men’s common-room, panelled 
in modern linenfold, has a Grinling 
Gibbons mantelpiece. The pictures are 
reproductions from the works of great 
ancients and moderns, and the library 
is made up of books chosen by patients. 
Each bedroom takes three or four 
patients ; the beds are easy, their covers 
made in light colours. The long dining- 
room has two good murals, one by a 
Belgian-artist, the other by two patients 
who had not tried that kind of thing 
before but had an undoubted turn for it. 
Staff and patients eat together and th 
food is the same for all. : 

Though they have separate common- 
rooms, the sexes are not kept apart. 
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They work together during the day and relax together 
in the evenings, and these evening gatherings are an 
important part of their community life. They include 
brains trusts, programmes of music, film shows, CEMA 
concerts, mock trials, debates, talks from informed 
guests, and a weekly dance. | | 

Modern psychotherapeutic methods are used when 
necessary ; electric convulsant therapy, given at the 
centre itself, has shortened the course of mental disorder 
in some patients; four were recommended for pre- 
frontal leucotomy and sent to hospital for the operation ; 
. they have done well, one of them making an exception- 
ally good recovery. <A follow-up of the first 200 patients 
showed that six months after discharge 82% were well 
and doing full-time work—a high proportion considering 
the types of cases treated. 


THE NURSING STAFF 


The democratic atmosphere of the centre has pene- 


trated to a most unusual quarter—the nurses’ home. 
This is a separate building and is occupied not merely 
by the nurses but by all resident members of the staff. 
Doctors, nurses, and secretaries when off duty share 
the same dining-table. Every nurse’s room is her own ; 
‘she can arrange it.as she likes, keep it as untidy—or tidy— 
as she likes, smoke in it as much as she likes. She can 
_also go out and come in when she likes. This hostel is 
run by a housekeeper-hostess without nursing training. 
All the nurses are State-registered, and they usually come 
for a year to gain experience in this specialised branch of 
nursing. The matron finds no difficulty in getting staff. 
She herself is qualified in general, industrial, and mental 
nursing. . | 
ADMISSION . 

Cases are referred to the centre by the firms associated 
with its foundation, by local authorities, and by voluntary 
hospitals ; industrial doctors send a few, but they are 
still not using this opportunity as fully as they might. 
Some patients are admitted. on the recommendation of 
their private doctors. The fees of 4} guineas a week 
are met in various ways, sometimes by the Hospital 
Saving Association or the Hospital Saturday Fund, 
sometimes by local authorities or the patient’s employers. 
Patients are drawn from among managers, secretaries, 
and accountants, as well as from those who earn their 
living with their hands; and this mixing of people 
from a wide range of economic and social backgrounds 
has never presented any difficulties; it has, in fact, 
benefited both patient and community. 

About 150 personnel managers and nearly 100 doctors 
visited Roffey Park in 1944, and day training courses 
in industrial health were arranged. It is hoped in the 
future to develop resident training courses. 


On Active Service 


CASUALTIES 
KILLED 
Surgeon Lieutenant C. NOLAN, RNVR 


DIED 
Captain James RAYMOND DUNN, MROS, RAMO 


: WOUNDED 
Su'geon Lieutenant JOHN WEDGWOOD, MRCS, RNVR 
AWARDS 
MENTIONED IN DESPATCHES 
Surgeon Lieutenant P. H. CARDEW, MRCS, RNVR 


RAMC 
Majors Caplains (cont.) 
E. M. GRIFFIN J. KRAUS 
G. M. C. SMITH D. T. Prescorr 
H. A. TUCK W. C. WINTERBOTTOM 
D. J. WATERSTON, MBE Lieutenants 
Captains S. DURRANT 
G. M. BAKER N. WINTER 
I. GLUCK 


EuceEnics SoorerY.—On Tuesday, Nov. 20, at 5.30 Pm, at 


the rooms of the Royal Society, Burlington House, Piccadilly, 
London, W1, Mr. A. S. Parkes, SCD, FRS, will speak on 
problems of reproductive physiology. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


Hoxne Koxe struggles slowly back to life. The first 
glimpse of it from the air showed little obvious damage, 
and in fact the damage due to enemy action is slight. 
But when one walks about the streets one realises what 
looting means. I had always thought of looting as a 
kind of petty larceny—the brick through a window and 
the snatched ring sort of thing—but the looting here was 
done in the grand manner. A looted house has four 
walls left ; roof, ceilings, floors, windows, doors, and stairs 
are pulled off, hacked out, and carted away ; no scrap of 
woodwork is left and the shell is scraped clean. There 
are streets full of these shells. The Peak is dotted with 
them. I took one glance at my old house and walked 
on. The hospitals seem to have suffered less, because the 
Japanese took them over early and used them as hos- 
pitals. They were filthy and neglected, but they could 
be and are being restored. My room had one thing in it 
——a slide cabinet with its 20 trays of slides intact and 
even notes in the hated language! Books, records, 
photographs, MSS were all carefully destroyed, but 


curiously enough many of the University Library books 


have survived, especially the technical and scientific ones. 
Power has come back with the arrival of coal, and lifts 
and lights now work. So do the trams, but buses are 
only running on a very restricted scale and the ferry 
service is abominable. Transport is one of the great 
difficulties at the moment. Food is going to be scarce 
this winter, and it is difficult to make certain of getting 
things if you live ina private house. Being billeted in an 
hotel and fed on Army rations seems the only practicable 
way of existing. The people are slowly returning— 
about 1000 a day from the interior—and there is much 
more life in the streets now than when I arrived 5 days 
ago, though they are still patrolled by armed pickets. 
Every day I meet men I taught coming back from the 
interior, and one of my old HPs lunched with me today 
He gave me a fascinating account of 3$ years of imprison- 
ment. An epidemic of gravis diphtheria broke out in the 
camp in 1943. The victims died like flies and the Japs 
refused to recognise the disease and supply serum. 
Finally they produced a niggardly supply, and although 
the dosage was perforce small, the results were dramatic- 
ally successful, and no case which received serum died. 
They also had a mild epidemic of dysentery, probably a 
Sonne infection; but mild though it was the disease 
carried off quite a number of the half-starved prisoners. 
And, of course, there were many forms of deficiency 
disease, ranging from frank beriberi, usually of the dry 
type, to the ariboflavinosis syndrome with scrotal eczema, 
cheilitis, and retrobulbar neuritis. Most unfortunately 
he was not able to keep notes—he was an admirable 
history-taker—because they had no paper in the camp. - 
` * k zk 
At this place we have a special psychiatric unit for 
returned prisoners of war. The lads seem to be doing 
well; the hospital, standing among quiet woods, seems 
ideal for them, and. we have tried in various ways to get 
them back to normal mood and spirits. Besides the 
usual occupational therapy they work with farmers in 
the district, help in garages, serve in local shops, and are - 
taken regularly by bus to a neighbouring technical 
college for courses. They even take part in running 
the hospital itself ; and they mix with the other patients 
who havecome in for ordinary medicalor surgical troubles. 
Their social life is quite lively: besides having regular 
cinema shows, they join in PT, have organised games, 
take part in musical afternoons, and have dances twice 
a week at which they meet the nurses and any girl 
friends whom the neighbourhood affords. But one of 
the most successful of our ventures has been a weekly 
paper, started by one of the doctors but edited and 
written by patients for patients. This periodical is 
called The Grapevine—slang for passing round the news 
(in all prisons and Army huts the news is passed round 
by the grapevine method). Articles, pictures (coloured, 
too!), news, comments, and poetry appear on duplicated 
foolscap pages, many of which bear a footnote: ‘* The 
Grapevine is your paper: we want your contributions.”’ 
It has been a success, pers. because it gives patients 
an outlet for grouses and grumbles. Indeed they com 
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lained in its pages so heartily and constantly about 
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the food (with good reason) that officials from our local — 


authority came round to look into it ; and now something 
will get done. Then it gives the doctors a good oppor- 
tunity to start the boys thinking on lines that lead to 
recovery. I quote from an early editorial: 

“ Most of you are full of self-pity. You know the stuff: 

‘I have been a prisoner for five years. It was grim and 

bad.’ Forget it. Some blokes do 15 years’ hard labour, 

come out, and crack another safe! Take on a new lease of 
life. You aie free now.” 

The paper also advertises occupational vacancies in 
big engineering works, garages, paper-mills, and the like. 
To see our views in print is a good tonic to flagging self- 
confidence ; the patients, many of whom suffer from a 


kind of remorse because they have spent the war behind -` 


bars, if with little ease yet in relative safety, benefit 
from the chance to get their thoughts out, and to prove 
to themselves and others that they have their place in 
the working world and are good for something after all. 

I feel there is room for papers like The Grapevine in 
other hospitals where patients are in for a long while. 
They would be specially welcome in sanatoriums, spinal 
units, and orthopedic hospitals (where there might be a 
children’s paper—or a children’s page), homes for 
incurables, infirmaries, and mental hospitals. Large 
hospitals usually have something like 3000 people 
connected with them—plenty to carry the project. As 
patients leave editors change, but this (I speak in a low 
voice in the presence of THE LANCET) may have its 
consolations : I have heard such people become despots. 
For my own part, of course, Iam like Desmond MacCarthy 
—I remove my hat in the presence of only two classes of 
people’: editors and undertakers. 

` k * o* 

- A doctor who never earned any money went to his 
friend the lawyer, who wasn’t at all fashionable either, 
about a law-suit he thought of trying. After a lot 
of hard work the lawyer told him that he wouldn’t 
win and so he’d better give up the idea. The doctor 
thanked him and said, ‘‘ What about your fee? ” and 


the lawyer said, ‘‘ What about a hundred pounds ? ” 


“ Ah no,” said the doctor, ‘‘ you have worked very hard ; 
-and besides you have saved me all the worry and expense 
of litigation. Let’s call it a thousand pounds.” ‘‘ Well, 
I call that very handsome,” said: the lawyer. So the 
_doctor went round to his brother, who was in commerce, 
and said, ‘“ Lend me a thousand pounds, will you? I 
want to pay my lawyer. One of these days, I am sure 
to earn some money and then I’ll pay it back.” His 
brother said he didn’t think it very likely but he lent him 
the thousand pounds just the same. So the doctor 
paid the lawyer and got uw proper stamped receipt. 

And then the lawyer was suddenly taken very ill and 
sent for his friend the doctor; and the doctor worked very 
hard and gave him bicarbonate of soda and teaspoonsful 
of ground ginger, and called to see him three times a day 
and again last thing at night to tuck him up and have a 
little chat. After a bit the lawyer got quite well and said, 
“Your fee, doctor ?’’ and the doctor said, ‘‘ Oh, a 
hundred pounds will do.” ‘‘ Ohno!” said the lawyer, 
“ you. have worked very hard, and I’m really all the 
better for having been ill. I enjoy my health so much 
more now. You must have a thousand pounds.” So 
the doctor shook him by the hand and gave him a proper 
stamped receipt, and rushed round to his brother with 
the cheque, nne I told you so.” 

Then the Commissioners of Inland Revenue heard 
that the lawyer and the doctor had each earned a 
thousand pounds, and wanted pounds and pounds from 
each of them as taxes. Neither of them could pay of 
course without selling a lot of the stocks and shares 
their fathers had left them. Their dividends got so 
much smaller that they agreed to live together in the 
same house. So the whole business, besides being a 
lesson to them both, has drawn them much closer together 
and they often talk about the good old days before they 
earned any money. = | 

PHARMACEUTICAL SOCIETY OF GREAT Brirarn.—At 17, 
Bloomsbury Square, London, WCl, on Thursday, Nov. 8, at 
7 pm, Dr. D. P. Cuthbertson will speak on the biochemistry 
and nutritional rôle of the amino-acids. 


ADVANCES IN DISINFESTATION 


DDT 
THE prospects opened up by the discovery of DDT 
are only now being explored. In a paper read to the 
Royal Sanitary Institute at Salford on Oct. 13 Dr. 
J. L. Burn, medical officer of health for Salford, described © 
the use of this insecticide for the disinfestation of a 
common lodging-house. He pointed out that though 
DDT offers hope of eradication—not merely control— — 
of bed-bugs, and of other insect pests, yet prevention is 
still better, cheaper, and happier than cure. It is not 
enough to rid people of pests: we must teach them— 
and give them means to practise—better standards of 
hygiene. . 


DDT isa white crystalline solid with a faint, not objection- 
able, smell. It has the formula 


CCl, | 


and its toxicity to insects depends on the positions of the 
chlorine atoms: if these are changed it becomes less toxic. 
It is soluble in common organic solvents, but hardly dissolves 
in water. Commercial preparations are ‘ Neocid Dust,’ 
a powder for body-lice, ‘ Neocid Solution ’ for-bugs and flies, 
and ‘ Guesarol’ for agricultural pests. ; 

The compound has been known since 1874 when it was 
isolated by Zeidler, a young German chemist, but it was not 
then employed for any purpose. Some years ago it was 
synthesised by a team of chemists of J. R. Geigy in Switzer- 
land, and it was first used as an insecticide there in 1939, 
against the Colorado beetle. l 
: The dose fatal to insects is extremely small. The drug 
acts as a nerve poison, causing hyperexcitability, muscular 

tremors, convulsions, paralysis, and death. It is cheap and 

easy to apply. Experiments im volunteers show that the 
human skin is unharmed by the dry. substance or by watery 
suspensions, and one scientific worker has taken as much 
as 1:5 g. of DDT in butter without ill effects. Industrial 
workers engaged in producing the drug and public-health staff | 
using it for spraying have been equally safe from harm. 
Pneumatic hand sprayers can be used, and DDT can be 
incorporated in distemper, or applied to clothes and those who 
wear them by means of a powder-blower. 


. An old common lodging-house at Salford, taking 
285 lodgers and nearly always full, was in many respects 
suitable for a practical test. It was a four-story 
building, its two wings separated by the entrance hall, 
staircase-wells, and corridors. Each wing carried three 
dormitories, those in the north wing containing 47 
cubicles in each, and those in the south wing 48 cubicles. 
The cubicle walls were made of overlapping iron plates 
riveted together, and the metal bed-frames were fixed 
to the walls by iron brackets. The dormitory walls 
were of bare brick. Bugs had been brought in by the 
lodgers, and had found good hiding-places among the 
wierd tae iron plates and the brackets supporting | 
the beds. They had been attacked from time to time 

with ‘ Lethane’ and blow-lamps but had shown their 
usual ability to survive. A cubicle chosen at random 
in November, 1944, contained 49 bugs and 434 eggs. 

-© The three dormitories (numbers 1, 3, and 5) in the south 
wing were treated with DDT, the north wing dormitories 
(nos. 2, 4, and 6) serving as controls. The worst infesta- 
tion was in dormitory no. I, the mildest in no. 5. No. 3 
and no. 5 were treated with DDT in kerosene (Geigy 
neocid solution), while no. 1 was treated with a watery 
preparation, a suspension of .guesarol M spray. In 
nos. 1 and 3 the bedding was also treated, but in no. 5 
it was left untreated, and this proved to be wholly 
justifiable, for the bedbug does not care for bedclothes : 
having dined it goes back to its own quarters. 

The experiment was successful. In dormitories 5 
and 3 there were high counts of dead bugs in the early 
days after DDT treatment, but the numbers steadily 
fell until, after 139 days in no. 5 and 141 days in no. 8, 
no dead bugs were being found, and careful examination 
showed no signs of bug life in those dormitories. In 
dormitory no. 1 an enormous kill at the outset was 
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followed as in the other cases by a steady decline, but 


even five months after treatment a few bugs were still 
appearing and seem likely to survive. The experiment 
shows clearly enough that DDT, besides giving a large 
initial kill, remains toxic for a long period. In dormitory 
no. 1, where a 5% DDT powder in water was used, the 
actual amount of DDT spread over 12,000 sq. ft. of 
surface was only 13 oz. Some live bugs were introduced 
and allowed to crawl over the wall treated 10 months 
previously. The bugs were recaptured, placed under 
glass, and all died within 48 hours. 

Salford houses have also been disinfested with 3% 
DDT in kerosene. A two-bedroomed flat can be done 
in 10 minutes at a cost (labour and materials included) 
of about 10 shillings. Flats and houses so treated showed 
no. signs of infestation two months later. All that is 
necessary is to place a zone of DDT between the bug and 
its food-supply. 

For the treatment of head-lice in children DDT has 
proved more acceptable than lethane, since it does not 
sting, and has no such distinctive smell. It is reported 
by the doctors and nurses using it to be highly successful. 
Some 1020 children had been treated when Dr. Burn 
gave his paper. DDT is applied in the form of 2 c.cm. 
of emulsion to each of three areas of scalp—behind each 
ear, and on the crown near the front. It is spread well 
throughout the hair. Observations were continuing 
but it was already believed that DDT was the best 
method of treatment of head-louse infestations. 

In hospital and maternity wards and in day nurseries, 
3% DDT spray-applied on to windows, walls, and electric 
lights effectively eliminated flies, whereas control wards 
were still infested. 

GAMMEXANE 

In the course of his demonstration of live pests and 
methods of treatment, Dr. Burn also dealt with the 
synthetic insecticide ‘Gammexane,’ or ‘ 666.’ Like 
DDT, he said, it has residual toxicity, is relatively insol- 
uble, is stable at high temperatures, and has a similar 
“« delayed action,” and harm to humans from its use or 
manufacture has not been reported. <A distinctive musty 
smell attached to it is considered a disadvantage, but 
new forms are almost odourless. Again like DDT, 
gammexane was discovered many years ago, without its 
properties being recognised. Michael Faraday made it 
in 1825, and it was refound by F. J. D. Thomas in 1943. 
It can be employed either in powder form or in a solvent 
asaspray. Against the common pests such as bugs, lice, 
fleas, flies, cockroaches, and crickets it has proved highly 
effective. Dr. Burn described its use for the control of 
crickets on a refuse-tip. 


The tip was infested to such an extent that in a nearby 
house 80 crickets were killed daily. Four equal plots were 
marked off; one was treated with DDT dust, another with 
gammexane dust, another with a proprietary liquid coal-tar 
disinfectant, and the fourth was kept as a control. In addi- 
tion the house was circled with a border of gammexane dust a 
foot wide. - 

About four weeks later the tip was raked over and the live 
crickets were counted. The coal-tar product section had 
34, the control section had 28, the DDT plot had 16, and that 
treated with gammexane only 4. The crickets found on the 
DDT and gammexane plots were mainly small. The control 
plot was between the DDT and gammexane sections and 
appears to have benefited from them. The coal-tar product 
had the largest initial kill but had the lowest residual power. 
In the house the kill of crickets had fallen to 4 or 5 a day in 
three weeks and to nil within four weeks. 


TETMOSOL 


Finally Dr. Burn referred to the use of ‘ Tetmosol ’ 
(tetraethylthiuram monosulphide) incorporated in tablet 
soap for scabies. Two tests had suggested its prophylactic 
and curative value. 


Six Salford families which had been repeatedly infested 
with scabies received the standard treatment with benzyl 
benzoate and were issued with tablets of soap incorporating 
5% tetmosol. These families used the soap almost exclusively 
for periods of six months and more, and were periodically 
visited for examination. Only one family was found to have 
scabies, and in this case the father, who was in the Army, had 
returned on leave soon after a supply of soap had been 
exhausted. He had complained at the time of a rash and 

irritation, and received treatment when he returned. . 
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-= Another six families were diagnosed as positive by the 


extraction of a live mite from one or more members, and given 
5% tetmosol soap as the only form of treatment. Frequent 
visits showed that live mites could still be removed from the 
hands and wrists of positive cases 6-18 days after treatment, 
but no such evidence was found of scabies 4-6 weeks after. 


Treatment merely with soap is not, of course, entirely 
satisfactory, for the members of the families were still 
able to infest contacts in the earlier stages. 
suggested however that it is possible to cure scabies with 
tetmosol soap under normal family conditions, and this. 
would be useful in areas where more treatment facilities 
oe not available—e.g., in the tropics and in devastated 

urope. 


INFECTIOUS DISEASE IN ENGLAND AND WALES. 
WEEK ENDED OCT. 27 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1754; whooping-cough, 1029; diphtheria, 576 ; 
paratyphoid, 5 ; typhoid, 12 ; measles (excluding rubella), 
422 ; pneumonia (primary or influenzal), 547 ; puerperal 
pyrexia, 113 ; cerebrospinal fever, 35 ; poliomyelitis, 27 ; 
polio-encephalitis, 5; encephalitis lethargica, 1 ; dysen- 
tery, 247; ophthalmia neonatorum, 49. No case of 
cholera or typhus was notified during the week. 

Theo number of service and civilian sick in the Infectious Hospitals 
of the London County Council on Oct. 24 was 1138. During the 
previous week the following cases were admitted ; scarlet fever, 
68; diphtheria, 51; measles, 6; whooping-cough, 21. = 

Deaths.—In 126 great towns there were no deaths from 
enteric fever or scarlet fever, 1 (0) from measles, 1 (1) 
from whooping-cough, 9 (0) from diphtheria, 63 (7) from 
diarrhoea and enteritis under two years, and 16 (4) from 
influenza. The figures in parentheses are those for 
London itself. 

Liverpool reported 8 deaths from diarrhea and enteritis. 


The number of stillbirths notified during the week was 
169 (corresponding to a rate of 27 per thousand total 
births), including 18 in London. 


SEVENTH SUPPLEMENT TO THE BPC 


THE purpose of the latest supplement to the British 
Pharmaceutical Codex, 1934, is largely to catch up with 
the BP, by including the substances of its Seventh 
Addendum. But the Codex has also gone a step ahead 
of the BP in including a number of non-pharmacopoial 
substances. The new monographs include the follow- 
ing. Trade names which are listed in an appendix to 
the new supplement are given in parentheses where the 
BPC names are unfamiliar. 


The test - 


Amethocaine hydrochloride 
(‘Anethaine,’ ‘ Decicain °) 
Amylobarbitone (‘ Amytal ’) and 
soluble amylobarbitone 
Belladonna herb (replaces the 
leaf) and root 
Cinchocaine  bydrochloride 
(‘ Nupercaine ’) 
Cyclopropane A 
Dextrose monohydrate 
Dicoumarol (‘ Temparin °) 
Ethisterone (*‘ Gestone-Oral,’ 
‘Lutocyclin Linguets, 
‘Lutogyl Tablets,’ ‘ Proges- 
toral,’ ‘ Proluton C ’) 
Hexcestrol : 
Injection of protamine zine 
insulin 
Methyltestosterone (‘Neo- 
Hombreol M, ‘ Perandren 
Linguets) ’ 
Cstriol 
Soluble pentobarbitone (‘ Nem- 


Pholedrine sulphate (‘ Phole- 
tone,’ ‘Stimatone,’ ‘ Veri- 
tain,’ ‘ Veritol ’) 

Propamidine iscthionate 

Stilboestrol dipropionate 

Strophanthin-G 

Soluble sulphacetamide (‘ Albu- 


cid - Soluble, ‘ Steramide 
Soluble °’) 
Sulphadiazine and soluble 
sulphadiazine 
Sulphadimethylpyrimidine 
(‘ Sulphamezathine °) 
Sulphaguanidine 
Soluble sulphapyridine 
Soluble sulphathiazole 
Theophylline with ethylene- 
diamine (‘ Cardophylin,’ 


‘ Genophyllin ’) 
Soluble thiopentone 

val Sodium,’ 

Sodium ’) 
Thiouracil 


(* Intra- 
‘ Pentothal 


butal’) 

Pethidine hydrochloride (‘ Do- 
lantol °) 

Other changes include revised paragraphs on the 
treatment of barbitone poisoning (gastric lavage, 
amphetamine sulphate, lumbar puncture, strychnine, 
intravenous dextrose-saline, picrotoxin, oxygen, and 
carbon dioxide), and on insulin, which now becomes 
“ Injectio insulin.” In Part III (the formulary section) 
the monographs on tablets and solution tablets have been 
rewritten. A valuable feature is the cumulative index 
which covers the six previous supplements as well as the 
seventh. 


Vinyl ether (‘ Vinesthene ”) 
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ON THE FLOOR OF THE HOUSE 
‘ MEDICUS M P 


THS passing of the second reading of the Bank of 
England Bill by a majority of 348 to 153 lays part of the 
foundation of the Government’s five-year plan as it was 
put before the electorate, and the general approval given 
to the Budget and the hesitation of the House of Lords 
to use its great Conservative majority against the second 
reading of the Supplies and Services (Transitional 
Powers) Bill are symptomatic of the political situation. 
Lord Woolton in the Lords criticised the Government 
but ended his speech by asking his Conservative sup- 
porters to refrain from voting against the Bill so as “‘ to 
give the Government an example of how people with 
great power can use that power in the interests of the 
country.” Ifthe House of Lords continues to follow this 
line, it will make itself into a critical and consultative 
chamber of great potential value. 

On Oct. 30 the House of Commons; as its first business, 
on the motion of the Prime Minister, passed an Address 
of Thanks to the Services on the attainment of World 
War victory. Mr. Attlee had previously announced 
that monetary grants such as have often been given to 
national heroes from Nelson to Douglas Haig would not 
be made at the end of this war. These grants, he said, 
were not in accord with the spirit of the time. It would 
be invidious to single out a small number of individuals 
for special grants in a war which has called for sustained 
efforts on the part of the whole community. 

The House then passed, in the way its heavily moving 
procedure does pass, to consideration of the Water 
(Scotland) Bill to which it accorded a second reading, 
and on the adjournment Captain Blackburn, one of the 
new Labour members for Birmingham, raised the ques- 
tion of the use of atomic energy. To scientists the secret 
of the atomic bomb is not a secret but an open book, or 
at least an open series of papers in scientific journals, 
and Captain Blackburn, while hinting at the possibility of 
“ independent action ” by scientists in America and 
Britain appealed for a new world policy to deal with this 
discovery. It is not only a question of keeping Russia 
fully informed of all knowledge of atomic energy in the 
possession of British and USA scientists; it is a question 
of making available to all nations this new source of 
power. If we are wise atomic energy, which played so 
great a part in ending the war with Japan, will become a 
chief agent in the reconstruction of a devastated world. 
But this depends not only on scientific knowledge, of 
which we have enough, but on the political control of the 
nations of the world. 


QUESTION TIME 


Medicai Man-power 


Mr. H. W. BUTCHER asked the Secretary of State for War 
if he would state the number of medical practitioners serving 
in the Army on D-day, 1944; and the number at the present 
time.— Mr. J: J. Lawson replied: The number of medical 
practitioners serving m the Army on D-day, 1944, was 11,328. 
The number serving at the present time is 10,091. There has 
been a net reduction of 510 during October. 


Lieut. T. C. SKEFFINGTON-LODGE asked the First Lord of the 
Admiralty whether he was aware of the number of doctors in 
the Royal Navy who are now redundant and are anxious to 
take up civilian practice ; and whether, in view of the shortage 
of doctors in the country, he would secure their early release.— 
Mr. W. J. Epwarps replied: I am aware that a number of 
doctors in the Royal Navy are anxious to take up civilian 
practice, but the Minister cannot accept the suggestion that 
there are doctors in the Navy who are redundant. Doctors 
will be released as rapidly as possible; age and service 
group 20 should be reached by the end of this year, and up to 
group 30 by the end of June, 1946. 


Mer. L. J. CALLAGHAN asked the Minister of Health whether 
he would accelerate the rate of demobilisation of doctors 
by calling up ‘newly-qualified medical men when they had 
completed six months’ house-appointment, by reviewing the 
cases of those who had been passed medically unfit, and by 
calling-up those medically fit doctors who had. remained in 
civilian life, although they were in the calling-up age limits.— 
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Mr. A. BEVAN replied: Newly-qualified medical men are already 
being called up for the purpose stated, and others up to the 
age of 40 are being called up to the limited extent required 
to provide substitutes for certain medical officers whose release 
from the Forces is contingent on replacement. The prevailing 
shortage of doctors in civil practice would not permit a more 
general recruitment. Any revision of the standard of medical 
fitness for the Forces would be a matter for the ministers in 
charge of Service departments. - ; 


War-time Nurseries 


Mrs. B. CASTLE asked the Minister of Health whether he 
could now announce hbis decision with regard to the continua- 
tion of war-time nurseries as emergency nurseries drawing 
100% grant from his Ministry.—Mr. Bg&vAN replied: The | 
existing financial arrangements will continue until March 31, 
1946. I shall shortly be asking welfare authorities to work 
out before that date, in conjunction with the local education . 
authorities, how a comprehensive nursery service, comprising 
nursery schools, nursery classes, day nurseries, and other 
measures, can best be organised, using existing services as & 
basis, te meet the needs of their areas. As from April 1, 
1946, I propose to provide for a weighted 50% Exchequer 
grant, comparable to that payable tolocal education authorities 
for nursery schools and nursery classes, to be payable to 
welfare authorities on their approved expenditure on such 
facilities as they may provide as part of such a nursery service. 


Shortage of Surgical Boots 


Mr. AsTERLEY JONES asked the President of the Board of 
Trade whether he was aware that delays of up to 12 months 
were occurring in the delivery of surgical boots ; and whether 
he was proposing to take steps to reduce such delays.—Sir 
STAFFORD CRIPPS replied: I am aware that there are serious 
delays in fulfilling orders. The main difficulty is shortage of 
skilled labour associated with an increasing demand. Arrange- 
ments have been made with the Ministry of Labour to 
encourage skilled workers to return to the making of surgical 
footwear wherever possible. I cannot, however, hold out the 
prospect of any rapid improvement. 


Shortage of Sanitary Towels fa, 
Wing-Commander `E. R. MILLINGTON asked the Minister 
whether he was aware of the continued shortage of sanitary 
towels throughout the country and especially in Chelmsford ; 
and whether he would take all possible steps to remedy the 
shortage.—Sir S. CRIPPS: I am aware of the acute shortage, 
and I much regret the grave inconvenience that is caused 


. thereby. All possible steps are being taken to alleviate the 


present shortage. I will make a further statement on this 
matter in the course of the next few days. 


Register of Alien Doctors 


Mr. S. Hastrnes: asked the Minister of Health if any 
decision had been reached as to the cancellation of the 
temporary registration of alien doctors practising in this 
country ; and whether, in this connexion, he had considered 
the position of the anti-Nazi Sudeten doctors and others who 
had no country to which to return.—Mr. Bevan replied : The 
Government have been considering these matters in connexion 
with the Bill recently foreshadowed by the Home Secretary 
for keeping alive for a transitional period certain Defence 
Regulations which would otherwise lapse in February next. 
1 understand the Bill will be introduced very shortly. 


Roya Socrety or MgEpDIcINE.—The section of pathology 
will meet at the RAM College, Millbank, London, SW1, on 
Tuesday, Nov. 13, at 4 pm. On the same day, at 5.30 PM, 
at 1, Wimpole Street, Wl, at the section of psychiatry, 
Lieut.-Colonel H. A. Palmer, Major C. Kenton, Lieut.-Colonel 
H. B. Craigie, and Lieut.-Colonel T. F. Main will open 
a discussion on forward psychiatry in the Army. On Nov. 
14, at 4.30 pm, the section of physical medicine will 
meet to discuss the clinical implementation of the Disabled 
Persons Act. Dr. Harold Balme will speak on hospital 
rehabilitation and Dr. Donald Stewart on industrial rehabilita- 
tion. On the same day, at 5 pm, Mr. Eric Crook will give his 
presidential address to the section of proctology. He is to 
speak on non-specific granuloma of the bowel, and the subse- 
quent discussion will be- opened by Sir Philip Manson-Bahr. 
On Nov. 16, at 8 PM, at the section of obstetrics and gynsco- 
logy, there is to be a discussion on placenta previa, when Mr; 
C. H. G. Macafee, Mr. Leonard Philips, and Miss Josephine 
Barnes will speak. 7 i 
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Letters to the Editor- 


- DEMOBILISATION OF DOCTORS 


Sm,—The rate of demobilisation of medical officers in 
the Forces will be watched with critical eyes until 
demobilisation is complete. So far there have been two 
phases. The first began with the end of the German war. 
The Royal College of Physicians was disturbed at that 
time by the general assumption that the demobilisation 
of doctors in the Services could not keep pace with the 
release of other members of the Forces. It was even 
affirmed that the war with Japan, owing to the distances 
from our bases and the sickness-rate, would be even 
more of a drain on medical man-power than the conflict 
in Europe and North Africa had been. Representations 
were made to those who had the power to act, and this 
- phase came to an end when an order was given at the 

highest level for the demobilisation forthwith of 1600 
doctors (the contribution from the Army was to be 

1100). , 

In consequence of this order the position was trans- 
formed overnight. It was no longer necessary to argue 
that the demobilisation of doctors ought to keep pace 
with the release of other members of the Forces. It only 
remained now to make it possible for the Government to 
carry out its own policy. 

Why is the partial replacement of demobilised officers 
necessary ? Since the average age of Service doctors is 
higher than the rest of the Army, the number of doctors 
in the early groups for demobilisation was correspond- 
ingly high. For example, when Group 11 had been 
demobilised, 1100 doctors were released, that is, ten per 
cent. of all the doctors in the Army, while only three per 
cent. of the rest of the Army had been released ; in other 
words, doctors were being demobilised three times as fast- 
as the rest of the Army. Only when Group 26 was 
reached would the rate of demobilisation be the same for 
both. But it is plain that the demobilisation of the 
RAMC, particularly of specialists, cannot continue 
indefinitely to outpace the rest of the Army, for the 
simple reason that a time would come when there would 
be no doctors left with the Forces. To ensure then that 
doctors can be released with their age-groups, recruit- 
ment by the Centra] Medical War Committee must go 
on, otherwise medical demobilisation will inevitably be 
slowed down. Replacement will, of course, be less 
difficult if an appreciable proportion of those who are 
eligible for release elect to remain in the Service. 
1100 doctors in the Army first due for demobilisation, 
250 have already asked for deferment of their release. 

This, however, is a detail, if an important detail, in the 
machinery of demobilisation. The second phase began 
with the order to which I have referrred, which ensured 
that the demobilisation of doctors would keep pace with 
that of other members of the Forces. In this phase it is 
the rate of demobilisation of the combatant ranks which 
determines how quickly doctors are set free. That is 


alleged to depend on our commitments; it really — 


depends on who is responsible for estimating those com- 
mitments. In time of war we are all content to leave this 
to the leaders of the Forces, but now that peace has come 
we have commitments on the Home Front which are 
even more urgent than those in occupied countries, and 
it is not within the province of the heads of the Services 
to assess those civil needs. If doctors are to be demobil- 
ised in time to meet civil emergencies the estimates of 
the number of those who must be kept under arms will 
have to be revised by the Cabinet itself. We need more 
doctors in civil practice and we need them quickly. As 
things stand, by the end of this year the Army and the 
Royal Air Force will have released a quarter of their 
medical officers. 

For some time the Royal College of Physicians has 
been considering what steps can be taken to ensure that 
in filling vacancies on the staffs of hospitals the claims of 
doctors now in the Services shall not be overlooked. 
Most of the hospitals in this country, large or small, have 
not filled the vacancies which have occurred in the last 
six years, and at the present time a large number of 
posts are vacant. The fort is being held by very senior 
-members of the profession, many of whom for reasons of 
health or of years feel that they cannot go on now that 
the war is over. There is a danger that such vacancies 
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may be filled before doctors in the Services are demobil- 
ised, and without their applications receiving the con- 
sideration they so plainly deserve. There is no simple 
remedy ; there are many difficulties which confront any- 
one who is anxious to help. For example, hospitals may 
wish to interview the candidates, and we must at once 
concede that it will not be possible to bring applicants 
back from the armies of occupation for that purpose, for 
plainly if so much is conceded to one calling it cannot be 
denied to others. Once, however, an appointment is 
made, the procedure is simple. When a Service doctor 
is appointed to a vacancy on the staff of a hospital, that 
hospital applies for his transfer to Category B for 
immediate release. Nor can we doubt that the Central 
Medical War Committee would support the release of the 
successful applicant, since the efficient staffing of hos- 
pitals is half the secret of an efficient health service. 

When should these posts be advertised? The Demo- 
bilisation Committee of this College believes that the 
vacancies ought to be staggered ; for instance, one third 
should be advertised immediately, one third in January, 
1946, and one third on July 1, 1946. If sucha suggestion 
is thought to be too rigid, a hospital might be advised 
to advertise a reasonable proportion of such posts now, 
but in fairness to practitioners serving abroad no such 
appointment should be made for at least four months. 

It matters little who gets the credit for speeding up 
the demobilisation of doctors. Top marks ought to go 
to those members of the Coalition Government who were 
responsible for the order to which I have referred. I do 
not doubt that the present Cabinet will be equally sym- 
pathetic, for the health of the country is involved. Itis 
not within the province of the Directors-General of the 
Medical Services to lay down the rate of demobilisation, 
but once that has been decided I must testify to the 
energy and good will with which they proceeded to put 
their instructions into practice. They consented readily 
to serve on the College Demobilisation Committee and 
welcomed junior members of their Services as colleagues 
on that committee. For my part, I owe a special debt 
of gratitude to General Hood, who made it possible for 
me and Dr. H. E. A. Boldero, the registrar of the College, 
to go to Germany for five days with Dr. Stanley David- 
son, to discuss on the spot problems associated with 
demobilisation with more than half the medical officers 
in Germany, Holland, and Belgium. 

Royal College of Physicians. 


PURULENT MENINGITIS 


Sık, —In their letter of Sept. 29, Captain Jepson and 
Major Whitty say it would be unfortunate if my article 
of July 14, or your annotation which accompanied it, 
led anyone to withhold penicillin by the ventricular 
route. This should not happen, since I specifically 
stated that ‘‘ If any doubts exist as to the development 
of intracerebral], intraventricular, or subarachnoid com- 
plications, ventricular puncture with ventriculography, 
and if necessary encephalographby, should be performed.” 

Since I wrote my article I have treated five further 
cases. None of them received penicillin intraventricu- 
larly. Four made a complete recovery. The fifth 
patient, who had a fractured skull, died, and the autopsy 
revealed complete disappearance of the infection. This 
brings the total up to nine consecutive unselected cases 
treated with hypertonic. solutions in whom the menin- 
gitis cleared up without giving penicillin intraventri- 
cularly, whereas in five out of the seven cases treated 
before the introduction of hypertonic solutions intra- 
ventricular injection of penicillin had to be resorted to 
because there was no response to, the penicillin given 
into the lumbar region. 

I have found the intramuscular injection of 20% 
dextrose in some cases inadequate and have given intra- 
venous injections of 50% dextrose. As much as 60 
c.cm. of this solution was given, in some cases two- 
hourly for the first twenty-four hours. The size and 
frequency of the dose was regulated by the clinical 
progress of the case and observations made on the daily 
lumbar puncture. This obviously requires the close 
and constant attention of the medical attendant, who 
may have to stay up the night with the case, but the 
saving of a life deserves no less. 

. It would be unfortunate if a line of treatment, proved 
valuable clinically, should be condemned merely on 
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theoretical grounds without the benefit of a trial. In 

any case, ventricular puncture is not usually decided 
upon at the start of treatment, when penicillin is injected 
into the lumbar region and developments are awaited. 
The hypertonic solutions could be given in the interval. 
At the worst, they will do the patient some good by 
reducing the cerebral oedema and tension. 


North Staffordshire Royal Infirmary, 
Stoke-on-Trent. E. S. SHALOM. 


PSYCHIATRIST AND PRIEST 


Sir,— While agreeing with Canon Goodliffe that there 
is a field common to the priest and the psychiatrist in 
problems of mental health where coöperation is possible 
and desirable, I would point out that when once system- 
atic psychotherapeutic treatment of a patient has been 
started it should be continued, and if possible completed, 
by the psychiatrist in charge of the case. At the end of 
the treatment the priest will achieve the maximum effect 
in his ministrations, but if he intervenes in any active 

- way during the treatment he.may (temporarily) hold up 
the process of recovery. 

The main reasons for this are two: (1) he will be dis- 
turbing the relation of “ transference ’’ (Ubertragung) 
between patient and doctor, which is an essential factor 
in analytical psychotherapy ; and (2) he will probably 
interfere (unintentionally and unwittingly) with the 
important process of overcoming resistances and releasing 
repressions. These repressions had originated in the 
patient’s early childhood, partly under the influence of 
religious instruction and training not fully understood 
at the time, and partly through more deep-seated mental 
conflicts in the bosom of the family. 

In my opinion no psychotherapist is adequately trained 
unless he has studied philosophy (especially ethics), in 
addition to his scientific and medica] training. 

London, W1. WILLIAM BROWN. 


AN INTERNATIONAL VENTURE 


` SIR, —The UNRRA operational unit that took over the 
Glyn. Hughes Hospital at Belsen in August consisted of 
members of the following nationalities : 


Dutch 1. Czech 2. US 3. 

Danish 1. Belgian 2. Scottish 2. 

Polish 1. Australian 5. Irish 2. 

French I. Canadian 4. ` English 6. | 


A Czech, three Austrian, and six German doctors, with 
German and Latvian sisters, were working in the hospital 
when it was taken over. with Hungarian soldiers and 
local German women doing the menial work. Displaced 
paron: from the camp employed in the hospital in the 
st month after it was taken over came from Poland, 
Czechoslovakia, Lithuania, Hungary, and Austria. 
Language problems were not without difficulty ; but 
ony in working was as high as any I have 
known. This record, with that of your peripatetic 
correspondent writing in your issue of Oct. 27, brings 
home the great upheaval of persons in central Europe 
today, and also shows that the peoples of the world are 
trying to join together to help in some small way those 
suffering from it, an ideal for which UNRRA stands. 


UNRRA, London. T. B. LAYTON. 


CONGENITAL SYPHILIS 


Sır, —I think Dr. Bernard Myers, Dr. Comfort, and 
Sister Wilmshurst are to be congratulated on the happy 
outcome of the case reported in The Lancet of Oct. 6. 
I include the Sister in my congratulations because in 
my experience expert nursing of really ill congenital 
syphilitic infants is as important as, if not more important 
than, expert doctoring. It must be almost unique for 
such an infant to recover after attacks of hyperpyrexia 
of 106° and 107° F. The credit for the recovery must, 


I think, be accorded to the sulphapyridine, the penicillin, | 


and the nursing. The small amounts of ‘ Acetylarsan ’ 
administered can have had but little effect ; the mercury 
and potassium iodide possibly some effect, though the 
report of the case does not state how long these drugs 
were continued. The initial dosage of penicillin is stated 
to have been 38,000 units intramuscularly every four 
hours, which is a heroic dose for a small infant and one 
which should theoretically have given rise to a marked, 
if not a serious, Herxheimer reaction. 

There is one important omission from the report— 
namely the absence of any reference to a cerebrospinal 


fluid investigation. It is, or should be, well known that 
a considerable proportion of syphilitic infants show 
changes in the cerebrospinal fluid even in the absence 
of clinical neurosyphilis. In this case, however, such 
clinical manifestations were present—the convergent 
squint, poor visual response to light, and possibly some 
impairment of the heat-regulating centre which was the 
cause of the hyperpyrexia. Dr. Comfort states that 
‘it seems likely that a far more rapid cure would have 
resulted from a more continuous administration ”’ of 
penicillin. Surely, Sir, it is rather premature to talk of 
a cure being effected in this case without an examination 
of the spinal fluid and without a clinical and serological 
follow-up of the patient over a number of years. 

During the past, few months I have seen or heard of 
more than a score of cases of congenital syphilis. This 
is a blot on our medical and social escutcheon, for the 
disease is easily and entirely preventable by the simple 
expedient of testing the blood of all expectant mothers 
and treating those who show a positive Wassermann 
reaction. This is the more important today when the 


. population trend is giving rise to serious anxiety to those 


of us who are concerned about the future of the British 


race. DAVID NABARRO. 
Leatherhead Emergency Hospital, Surrey. ba 


GALL-STONE ILEUS 


Sirn,—Impaction of a gall-stone in the ileum is a well- 
recognised but relatively rare cause of acute intestinal 
obstruction. The mortality is estimated to be at least 
50% (Grey Turner’s Modern Operative Surgery, 1943, 
vol. I, p. 905). This is attributable to the usually 
advanced age of the patients, 70 years or over—and to 
delay in diagnosis. i i 

During the past 3 years I have operated successfully 
on 3 occasions for the relief of this condition, in 2 com- 
paratively young women, aged 57 and 56. The first 
patient developed a recurrent gall-stone obstruction 25 
months later. The operative relief of the condition is 
comparatively simple, but the restoration of tone to 
the toxic, distended, and paralysed bowel is an anxious 
problem. When this stage has been successfully over- 
come, there remains the risk of recurrent obstruction. 
The history of the first of my patients illustrates the 
complexities of treatment to a nicety. 

A woman, aged 57, was admitted to hospital in May, 
1943, with well-marked signs of small-bowel obstruction of 
48 ‘hours’ duration. Her pulse-rate was 120 per min. and 
temperature 97:6° F. Vomiting was frequent and profuse, 
even during examination of the abdomen. Her general 
condition was fair. Several pints of fluid were aspirated from 
the stomach with a Ryle’s tube, and a plasma transfusion 
was begun. Under open ether anesthesia a large stone 
was removed from the ileum, 3 ft. from the ileoceeal valve. 
The bowel wall was incised longitudinally and sutured 
transversely. The gall-bladder was felt, in a mass of dense 
adhesions, to contain several stones. Progress was slow at 
first, but after a month she had recovered completely and was 
discharged from hospital with instructions to report at once 
if she had a similar attack. Radiography during convalescence 
demonstrated one large gall-stone in the gall-bladder. 

In August, 1943, she reported to say that she had had a 
mild attack of intestinal colic, and produced a small gall- 
stone which she had passed per rectum. She remained well 
until June, 1945, when she was admitted to hospital with 
intestinal obstruction of 12 hours’ duration, and a gall-stone 
was removed from the ileum, 6 in. distal to the site of the 
previaus obstruction. The patient’s convalescence was 
uneventful, apart from mild paralytic ileus, and she was 
discharged from hospital with. similar instructions. The 
gall-bladder still contained stones, including the radio- 
opaque stone, 

The plasma drip transfusion was continued for 4 days, and 
the stomach was aspirated. Morphine gr. + was administered 
subcutaneously 8-hourly for the first 48 hours and then at 
night for 3 nights. A flatus tube was passed every 4 hours. 

Passage of a flatus tube is a most important part of 
aftercare, and the surgeon must be satisfied that the 
nursing staff understand how to pass the tube correctly. It 
must be left in situ for at least 10 min. This method of 
treatment is more in keeping with the principles of treat- 
ment of diseased tissue in the body generally than any 
form of stimulation therapy, and the results are vastly 
superior. i 

This patient’s gall-bladder still contains several 
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calculi, and the question arises whether removal of the 
stones from the gall-bladder portion of the fistula should 
be attempted. Cholecystectomy would almost certainly 
be impossible. My senior colleague, Mr. S. V. Unsworth, 
who saw the patient with me after the first operation, 
advised against operation on the gall-bladder and felt 
that the occurrence of a second obstruction was the 
lesser risk. Prof. Grey Turner, who kindly gave me a 
short account of his experiences, advised a similar course. 
Fortified by this advice, I have been content to deal 
with the difficulty as it occurs, but the patient remains 
a problem, and an account by a surgeon who has dealt 
with the problem by operating on the gall-bladder is 
bound to be of interest. It seems quite likely that this 
patient may have more obstructions ; and, if it again 
falls to me to deal with them, and her condition is 
reasonably good, it may be a good thing to attempt to 
milk the stones into the duodenum and remove them 
through a small incision in the jejunum. 


Broadercen Hospital, Liverpool. JAMES MORONEY. 


HYPOPIESIA 


Sır, —This is a subject in which I have taken much 
interest for years ; no-one who has had much experience 
in practice can fail to realise that it has a definite import- 
ance. To dismiss it with derision as a ‘‘ neurosis ” is 
a mistake caused by want of thought and knowledge. 
The pendulum has swung too far: there is a tendency, 
now, to attribute most of the physical ills that trouble 
human beings to psychological causes. But the good 
doctor has a balanced mind and considers the patient 
from all aspects. 

Some healthy people have a rather low blood-pressure, 
others a somewhat high one; these are within physio- 
logical limits. But a man complaining of bad blackouts 
and giddiness, whose systolic blood-pressure is 90 and 
diastolic 60, is undoubtedly ill and needs treatment. 
In hospital, the blood-pressure is recorded at short 
intervals after a bad accident or a major operation: a 
low reading is accepted everywhere as the prime indica- 
tion for transfusion. Why this should be so and yet a 
marked diminution due to other causes, of which the 
nature may not be obvious, should be regarded as a sign 
of neurosis, is to me incomprehensible. 

The results of symptomatic treatment of pathological 
hypopiesis are good; both nikethamide (‘ Coramine ’) 
injections and ephedrine are useful in acute disturbances. 

An oblique reference may be made to the well-known 
fact that sufferers from essential hyperpiesis feel very 
wretched when their systolic blood-pressure shows a 
sudden fall. 


Hastings. HARRY GABB. 


STRESS FRACTURES 


Sir,—Your leading article of July 14 gives as the chief 
reason for the high incidence of stress fractures in war- 
time ‘‘ the imposition of unaccustomed physical strain 
in vast numbers of youths and young men ”: it also 
suggests that ‘‘ evidently some systemic factor is at 
work, even though we can express it only as a dispro- 
_ portion between the required and the inherent capacity 
of a bone to bear stress.” In other words, there are 
two factors—a predisposing weakness of bone and a 
precipitating factor of excessive strain. 

These explanations gain considerably if they are 
viewed in the light of the teaching of F. M. Alexander 
who says that under present conditions of civilisation 
it is a matter of direct observation that we are nearly 
all of us misusing ourselves in our daily activities, 
failing to use ourselves mechanically to the best advan- 
tage as we maintain ourselves in posture and in activity. 
This misuse is based on a faulty kinesthesia, and by 
this he means that the majority of people are not aware 
that they are misusing themselves, and their misuse feels 
right and comfortable to them. As Alexander puts it: 
“ The deceptiveness of the impressions which we get 
through our kinesthesia reaches such a point that these 
impressions can mislead us into believing that we are 
doing something with some part of ourselves when 
actually we can be proved to be doing something quite 
different.” 

A constant mechanical misuse and malcoördination 
constitutes the predisposing factor which gradually 
weakens the capacity of a bone to bear stress. A 
constant misuse of the organism means that all day 
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and every day, in the simplest as well as in the most 
complex activities, a constant stress is being thrown upon 
bone by the unevenness and faulty distribution of the 
muscular pulls: this constitutes a predisposing factor 
in a gradual process of osteoporosis, so that when an 
“ excessive ” demand is made the undue tension which 
a malcodrdinated organism inevitably imposes upon 
itself will precipitate a fracture. In this sense, then, a 
constant misuse constitutes not only the predisposing 
factor which weakens the inherent capacity of a bone to 
bear stress but also the precipitating factor which may 
produce a fracture. The osteoporotic effect of a constant 
jarring is suggested as a possibility by Dr. Donald 
Hunter (Brit. J. indust. Med. January, 1945, p. 14), and 
it would be in accordance with the general mechanics 
of stress and strain in engineering to expect that undue 
tension may produce biochemical change in a structure 
such as bone with its constantly changing composition. 
The real nature of this problem of misuse does not 
emerge until the question is asked, ‘‘ How is a constant 
faulty manner of use to be changed ?’’ It is in this 
context that Alexander’s teaching becomes significant. 
There is nothing very new in discussions of faulty body 
mechanics, faulty body poise, faulty posture, and so 
on. These are diagnoses which can be easily made. 
The significant new factor which emerges from Alex- 
ander’s teaching is that misuse is based on a faulty 
kinzesthesia, and that any form of rehabilitation which 
ignores this faulty kmesthesia is at the best only patch- 
work. I discussed one aspect of this problem in the 
Psychology of the Presser (Brit. med. J. 1944, ii, 675), 
and pointed out that a malcoérdinated person will inter- 
pret even the best advice about his faulty manner of use 
in terms of his habitual pattern of tension. I have 
lately seen several men who have been through rehabili- 
tation training with no appreciable benefit, for this very 
reason. One of them, a young soldier, was wounded 
in his left elbow region some months ago: there was no 
bone or nerve involvement, but he had déveloped a 
fixation of the elbow at an angle of 90°, a fixation which 
had not been freed in hospital. The instructions given 
to this boy on leaving hospital were ‘‘ to use the arm as 
much as possible, and to pick up heavy objects so as to 
get the use baek.” I asked the boy to demonstrate 
what he had been doing to obey these instructions, and 
it was apparent that he had acquired a thorough dis- 
tortion of his muscular coérdination in order to carry 
out the instructions: already the shoulder on the 
affected side was held an inch above the other shoulder, 
and there was a distortion of the neck and back 
codrdination. Here was a case of a young man inter- 
preting all advice in terms of tension. When there is 
a faulty pattern of use, acquired by whatever means 
and for whatever purpose, participation in ‘‘ muscle- 
tensing ”? activities, whether in the field or in the 
rehabilitation centre, can only accentuate the bad condi- 
tions and lay down for the future a pattern of reaction 
which is certain eventually to throw up fresh trouble. 


Hampstead, NW3. WILFRED BARLOW. 


PENICILLIN AND BLOOD COAGULATION 


' Srr,— Referring to your annotation of Oct. 27 on the 
observation of Moldavsky et al., may I add laboratory 
evidence on this subject based on rabbit experiments 
reported at the meeting of the Pathological Society of 
Great Britain, March, 1944 ? Six rabbits of about 2500 g. 
weight were injected intravenously with 2000 units 
of sodium penicillin per kg. of body-weight, and their 
blood taken at regular intervals for coagulation test, using 
Schultz’s method. No noticeable difference was found in 
the coagulation-time when tested at regular intervals 
over a period of 4 hours. Partial coagulation began in 
14 to 24 minutes and was complete at 3 minutes in the 
penicillin-treated and control rabbits alike. The pro- 
thrombin-time was unaltered in rabbits injected with 
the same amount of penicillin intravenously. The 
prothrombin-time was measured by taking 2 c.cm. of 
venous blood and mixing it with 0-5 c.cm. of sodium 
oxalate solution. Five drops of plasma were placed in 
each of 5 Lambeth tubes in a 37° C water-bath ; 2, 3, 4, 5, 
and 6 drops of 0:5% calcium chloride solution were added 
severally, and the time recorded when the first tube 
could be inverted without disturbing the clot. 


Glaxo Laboratories Ltd., Greenford, Middx. J. UNGAR. 
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Obituary 


JAMES SHERREN 
| CBE, FRCS 


Mr. James Sherren, who died on Oct. 29 at his home 
at Broadstone in Dorset at the age of 73, was one of the 
great figures in English surgery. The following accounts 
of him are written by a London Hospital surgeon, 
a former dresser, a colleague of his later years, and 

a London Hospital physician. 
æ * * 


Born by the sea at Wey- 
mouth, James Sherren early 
showed a love of the seafaring 
life and in his youth served 
before the mast. One can 
imagine that even in these 
early days he possessed an 
unusual determination and 
strength of character, for he 
rapidly rose and obtained a 
master’s certificate. Before he 
had gained a ship of his own, 
=. however, he suddenly decided 
T ë to leave the sea and to enter 
“= the medical profession. What 
ee dominant factor compelled him 
to make this unusual decision 
is unknown; his action was 
apparently as sudden and determined as was his decision 
in later life to abandon surgery at the height of his 
career and at a moment’s notice. He never lost his love 
of the sea. In more confidential moments he delighted 
to recount the hardships of his early life and the adven- 
tures of his various trips. Nor did he lose his interest 
in ships, and his knowledge of them was encyclopedic. 

In the profession of surgery his career had no.setbacks. 
He qualified at the London Hospital in 1899 and took 
the FRCS the next year. Three years later he was 
appointed assistant surgeon—a record of rapid progress 
which has remained unbroken, During his period 
as surgical registrar he was a driving force to all his 
students. We all feared him for his strict discipline, 
but we all recognised his ability and his justice and we 
all rejoiced on his appointment to the staff. Incidentally 
his quick progress and the success dependent upon his 
great ability is even now a strong argument in favour 
of having a portal of entry into medicine which is non- 
academic. If it had been necessary for Sherren to pass 
through a university, surgery would have been robbed 
of one of its leading lights. 

Perhaps he was fortunate in having started the 
practice of surgery at the time of its most rapid develop- 
ment ; but his strong and forceful character would have 
led to speedy advance in any profession. His know- 
ledge of his subject was wide and detailed and his con- 
clusions always definite. There was never in his mind 
any doubt of the line to be pursued, and his clear exposi- 
tion, his confidence, and his manual dexterity made him 
a popular teacher and soon brought him a great reputa- 
tion. In addition he showed a clarity of thought in 
research which when directed, in conjunction with the 
late Sir Henry Head, to the subject of the distribution 
of sensory nerves and the treatment of nerve injuries 
gave him world-wide fame. Later his interest focused on 
gastric surgery of which he became one of the pioneers. His 
practice grew large. At this time I not only had the good 
fortune to be his hospital registrar, but also acted as his 
private assistant and learnt to have a great admiration 
for his work. As a man, one of the most impressive 
points in his character was the change from his rather 
abrupt manner to one of the greatest gentleness and 
kindness when talking to an ill patient. Never in his 
whole career was he late for any appointment. He 
worked rapidly and neatly, but although he was quick 
and decisive there was never any haste or flurry. He 
always gave the impression that he knew precisely what 
he was going to do and set out to do it with speed and 
efficiency. 


. Pross Porwats Bureau 


Professional recognition and honours came to him 


quickly. Erasmus Wilson lecturer in 1906, he was 
elected to the council of the Royal College of Surgeons in 
1917, being Hunterian professor in 1920 and Bradshaw 


lecturer in 1925. He served also for two years as vice- 
president of the college. In the last war he was consult- 
ing surgeon to the War Office and colonel AMS, at this 
time doing the greater part of the surgical work at the 
King Edward VII Hospital for Officers. He was 
examiner for surgery at London University and for 
anatomy in the primary examination for the FRCS, 
and he was also a member of the university senate. 
~ Then in 1926 when at the height of his fame and career 
and when he had gained a reputation, not only in England 
but throughout the civilised world, which he shared only 
with Lord Moynihan, he suddenly announced his inten- 
tion to retire. Within a few days he had resigned from 
the council and from the London Hospital, had sold his 
house and cars, and had severed all his professional 
connexions. Just as his entry into médicine, so was his 
retirement. What was the overwhelming urge no-one 
knows: probably he felt again the call of the sea and 
was determined to answer it while still of an age to enjoy 
it. He could léave surgery with the satisfaction of 
knowing that seldom if ever had any man accomplished 
so much and advanced so far in the short thirty years 
or so he had devoted to it. Retiring to his place in the 
country overlooking Poole harbour, he found that even 
here he was unable to rest on land, and he went back to 
work as a ship’s surgeon where he was able to do much 
to better the conditions of the marine medical service. 

Sherren was a man who owed his advancement to sheer 
ability and strength of character ; and although of a 
naturally shy and retiring disposition, so that he hated 
making a public speech, he always stood out by the 
honesty of his work and the reliability of his opinions. 
In spite of his discipline and of his scorn of slackness, 
which made him feared by those who did not know him, 
he endeared himself to those who had the privilege 
of working under him. With his death there is lost to us 
a great surgeon, a fine and romantic figure of a man, 
and a lovable personality. While England breeds such 
men her position in the mercantile marine and in surgery 
remains assured. J. W. 

x * * 


As a chief Jimmy Sherren was both terrifying and 
invigorating. Slackness and slipshod work were intoler- 
able to him and he didn’t mind saying so. He’ would 
sometimes let fly on little or no provocation, but he 
liked to be stood up to and respected the sharp retort. 

In the conventional sense he was ambitious, but his 
ambition was not merely of the selfish kind. He wanted 
everything for which he was responsible to be done 
supremely well. There was a burning zeal about the 
way he worked, and there was something both inspiring 
and awe-inspiring about that restless, fretful, and in- 
credibly efficient little figure with the sailor’s rolling gait. 
It was-‘only in later years when one came to know him 
socially that one realised that there was a great humility 
about him and also a great simplicity, coupled with a- 
streak of kindliness which he was reluctant and almost 
ashamed to show. A. B. 

* * k 


I was in close contact with ‘‘ Jimmy ” Sherren during 
the whole of his twenty years’ residence in Broadstone, 
and on many occasions benefited by his advice and expert 
opinion in difficult cases, which he always insisted on 
seeing gratuitously. Although retired from active 
practice he kept himself up to date in surgical and 
medical progress, which was clearly shown at the 
beginning of the war when he was appointed EMS surgeon 
at the Cornelia Hospital, Poole, and did a great deal of 
operative work. He reorganised and supervised the 
casualty department, until he was compelled by illness 
to give up work. He was also a member of the executive 
committee, and his wide knowledge of hospital matters 
was most valuable and helpful to both lay and medical 
committees, and to myself as chairman of the medical 
council. I had the honour of attending him in his last 
illness and was thus able to realise that it was by his 
superlative pluck and never-ending patience that he had 
attained the high position and the esteem in which he 


was held. J.C. A. N. 
* xk xæ 


Robert Louis Stevenson has said somewhere that the 


sailor and the shepherd are two of the most admirable 
types of mankind, and to these we may perhaps add, 
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without undue professional pride, the surgeon. Sailors, 
shepherds, surgeons: all exhibit skill, courage, and 
decision in emergency, and underlying these qualities 
we find in the best examples of each a certain gentleness 
and simplicity ; for surgeons are generally more simple 
in character than physicians. 

James Sherren began as a sailor and spent most of hi 
life as a surgeon; but the sea early set its stamp upon 
him, as could be seen in his eye, his gait, his breezy 
manner, and a certain touch of the quarterdeck which 
_ stuck to him to the end, and led to his being always 
familiarly known as ‘“‘ The Skipper.” It might be said 
of him, as John Ruskin said of his own father, that he 
was ‘‘ an entirely honest man ’’—honest in his opinions 
and in his forthright and sometimes even rather 
brusque expression of them. 

He was, perhaps, with the doubtful exception of 
Moynihan, the best abdominal surgeon of his day in this 
country, and not a few of his professional brethren, 
amongst them the writer of this note, owe much to his 
care and skill. To the London Hospital he was a 
faithful servant for many years, diligent and punctual to 
a degree in his attendance, and thorough and quick in 
his work so that his wards had a larger ‘ turnover ”’ 
of patients than any others. He wrote comparatively 
little, for writing did not come easily to him, but he was 
an excellent teacher and was able, by word and example, 
to hand’on much of his experience and some of his 
technical skill to his juniors. 

Honours and distinction did not come much his way, 
partly for the reason that he did not go to seek them and 
partly because when he was at the height of his powers 
and at a time when he might have begun to reap that 
sort of harvest he suddenly, to the surprise of his friends 
but with characteristic decisiveness, gave up practice and 
returned to his first love the sca in the comparatively 
humble position of ship’s surgeon. Even when he 
retired altogether a few years later he settled near the 
sea where he could sail his boat in Poole harbour, for 
sailing and music were his chief hobbies. 

His was a Jong, useful, and varied life—a man’s life. 
But now ‘‘ home is the sailor, home from sea.’’—R. H. 


JOHN FOSTER BEALE 
MA CAMB., MRCS, DPH i 


_. THE sudden death of Dr. John Beale at Folkestone on 
Oct. 19 came as a shock to his.old colleagues in Essex. 
Dr. Beale was particularly fond of Essex, although he 
never resided there. His first contact with the county 
arose when he became assistant to the late Dr. John C. 
Thresh, the first county medical officer of health, little 
dreaming that it was the commencement of a long part- 
nership. Thus over 30 years ago he acquired a detailed 
knowledge of the highways and byways of Essex, and 
from a good master learnt the rudiments of preventive 
medicine. Out of this assistantship grew the combina- 
tion of Thresh and Beale, serving the public through 
the ‘‘ Counties Public Health Laboratories.” In 1919 
Dr. Beale became the first bacteriologist for EKssex—a 
part-time appointment—and he soon established a 
comprehensive laboratory service for the county. The 
regulations which he drafted at the inception of the 
service, except for minor modifications, are still in opera- 
tion. He laid down arbitrary standards for water sup- 
plies, sewage, and trade effluents, non-designated milk 
and ice-cream, all of which are still operating. When 
public and private swimming-pools were being opened in 
increasing numbers, he appreciated the necessity for safe- 
guarding the bathers. He inspected the various pools in 
the county, took many samples of their water, and laid 


down a standard of purity, giving personal and written 


advice to the owners to guide them in securing and main- 
taining that standard. Subsequently, ‘‘ Thresh and 
Beale ’’ became ‘‘ Thresh, Beale, and Suckling,” to be 
followed by ‘‘ Beale and Suckling,’’ which partnership 
continued until March, 1938, when Dr. Beale retired. 
On that occasion the chairman of the Essex public 
health and housing committee publicly thanked him for 
his 19 years’ service as bacteriologist and his generous 
contribution towards the health services of Essex. 
Unfortunately, the war prevented his enjoying very long 
the comforts of his new home. 

Dr. Beale’s activities were by no means confined to 
Essex. Besides being director of the Counties Public 
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Health Laboratories he was demonstrator in public 
health at the London Hospital medical college (his old 
school), bacteriologist (part-time) to Hertfordshire county 
council, and consulting analyst and bacteriologist to the 
Port of London Authority, and to numerous local sanitary 
authorities and public water undertakings. He contri- 
buted widely to the medical and technica] journals, but 
he will perhaps be best remembered by the third and 
fourth editions of the Examination of Water and Water 
Supplies—the former jointly with Dr. Thresh, and the 

latter with Dr. E. V. Suckling. . 
He was a gentleman in the truest sense of the word. 
His charming kindly disposition appealed to everyone— 
he was more than a public servant: : rather was he a public 
benefactor. It can truly be said that with his passing the 

public-health service has lost one of its greatest men. 

W. A. B. 

ROBERT DICK GILLESPIE 
M D GLASG., FRCP, DPM 


R. D. Gillespie was born on Dec. 15, 1897, the son of 
Campbell Gillespie of Glasgow. He was proud of his 
origin in that city, of his education at Glasgow High 
School, and of bis later medical training in the University. 
Like many- of his contemporaries, he had a sense 
of possessing a severe and 
even austere background. Like 
many of his contemporaries, 
too, he was something of a 
dreamer. It was this combina- 
tion of vision and astuteness 
which helped to shape hbis 
personality. 

He qualified in 1920, and his 
first interest was in physiology. 
This early interest was never 
quite lost and it gave an objec- 
tive, scientific attitude towards 
the problems of the mind which 
was of great value in bis later 
work. He soon turned to 
psychiatry and obtained the 
DPM in 1922 at the Royal 
Mental Hospital, Glasgow. à 
After taking his MD in 1924 į 
with honours and the gold 
medal, he went. to Johns ; 
Hopkins Hospital, Baltimore, to work in the Phipps 
Psychiatric Clinic under Adolf Meyer. Here, where so 
many British psychiatrists have received postgraduate 
training, he remained for more than a year. Returning 
to England in 1925 he held the Pinsent-Darwin research 
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studentship of the University of Cambridge and was 


shortly appointed assistant physician to the Cassel 
Hospital under T. A. Ross, at a time when the latter was 
at the height of his powers as a psychotherapist. The 
academic discipline and training of his early Scottish 
years was thus strengthened and broadened by Meyer’s 
dynamic outlook and by Ross’s happy synthesis in 
treatment of the older methods of Déjerine with the 
newer analytical approach. ; 

He went to Guy’s in 1928 as physician for psychological 
medicine. ‘‘ The moment,” writes C. H. R., ‘‘ was par- 
ticularly fortunate. The influence of Hurst had kept 
his colleagues vividly aware of the importance of psycho- 
logical factors in disease, and the experience of the war 
years had dispelled much ignorance and even hostility 
towards psychological medicine in the profession as a 
whole ; but the need was for wise leadership if the fruits 
of progress were to be gathered. Psychiatry had still 
to come of age in its relationship to the general hospital. 
It had to show the part it could play without claiming 
to be all-embracing. It had to avoid the taint of mystery 
or of becoming a cult for initiates only, and yet it had 
to demonstrate the existence of subtler, more complex 
mental processes than had been admitted by some of 
the successful psychotherapists of the war years. Gilles- 
pie had to a high degree the capacity to lead others 
logically and without exaggeration to an understanding 
of the truth as he saw it. ; 

“ Memory of his early days at Guy’s brings forth a 
picture of a corner of the old outpatients’ department, 
soon to be enlarged and altered. Here he presided at 
first over a mixed session of adults and children, and the 
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noise of rebuilding added to the normal bedlam of the 
department. Adequate psychiatric social-service help, 
trained psychologists, and secretarial assistance were all 
lacking. He seemed impervious to such difficulties, 
his mind set upon the developments which were to come. 
He often seemed unpractical, as indeed he was in con- 
nexion with such things as mechanical contrivances. 
‘He had, however, at times a knack of seeing further into 
practica] affairs than most people, and would often 
surprise others by his sudden insight. 

<“ He was.a dreamer with the energy and power to 
make his dreams come true, as the remarkable develop- 
ment of the department of psychological medicine at 
Guy’s gave witness. In 1930 the governors of the 
hospital provided a full-time psychiatric social worker. 
A child-guidance clinic was started, the first in London 
in connexion with a voluntary general hospital, and a 
group of keen workers gathered round him. The 
completion of the new outpatients’ department in 1932 
gave him greater scope, and the Rockefeller Foundation 
and the Asthma Research Council gave their support. 
to the work. In 1935 the York Trust made a grant 
which enabled reasonable ancillary services to be pro- 
vided, and from this vigorous and growing department 
there developed, under his guidance, a wide range of 
original work on many topics. 

‘* Shortly before the war one of his most cherished 
wishes was fulfilled by an endowment fron the York 
Trust for the construction of a complete psychiatric 
clinic within the precincts of Guy’s Hospital. This 
clinic was actually completed during the war years and 
was opened for patients in 1944. It provides a monument 
both to the generosity of the donors and to his own 
foresight, and perhaps not least to the power of 
this fundamentally shy and diffident man to show others 
the value of his ideas. i 

‘“ As teacher, as chief, and as colleague, his wide know- 
ledge and hisclear, critical mind were immensely valuable. 
His tallness and his austere countenance made him at 
first sight a rather formidable figure. But he had a 
keen sense of humour and a wonderful smile, the outward 
expression of his deep human sympathies. 

“ He was a great man and he had a great reputation, 
- both academic and clinical. Yet such was his quality 
that there is a danger lest in future times some of his 
work might be taken for granted because the progress he 
helped to inspire seems to belong to the atmosphere of 
medicine today as if it had always been there. The 
clever, the unusual, the spectacular, often compel 
attention by standing in contrast to the environment. 
Greatness changes the environment so that in the general 
progress the previous level is blurred and forgotten.” 

Gillespie wrote widely and wisely on many topics, 
and his critical reviews were especially valuable. The 
Textbook of Psychiatry, written in collaboration with D. K. 
Henderson, remains, in its sixth edition, the standard 
work in this country and is widely read in the United 
States. His last book, Psychological Effects of War on 
Citizen and Soldier, based onthe Salmon lectures delivered 
in New York in 1941, contains a valuable résumé of his 
views upon the etiology of the neuroses, derived from 
work in his department at Guy’s. Apart from his 
hospital work, he had an enormous private practice and 
was much in demand as examiner, lecturer, and consultant 
to various institutions and organisations. He became 
a member of the Royal College of Physicians in 1928 
and a fellow in 1934. From the outbreak of war in 1939 
he served as psychiatrist to the Royal Air Force in which 
he became air commodore. In this, as in all else, he did 
not spare himself, and his health finally broke down in 
1944, after long years of strain. His sudden death, on 
Oct. 30, is the more tragic as he seemed to be improving. 

. L. writes: “The loss to English medicine in 
Gillespie’s death cannot be measured by his written 
contributions to psychiatry, influential though these 
were in spreading sound understanding of an easily 
misunderstood subject. He advanced psychiatry and 
thereby benefited medicine most through the example 
he afforded his students and his fellow-consultants 
of the well-trained, many-sided specialist, who devoted 
himself to building up, in an undergraduate school, a 
model clinic where the future doctor could see mental 
illness, in its most treatable forms, handled soberly 
and effectively ; where, moreover, research was fostered, 
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and both the psychological and the somatic approach 
to mental illness given due attention. Sobriety of 
clinical judgment such as Gillespie had is not common, 
and rarely linked with enterprise : he kept a way between 
conservatism and partisan excess of zeal which many, 
if not most, psychiatrists find too strait for their feet. 
His energy was great: many who saw how much he 
accomplished at Guy’s and elsewhere while conducting 
an exceptionally onerous practice -were tempted to cite 
him as an argument against the necessity for full-time 
teachers of complex branches of medicine; but the 
expense, and the waste, is written in his ill health and 
early death, which must be laid at the door of the 
irreconcilable demands made on him by an exacting 
practice and his high ideals of the task a teacher of 
psychiatry must set himself.” 

Dr. Gillespie married, in 1930, the eldest daughter of the 
late Dr. C. R. Howard, and had one daughter. 


DAVID JOHNSTON JONES 
M D EDIN. 


Dr. Johnston Jones, medical superintendent of the 
London County Asylum at Banstead from 1901 till 1910, 
died at his home in Llandudno on Sept. 24 at the age 
of 91. His father, another medical David Jones, 
practised at Everton near Liverpool, but he sent his 
son to be educated at Edinburgh, University College, 
London, and Paris. Dr. Johnston Jones graduated 
MB Edin. in 1877 and took his MD two years later. 
After holding a house-appointment at the Liverpool 
Royal Infirmary he served successively at the county 
asylums of Somerset, Gloucester, and Kent, till in 1890 
he was appointed senior medical officer at Banstead. 
He became medical superintendent there in 1901 and 
continued in this office till his retirement in 1910. He 
then lived at Worthing and at various places in Wales 
before he finally built himself the house at Llandudno 
where he died. He is buried in St. Tudno’s churchyard 
beside his brother, John Matthews Jones, who served 
as an ADMS in the last war. 


HENRIETTA SZOLD 


TŒ career of the late Henrietta Szold, who was responsible 
for founding Hadassah, the great Jewish health centre in 
Palestine, is described in a recent issue of the Hebrew Medical 
Journal (1945, i, 206). In 1909 she was a visitor in Palestine, 
and on her return to the United States she persuaded a small 


study group, to whom she was teaching Jewish history, to 


undertake some ‘practical health work for the Palestinians. 
Two trained nurses were sent out to start the work ; and des- 
pite great difficulties they began to train midwives, to look 
after women in childbirth, and to teach cleanliness and the 
care of the eyes. Later, in 1912, she founded an American 


‘body of Zionist women, Hadassah, which grew and flourished, 


forwarding the work overseas. - | 

Towards the end of the 1914-18 war, Miss Szoļd was res- 
ponsible for assembling the Zionist Medical Unit of 44 people, 
who sailed from New York in June, 1918. The American 
organisation raised the sum of £95,000 to meet the first year’s 
expenses, and for two years the unit dealt largely with the 
aftermath of war. Hospitals were opened, and a rural medi- 
cal service and antimalarial campaigns were started. Miss 
Szold was in close touch with all the work, and in 1920 went 
out to settle some discords that had arisen within the unit. 
She achieved that task, and remained there as a part of the 
unit, developing the rural medical service, establishing infant- 
welfare centres, and founding the nurses’ training school which 
now bears her name. She had the pleasure of seeing the birth 
of the Rothschild-Hadassah university hospital and medical 
school at Jerusalem. . 

In 1933, when she was 74, she was called on to plan for the 
Jewish children driven out from Germany by Hitler. Some 
of these went to Palestine, where she met and welcomed them 
herself, arranged for them to be taught, discussed their 
problems with them, and established for them the Children’s 
Foundation of Palestine to safeguard their interests. 

“, , . We should associate ourselves with progressive 
opinion and with the scientists who are unanimous that, at the 
earliest possible moment, we must get back to the peace-time 
exchange of scientific information . . . instead of behaving 
like insane men—wasting the whole of our substance upon the 
desire to kill one another . . .”—Captain A. R. BLACKBURN, 
MP, Hansard, Oct. 30, 1945, col. 339. 
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the discharging ear are followed by a consideration of the 


A BELSEN EXHIBITION 


A SMALL exhibition, arranged by Ungra, of articles made 
in the Glyn Hughes Hospital, Belsen, by patients treated 
there after relief of the camp has been held at UnrRa’s offices 
at 13, Portland Place. The exhibition was opened on Oct. 31 
by Dr. Andrew Topping and remained open until Nov. 7. 
The toys, bags and baskets, children’s clothes, gloves, and 
belts were made with the care and attention of people who 
are again beginning to take a pride in their handiwork. They 
were contrived from aha s of blankets, the felt linings of 
German. boots, lint, ellophane,’ and odds and ends of 
‘ Perspex ’ from the aaa of lost aircraft. Children’s 
garments were knitted from German body-belts, on needles 
made from bicycle spokes. The patients have been taught 
and encouraged by Dr. Erika Fischova-Gachova, UNRRA’s 
chief welfare officer at Belsen. She is a Czechoslovak, with 
long experience and training in this work, and she writes 
feelingly of the plight of her patients, many of whom are 
suspicious, defensive, indignant, or inert. They have been 
prisoners for any period up to 12 years, and their self-respect 
and confidence come back only slowly. Work must not 
overtax their strength, though it should excite their thought 
and ingenuity, and encourage them to move stiff joints or 
paretic limbs. 

The exhibits included a number of grim cartoons drawn 
by one of the patients while in hospital. Their cool grey and 
white patterns seem detached from their content of starved 
prisoners, furnaces, and the brutality of guards. It is as 
though the draughtsman had no need to be sensational in 
his designs: his subjects speak for themselves. 

Unrra will welcome gifts of welfare supplies such as sewing 
materials, tools for improving the camp and the shelters, 
musical instruments, games and toys, sports equipment, and 
clothing. They ask that clothing should be clean. Donors 
should write to Unrra, c/o LEP Transport Ltd., in any of 
the following cities : London, Birmingham, Bradford, Bristol, 
Goole (Yorks), Hanley (Stafford), Hull, Leicester, Liverpool, 
Manchester, Newcastle-on-Tyne, Nottingham, Sheffield, 
Southampton, Glasgow, Dundee, Leith, Belfast, or Dublin. 


THREE FILMS ON ELEMENTARY CHILD HEALTH? 


THERE is a wide opportunity for films which tell the general 
public enough about their bodily functions in health and 
disease to enable them to decide more accurately when self- 
treatment is safe and when the time has come to see a doctor. 
The Ministry of Information have now prepared three films 
of this nature at the request of the Ministry of Health and in 
association with the various councils for health education ; 
they are designed primarily for mothers, youth leaders, school- 
teachers, and others responsible for the health of children. 
The films dea] with the eyes, the ears, and the teeth of children, 
and the method of presentation is such that they will also be 
suitable for the instruction of children between the ages of 14 
and 18. Each film explains in a simple way the anatomy and 
physiology of the organ concerned, some of its more common 
ailments, the incapacity which results therefrom, and, when 
possible, the home treatment which can be undertaken. 

Your Children’s Eyes demonstrates with the help of an 
orange the structure of the eye, the retina, and the lens ; and 
describes the simple lens defects and the effect and benefit of 
wearing glasses ; next come the treatment of the more common 
eye ailments such as a stye and blepharitis, and the method of 
removing a foreign body, with instructions on how to evert 
the upper lid; and the third part of the film stresses the 
importance of large print and good lighting for young people 
when reading. 

Your Children’s Ears starts by showing the scholastic 
backwardness of children who are born deaf or become deaf 
early in life through some illness ; diagrams of the anatomy and 
physiology of the ear are shown with demonstrations of the 
causes of deafness due to conditions in the externa] and then 
in the middle ear ; then simple instructions on how to treat 


1. Produced by Margaret Thomson for Realist Film Unit: Your 
Children’s Eyes (19 min.), Your Children’s Ears (17 min.), 
and Your Children’s Tecth (15 min.). Available in 16 and 35 
mm. (sound) from the Central Film Library (Imperial Institute, 
SW7), the Scottish Central Film Library (2 Newton Place, 
Charing Cross, Glasgow, C3), or the Film Library of the South- 
West (Dartington Hall, Totnes, South Devon); doctors can 
apply for these films from the Central Council for Health 
Education (Tavistock House, WC1), which will also arrange 
talks or lectures as part of the programme. 


harmful effect of enlarged adenoids. . . 

Your Children’s Teeth demonstrates that the diet the 
mother takes during pregnancy is just as important for the 
formation of good teeth as the diet which the child takes m 
early youth. Advice is given on the choice of diet for both 
mother and child ; diagrams show the order of tooth replace- 
ment and the mechanism of decay ; and finally clear instruc- 
tions are given on the correct way of brushing the teeth. 

These three films are designed to be presented as part of a 
course of instruction in child care and will be valuable for 
that purpose. It is easy to criticise these films, especially 


from the photographic side ; for, except for the model of the - 


anatomy of the eye, the method of presentation is dull and 
the photography uninspired when judged by the standard of 
the “Technique of Anesthesia ” series, which were made by the 
same unit. The general impression given is that a doctor 
has provided some elementary information to the photographic 
units, which, though not having a very clear grasp of the wider 
aspects of the field covered, have gone ahead, but have been 
unable to use their film skill to full advantage. Closer 
coöperation between doctor and film producer will be needed 
in future films of this type. Again, the illustrations are dull 
when we consider how lively such animated diagrams can be. 


-= Yet despite these criticisms the films represent an advance ; 


they should prove popular, and we hope will lead to more and 
yet better productions of the same type. 


MAKING BETTER USE OF SPEECH THERAPISTS 


SPEECH therapists employed by local authorities to train 
and help children with stammers and other speech defects 
have for some years been regarded in most cases as special- 
ist teachers. Recently, however, their training courses 
have been changed. They are now trained in four schools 
associated with hospitals, and the course includes the anatomy, 
physiology, neurology, and pathology of the ear, nose, and 
throat, phonetics, and speech therapy, but does not include 
any training in teaching, in handling classes of children, or in 
school practice. Their work, too, has become curative rather 
than educational, carried out under medical supervision. 
Only those admitted to the Register of Medical Auxiliaries 
are approved by the Minister of Health for employment as 
speech therapists. He has therefore laid it down (Adminis- 
trative Memorandum 101) that from Nov. 1 onwards speech 
therapists employed by local education authorities should be 
regarded as members of the school health service, not of the 
teaching staff, unless in some special case the Minister decides 
otherwise. Their salaries are also to be reconsidered, but 
as a temporary arrangement authorities are at liberty to pay 
salaries of £270 a year rising by £12 yearly to £420 to speech 
therapists who were in their service before Oct. 1, 1945, 
and to qualified speech therapists entering their service after 
that date. In some metropolitan areas a further £36 yearly 
will be approved. 

Ministry of Pensions and EMS hospitals are having difficulty 
in getting the part-time services of speech therapists, and the 
Minister of Health suggests that they might approach local 


‘education authorities with a view to borrowing their speech 


therapists from time to time. He considers that a fee of one 
guinea for a two-hour session would be appropriate, together 
with travelling expenses. The Ministry of Pensions would 
be glad if the services of these speech therapists could also 
be borrowed, at an agreed charge, for patients who are not in 
hospital. 


PROSPECTS IN THE HOSPITAL KITCHEN 


In recent years we have had on the whole a well-fed Army, 
at all events by the standards of past wars ; and this is partly 
because caterers and mess cooks have been turned into 
technicians. If these men and women wish to continue the 
task of kitchen management after leaving the Forces we should 
plan to make good use of their services. 

Four well-defined vocations are open to them—dietetics, 
catering, kitchen supervision, and cooking. The English 
group of the Nutrition Society have recommended that there 
should be courses of training in elementary nutrition.to cul- 
minate in an examination for a certificate of the Royal 
Sanitary Institute. This course was originally designed to 
raise the standard and qualifications of the large-scale caterer 
and kitchen supervisor, but it seems to be well suited to the 
needs of cooks and caterers now leaving the Forces. In itself, 
however, it is insufficient. If these newcomers from the Services 
are to enter hospital and industrial catering they will need 
special training to prepare them for work, which differs in 
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many respects from mess catering. The course in elementary 


_ nutrition should be followed by a period of practical work 


under a competent caterer. 

Usually their chosen work will either be that of a cook or a 
kitchen supervisor. People who choose to qualify as dieti- 
tians or chefs will probably be those whose course of training 
was interrupted by the war, and the Ministry of Labour may 
be unwilling to. make grants for training in dietetics to any 
others, unless there are exceptionally good reasons. Other 
recruits to the ranks of.the dietitians must therefore be drawn 
from the younger people now beginning to seek careers, and 
the Nutrition Society is anxious that municipal and hospitai 
authorities should appreciate the value of the trained dietitian 
and assure her appropriate salary and status. It seems 
probable that more of the universities will soon offer diplomas 
in dietetics, and it is to be hoped that these will be as practical 
as possible, The dietitian should be familiar with the homes 
and tastes of the people among whom she will be working, and 
should also have a chance to study local government, and 
current customs in hospitals and industry. At the present 
stage there should be little specialisation. : 

The dietitian can be registered as a medical auxiliary, but 
this does not mean that she (or he) need seek an appointment 
only in a hospital. Industrial canteens and the school-meal 
service would benefit by the supervision of trained: dietitians. 
Nevertheless, it is likely that the hospitals will absorb most of 
them for some time to come. | 


SURGERY AND THE RENAISSANCE 


_THoMas Vicary, sergeant-surgeon to four Tudor sover- 
eigns, saw the great rebirth of learning in England. Sir 
Arthur MacNalty, who on Nov. 1 delivered the lecture named 
in Vicary’s honour at the Royal College of Surgeons, recalled 
how the heritage of Greek thought was brought to us by 
Linacre, Grocyn, Latimer, and Colet, and by the teaching of 
Erasmus at Oxford and.Cambridge. Medical students had a 
good grounding in the new learning, especially if they attended 
the university. Henry VIII's reign saw the beginnings of an 
enlightened public-health policy, and a move towards a clean 
water-supply. Sir Thomas More, Sir Thomas Elyot, and 
Dr. Andrew Boorde were pioneers of public-health theory. 
When the monasteries were dissolved by the King the hos- 
pitals vanished with them, despite More’s protests, but 
through the efforts of the City corporation the five royal 
hospitals of St. Bartholomew’s, St. Thomas’s, Christ’s Hospital, 
Bethlem, and Bridewell were preserved in London. Vicary, 
who was master of the Barbers Company, four times master of 
the Barber-Surgeons Company, and surgeon to St. Bartholo- 
mew’s Hospital, united, under Henry, the Corporation of 
Surgeons with the Barber-Surgeons. He helped to lay the 
foundations of surgery as a learned profession, and to foster 
the habit of independent thought which later brought its 
_reward in the experimental work of Harvey and his successors. 


CZECHOSLOVAK CLINICAL PATHOLOGISTS 


As the result of two preliminary meetings in Prague during 
June and July a Czechoslovak Association of Clinical Patho- 
logists has been formed as a branch of the European Associa- 
tion. The first president is Dr. F. Vanicék, of the State 
Institute of Public Health, and the secretary is Dr. Frank 
Pick, secretary of the European Association, who is now in 
Prague as a member of the British medical mission. The 
first general meeting was held in Prague on Oct. 18; over 
100 medical men and women attended to discuss the future 
organisation of clinical pathology in Czechoslovakia. Dr. S. C. 
Dyke, president of the European Association, spoke the follow- 
ing day on clinical pathology in England to a special gathering 
of doctors in Prague. 


HANDICAPPED CHILDREN IN INDUSTRY 


UNDER the new Disabled Persons Act, handicapped children 
are to get a better chance than they did in the past. The 
Ministry of Labour are anxious that their local offices, 
juvenile employment bureaus, and disablement advisory 
committees should have up-to-date records of pupils leaving 
special or other schools with any temporary or permanent 
disability likely to restrict their choice of employment. 
Forms have been prepared for educational authorities on 
which appropriate information can be supplied to these 
bodies, and the Minister hopes that voluntary special schools 
will be willing to give information on school-leavers in the 
same manner. The information is not, of course, communi- 
cated to prospective employers. 

Children leaving schools for the blind, deaf, physically 
handicapped, or epileptic will be eligible for registration under 
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the Disabled Persons Act, and a special. form is provided for 
them, which may also apply to a few children leaving ordinary 
schools. The completed form must not be sent to any of the 
official bodies mentioned until the parents have given their 
written consent. Parents should be told of the improved 
chances now open to handicapped children, and of the 
opportunities for sheltered work for people registered under 
the Act. For parents unwilling to sign the usual form, a 
simpler type is available which merely states the kind of 
work for which the child is considered unsuitable. 


PROSPECTS IN NURSING ` 5 


- Tae Ministry of Labour and National Service have pub-. 
lished two useful pamphlets on nursing in their Careers for 
Men and Women Series (Male Nursing. No..45; Nursing 
and Midwifery Services (Women). No. 33).. -These set out 
clearly details of training and prospects of employment for 
men in nursing and for women in nursing and midwifery. 
The text keeps closely to the opportunities which nursmg 
offers, to the many types of work which the nurse can under- 
take, and the great interest and importance of such work. 
Controversial matters, such as hours of work and conditions 
of life, are not raised ; salaries are stated without comment ; 
and the little books give a fair unbiased picture of the 
material and intellectual rewards of a great profession for 
those who enter it for serious reasons and continue to practise 
it for the sake of the job. 


RECEPTIONISTS AND SECRETARIES 

. Tue Air Ministry inform us that many nursing orderlies 
now being released from the RAF wish to keep up their 
association with the medical and dental professions, and that 
they would make suitable secretaries and receptionists to 
doctors and dentists. The Commandant, Medical Training 
Depot and Establishment, RAF Station, Halton, Bucks, is 
keeping a register of such orderlies, and applications for their 
services can be made to him. | 


a 2 CHRISTMAS SEALS 

As usual, in time for Christmas, little coloured stamps are 
on sale for the benefit of the tuberculous. They show a man 
carrying a holly wreath, and bear the double cross of the 
National Association for the Prevention of Tuberculosis. A 
gift of 24 million of these seals—which will cheer up the rather 
drab wrappings of post-war presents—has been made by the 
Canadian Tuberculosis Association, and it is hoped that their 
sale will exceed last year’s, which was a record. They are 
being sold at 4s. a hundred, and may be obtained from local 
tuberculosis care committees, or from the Secretary, NAPT, 
Tavistock House North, Tavistock Square, London, WC1. 


A SCOTTISH LABORATORY 

LIKE other bodies, the Laboratory of the Royal College of 
Physicians of Edinburgh is planning an era of post-war 
development, and this may possibly be along lines of commun- 
ity service as well as research. As Dr. A. Fergus Hewat says 
in his annual report, ‘‘ Research is not necessarily to be looked 
on as a set piece, or even as a major piece of work, so long as it 
does usefully contribute, like the individual brick, to a final 
edifice.” Work is in progress on the etiology of cancer, the 
air-dried blood-film, hemoglobin and its derivatives, anti- 
malarial drugs, mathematical and statistical: studies, the 
development of a general bacterial medium, and eye injuries 
and infections. The laboratory also undertakes routine 
reports, which during the year reached. the record figure 
of 25,233; more than half of these were bacteriological 
investigations. - 


University of Sheffield : | 

The following appointments have been made: Dr. T. E. 
Gumpert, lecturer in medicine for the session 1945-46; 
Mr. J. C. Anderson, lecturer in surgery for the session 1945-46 ; 
Dr. G. B. Oliver, lecturer in industrial medicine; Mr. 
Anderson, lecturer in surgery to dental students; and Mr. 
A. G. Butters, tutor in surgery. 


Royal College of Physicians of London 


On Tuesday, Dec. 11, and Thursday, Dec. 13, at 5 pM, at the 
college, Pall Mall East, SW1, Dr. Cecil Wall will deliver 
the FitzPatrick lectures. He is to speak on the history of 
the English medical profession in the 18th and 19th centuries. 


Royal College of Surgeons of England 
The Earl of Athlone and Princess Alice visited the college 
on Oct. 26, and, after taking luncheon with the president and 


- members of the council, toured the buildings and inspected 


plans for rebuilding the damaged parts. | 2 
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Scottish Conjoint Board 
At recent examinations of the board of the Royal Colleges 


of Physicians and Surgeons of Edinburgh, and the. Royal 


Faculty of Physicians and Surgeons of Glasgow, the following 
were successful : | 
LRCP & S, LRFPS. 


= Mostafa Amin, James Batchelor, E. J. Bates, G. H. F. Beith, 


C. K. Black, Richard Burns, W. K. Christopher, S. J. Gelman, 
J. N. Gould, J. A. Gowans, Hilda Granat, David Groad, Samuel 
Hillman, L. B. P. Jones, H. R. Levine, S. G. Loh, D. W. A. 
McCreadie, Ian A. MacGregor, A. B. Mackenzie, A. A. R. Meek, 
A. S. Mitchell, Abdulla Moselhi, F. A. Murray, W. M. Murray, 
S. R. Orens, A. C. Parry, A. G. Pollacchi, Margaret M. Roake, 
J. N, Robertson, D. O. Stonewall-Paync, W. R. Taylor, Y. E. Zaki. 


Leon Nabel, MD PRAGUE, was also admitted to the licentiate- 
ship as a graduate of a recognised foreign university. 


Medico-Chirurgical Society of Edinburgh 
The following office-bearers have been nominated for 


1945-46 : president, Dr. H. M. Traquair; vice-presidents, 


Mr. Henry Wade, Dr. H. G. Langwell, and Dr. G. Ewart 
‘Martin; councillors, Prof. D. Murray Lyon, Dr. G. L. 
Malcolm-Smith, Mr. W. Quarry Wood; and Dr. J. L. Hender- 
son ; treasurer, Mr. W. W. Carlow ; secretaries, Mr. T. McW. 


Millar and Dr. J. K. Slater; editor of transactions, Dr. A. 


Fergus Hewat. 


Royal College of Obstetricians and Gynæcologists 


Antenatal pædiatrics is the subject of the Blair-Bell 
lecture to be delivered by Prof. Leonard Parsons at 5 PM 
on Friday, Nov. 23, in the College House, 58, Queen Anne 
Street, London, W1. 

At a recent examination for the DRCOG the following 
were successful : 


D. W. Bentinck, K. J. R. Cuthbert, Ada I. Date, Ann Donnelly, 
William Donovan, Mary Downey, Mary M. Essex-Lapresti, Margaret 
Fitzherbert, S. F. Hans, J. O. Harrison, D. W. James, P. S. Jaikaran, 
G. T. Johnson, J. C. Miller, G. W. Mills, Marjorie B. Morton, D. C. 
Mundy, Diana J. Myott, J. R. Owen, Ada V. V. Parkes, A. J. Part- 
ridge, S. S. F. Pooley, D. P. Jones, O. A. Schmidt, Victoria M. D. N. 
Shaw, L. S. Stephens, C. E. R. Wood, Geoffrey Worden, J. H. 

oung. rA 


Return to Practice 


The Central Medical War Committee announces that the 
following have resumed civilian practice: 


Dr. E. MILDRED CREAK, 17, Harley Street, London, W1. 

Dr. R. L. MACKAY, 67, Bath Road, Wolverhampton. 

Dr. GORDON B. MITCHELL-HEGGS, OBE, FRCP, 88 Harley Strect.. 
Miss JOCELYN A.M. MOORE, FRCS, MRCOG, 4, Devonshire Place, W1. 
Dr. JOHN A. Ross, 57, Rodney Street, Liverpool, and Warrington. 
Mr. R. R. SIMPSON, FRCSE, 21, Albion Street, Hull. . 
The following LCC medical officers have resumed their 

appointments on demobilisation : 


Dr. J. H. CARVER, Frcs, medical superintendent, St. Mary Abbots 
Hospital. 

Dr. A. G. L. READE, 
Hospital. 

Dr. H. G. WIMBUSE, deputy medical superintendent (class 1), 
Hammersmith Hospital. 


Nutrition Society : 


A whole-day conference will be held on Saturday, Nov. 17, 
beginning at 11 am, at the London School of Hygiene, Keppel 
Street, WCl, on the training, qualifications, and function of 
dietitians. The speakers will include Prof. S. J. Cowell, 
FRCP, Miss R. Pybus, Miss M. C. Broatch, Lieut.-Colonel A. N. 
Childs, Dr. C. F. Brockington, Mr. F. Le Gros Clark, Miss 
F. C. R. Brown, and Miss J. I. Mills. 


London Association of the Medical Women’s Federation 


At a meeting to be held at 8.30 pm on Tuesday, Nov. 13, 
at BMA House, Tavistock Square, WC1, Miss Kathleen 
Harding will speak on physio-psychological aspects of 
pregnancy and labour. 


Royal Society of Arts 


_ At 1.45 pm, on Tuesday, Nov. 20, at the house of the society, 

John Adam Street, Adelphi, London, WC2, Dr. George 
Macdonald, director of the Ross Institute, will read a paper 
on tropical hygiene and the overseas empire. 


Royal Sanitary Institute 


At a meeting to be held at Halifax Town Hall on Saturday, 
Nov. 17, at 10.15 am, Dr. G. C. F. Roe will speak on the 
incidence and treatment of mental defect. In the afternoon 
visits will be paid to Ovenden Hall, a home for old people, 
and to the isolation hospital at Northowran, where Dr. R. C. 
Woodcock will speak on the functions of a modern isolation 
hospital. 


.Home Guard with the rank of lieut.-colonel. 


medical superintendent, High Wood . 


Medical Society of London . 

' On Monday, Nov. 12, at 8.30 pm, at 11, Chandos Street, 
W1, Sir Philip Manson-Bahr will open a discussion on the 
tropical diseases contracted during war. 


Royal Society of Tropical Medicine and Hygiene 

A laboratory meeting of this society will be held at the Lon- 
don school of Hygiene, Keppel Street, WC1, on Thursday, 
Nov. 15, at 8 pm. ae oe 


Middlesex County Medical Society ; 

A meeting of the society will be held at the Central Middle- 
sex County Hospital, Park Royal, at 4.30 pm, on Friday, 
Nov. 16. | | N 


Rowett Research Institute, Aberdeen 


Dr. D. P. CUTHBERTSON has been appointed director of the 
institute in succession to Sir John Orr who has retired. | 


Dr. Cuthbertson is Grieve lecturer in physiological chemistry in 
the University of Glasgow. He was educated at Kilmarnock 
Academy and at Glasgow University where he graduated in science 
in 1921, and in medicine in 1926 ; obtaining his doctorates in these 
faculties in 1931 and 1937 respectively. Formerly he was bio- 
chemist in charge of the metabolic wards at the Glasgow Royal 
Infirmary and lecturer in pathological chemistry in the university. 
In 1931 Dr. Cuthbertson studied with Prof. Karl Thomas in Leipzig. 
During the war he acted as medical adviser to No. 1 Zone (Glasgow) 
Lately he has worked 
in London as a temporary member of the headquarters staff of the 
Medical Research Council, being secretary of the council’s com- 
mittees on protein requirements, hemoglobin surveys, traumatic 
shock, and blood-transfusion research. He has published work on 
protein, fat, and mineral metabolism, and the effect of diet on per- 
spiration, and was the author of an important series of papers on the 
katabolism of body protein which follows trauma and also on over- 
feeding and protein metabolism (jointly). In 1942, Dr. Cuthbert- 
son’s Arris and Gale lecture to the Royal College of Surgeons on the 
post-shock metabolic response appeared in these columns. ` 


a Appointments 


BAKER, J. K., BA CAMB., MRCS, MRCOG: temp. hon. gynæcologist, 
St. John’s Hospital, Lewisham. l soan 
BROWN, W. PATERSON, MB GLASG., DPM: psychiatrist in Oxford 

school medical service. 
LINDAHL, J. W., MCHIR CAMB., FRCS: temp. asst. oto-rhino- 
at yngologist; Queen Mary’s Hospital for the East End, London, 
Colonial eee Service.—The following appointments are an- 
nounced : . 
BELL, D. M. B.: medical superintendent and principal of the 
medical school, Mulago, Uganda ; : 
LAWSON, T. L., MB DUBL., FRCS: orthopedic surgeon, Nigeria ; 
Rassim, H. S., MRCS, DMRE: DMO, Cyprus. | 
London County Council.—The following medical appointments are 
announced. 
= Sears, W. G., MD LOND., MRCP: MS, Mile End Hospital. 
Stokes, A. B., BMOXFD, MRCP, DCH, DPM: MS, Maudsley Hospital. 
Feldman, W., MD LOND., MRCP: MS, St. Mary, Islington Hospital. 
Healy, J. W., MD NUI: DMS (class 1), Bethnal Green Hospital. 
Holmes, S. W., MB LOND., FRCS: DMS (class 11) and senior 
resident surgeon, Mile End Hospital. . 
Aston, H. C., MB BIRM., MRCP: DMS (class II) and senior resident 
physician, St. Mary Abbots Hospital. ; 
Cawthorne, T. E., FRCS, part-time consultant aural specialist, 
School Health Service. 


MS = medical superintendent. D = deputy. 


Births, Marriages, and Deaths 


BIRTHS 


RRAS Oct. 23, in London, the wife of Dr. C. M. Arango—a 

aughter. 

ELLIOTT.—On Oct. 27, the wife of Dr. J. E. Elliott, of Hambleden, 
Bucks—a daughter. 

HEPBURN.—On Oct. 26, at Edinburgh, the wife of Surgeon Lieut.- 
Commander N. Sinclair Hepburn, RN—a son. l 

KELLY.—On Oct. 29, at Bristol, the wife of Major P. J. Kelly, Ms— 
a son. 

LANGMAID.—On Nov. 1, at Sherborne, Dorset, the wife of Surgeon 
Lieut.-Commandecr Charles Langmaid, RNvR—a daughter. 
PRICE.—On Oct. 31, at Beaconsfield, the wife of Licut.-Colonel 

A. EB. Kingsley Price, RaMmMc—a daughter. 
Srock.—On Oct. 29, in London, the wife of Mr. F. E. Stock, rres-; 


a son. ` 
VARIAN.—On Oct. 31, 1945, at Totnes, Devon, the wife of Dr. 
George Varian—a daughter. 


MARRIAGES 
GRAHAM—MILLS.—On Oct. 17, at Dundee, George Alexander 
Graham, major IM8, to Janet Mills, captain RAMC. 
REID—ToOYE.—On Nov. 1, in London, Archibald Charles Reid, 
MB, Egremont, to Edith Margaret Morley Toye, MB, Bishop’s 


Stortford. 
DEATHS 
ALFORD.—On Nov. 2, at Chelmsford, Cyril Wolrige Alford, MD LOND. 
GILLESPIE.—On Oct. 30, in London, Robert Dick Gillespie, arm 
GLASG., FRCP, DPM. 
Goop.—On Oct. 31, at Oxford, Thomas Saxty Good, OBE, MA OxFD, 
MRCS, aged 75. : 
a Oct. 30, at Lustleigh, Devon, Arthur Muir, MB CAMB., 
age : 
SUERNEN a Oct. 29, at Broadstone, James Sherren, CBE, FRCS, 
age : 


` 
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TUBERCULOSIS IN CHILDHOOD * 


, ALAN MONCRIEFF, MD LOND., FROP 
PHYSICIAN, CHILDREN’S DEPT., MIDDLESEX HOSPITAL; 
PHYSICIAN -TO OUTPATIENTS, HOSPITAL FOR 
SICK CHILDREN, GREAT ORMOND STREET 


For several reasons the time is ripe for a review of 
certain aspects of the subject of tuberculosis in childhood. 
The war occasioned not only an arrest in the pre-war 
decline in tuberculosis mortality but also a serious 
increase, at least in the early years 1939-41. 
the three- to four-fold increase in deaths in children 
from pulmonary tuberculosis in London in 1941,as com- 
pared with 1938 (Daley and Benjamin 1942) is challenged 
as a statistical exaggeration, it cannot be denied that 
childhood tuberculosis has been eausing a growing 
- concern among pediatricians and public-health workers. 

The British Pediatric Association has interested itself 
in the various problems involved and has made-sug- 
gestions (Sheldon et al. 1943), which will be referred to 
later. The Prophit Survey of the Royal College of 
Physicians has brought to light in its reports on the 
tuberculin sensitivity state of nurses what may be 
termed the position at the end of childhood, and mass 

. radiography surveys of young adults and adolescents 
- are already adding to the knowledge of this same period 
of life. Moreover, the age of primary infection in tuber- 
culosis has apparently been getting later. At any rate 
primary tuberculosis among young adults has come in. 
for an increasing interest. At a recent discussion on this 
subject it was striking to hear physicians whose work is 
limited to adult medicine describe as novel experiences 
phenomena with which the pediatricians had been 
familiar for many years. | 

The main reason for the choice of this subject as the 
Varrier-Jones lecture for 1945 is, of course, the appearance 
earlier in the year of Dr. E. M. Brieger’s admirable 
survey of The Papworth Families, a book which is so 
full of well-analysed material and discriminating dis- 
cussion that it quite defeats the possibility of synopsis. 
It will be obvious to all who have read the book how much 
this lecture derives from it. l 


‘CLINICAL PICTURE 
First let me attempt to give a brief clinical account of 


childhood tuberculosis. The most striking features are 


the variability of symptoms and the paucity of physical 
signs. Wasting may certainly occur, and there is a 
particularly significant combination of recurrent bron- 
chitis and loss of weight in infancy, sometimes known as 
the ‘‘ wheezy-wasting °? syndrome which is frequently 
due to tuberculosis. But, apart from the end-result 
of blood-stream or bronchial spread, leading to a ter- 
minal acute illness, the child with a tuberculous infection 
is often, for a time, dangerously healthy in appearance. 
Cough may be absent. There is no sputum. Night 
sweats and wasting are more -common with tonsillar 
sepsis and notoriously fail to crop up in the history of a 
' child with tuberculosis. Yet the disease may be spread- 
ing rather than healing even in the healthy-looking child, 
and it is not until some local manifestation, so to speak, 
occurs that it is recognised that something is wrong. 

In the lungs, collapse, emphysema, and extensive 
infiltration of the epituberculosis type or pleural effusion 
may be the first obvious trouble. Dissemination may 
follow. - Erythema nodosum or phlyctenular eye disease 
may be the first warning. Again, it may be some 
affection of bone or joint. Even the bovine infection 
of abdominal organs or of glands in the neck is often a 
surprising development in a hitherto and otherwise 
healthy child. As regards human types of infection 
it must be strongly urged that, after contact has occurred 
and during the early phases of the development of 
primary tuberculosis, the disease processes, the signs 
and symptoms, will not be revealed by stethoscope or 
casual inquiry. Only radiology and the use of tuberculin 
will indicate the true state of affairs. 

Above all, the general healthy state of the child with 
early tuberculosis must be clearly recognised, so that 
at this stage measures may be attempted to continue 
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this state of health and not allow what may be a dis- 
astrous spread leading to a fatal termination. The later 
stages of tuberculosis in childhood are more familiar, 
unfortunately. It is the early phase that should interest 
us more. A history of contact is often the only clue 
that starts or should start the necessary chain of 
investigation. 

It has been argued that peediatricians are guilty of 
gross exaggeration in regard to the importance of tuber- 
culosis in childhood. To a children’s physician who sees 
the end-results of tuberculosis infection in a tragic form 
it seems an appalling menace. ‘To the public-health 
worker or the statistician who knows that there are 
about 10 adult deaths from pulmonary tuberculosis 
each year for every child under 15 years dying from. 
tuberculosis of all causes the problems of childhood 
infection seem relatively trivial. But if Brieger’s 
summing up of the present-day state of the so-called 
reinfection hypothesis is accepted—and his evidence 
seems irrefutable—then it must be granted that the 
adult-type lesion in pulmonary tuberculosis is “‘ a direct 
continuous but insidious growth of the initial lung 
‘lesion ” (Brieger 1944). This being so, then the larger 
menace of pulmonary tuberculosis in adults becomes 
directly related to contact infection at a much earlier 
stage of life. ; | 

It is not only the mortality in childhood that matters 
but also the morbidity.‘ Are we alive to the correct 
management of the contact child, alleged to be symptom- 
less and without physical signs of disease, so as. to 
minimise the risk of the development of adult-type 
tuberculosis in later life? ‘‘ There is already reliable 
evidence,” states Brieger, ‘‘ that in a great number of 
cases this direct or continuous growth of the initial 
lung lesion into a phthisical lung lesion is taking place in 
contacts, and there is experimental as well as radio- 
logical evidence in support of it.” What are we doing 
to see that in contacts such growth is arrested ? What 
can be done ? These questions it is hoped to answer later. 


COMPLACENCY 


There is, perhaps, some danger of complacency. The 
pre-war figures showed more or less continuous improve: 
ment. Gale (1945), going back nearly a century, showed 
that the mortality-rates from tuberculosis at all age- 
groups in childhood have been falling since 1851-60. 
In the period 1931—35-the death-rate from tuberculosis in 
infants was only about a twelfth what it was in 1861-70. 
Martin (1945), dealing with the immediate pre-war 
period 1920-38, has shown that ‘‘ the mortality from 
tuberculosis fell considerably during the 20 years, and 


the relative importance of this disease as a cause of 


death in childhood also fel.” But, lest this should 


cause too much satisfaction, Martin goes on to point 


out that in the USA, for the periods 1920-24 and 1935- 
38, the rates of mortality from this cause were, in both 
periods, below those for the corresponding groups in 
England and Wales, and the rate of decline was greater. 
In the USA the mortality decreased by two-thirds during 
the period, which was about 10% more than the rate of 


‘decline in England and Wales. | 


As has already been pointed out, the war has done | 
nothing to improve the position and probably much 
to make it worse. Varrier-Jones (1920) was fond of 


: emphasising that for 70,000 sputum-positive cases in 


adults there were fewer than 30,000 institution beds— 


- and he was writing before the domestic and nursing 


situations became acute—which left 40,000 positive 
cases ‘‘at large,” a number which by now may be 
considerably increased. The chances of infection in 
childhood are serious enough to warrant more attention 
to the problem. The infectivity of the tuberculous 
adult for children is still not sufficiently emphasised. 

It would be a serious omission if a lecture on tuber- 
culosis in childhood did not refer to the still-existing 
menace of bovine infection. A substantial proportion 
of the deaths from tuberculosis can be ascribed to infected 
milk. Compulsory pasteurisation of all milk would 
completely eliminate this menace. Many of us were 


-under the impression, certainly fostered in recent Par- 


liamentary debates, that the pasteurisation question 
had been settled, and that gradually most of the nation’s - 
milk supply would be rendered safe. But correspondence 
in the medical press (Lethem 1945) suggests that any 


U 
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complacency on the subject of milk is grossly misplaced, © 


and that bovine tuberculosis must still be faced as a 
serious cause of easily preventable mortality in childhood. 


CONTACTS 


To return to the tuberculous adult as a source of 
infection, over twenty. years ago, in an MD thesis on 
Current Problems of the Tuberculosis of Childhood (Mon- 
crieff 1926), I reviewed the contrasting aspects of the 
subject as then presented in London and in Paris, where 
I had just been working for a period with my friend and 
teacher Prof. P. F. Armand-Delille, who at that time 
was in charge of a clinic to which all tuberculous children 
in the Paris area were sent. ` 

I had been taught in London to believe that the 
tuberculous diathesis was all-important. It had been 
described as a ‘‘ cardinal fact of clinical medicine ” ; it 
was “certainly inherited ’’; the tubercle bacilli were 
ubiquitous, lurking in dust everywhere ; whether or not 
a particular person became a victim of the disease 
depended almost entirely on his inheritance of liability 
or otherwise. The French school denied all this and 
laid much more stress on direct infection. Calmette 
believed the real danger was droplet infection rather 
than dust or dried sputum. Leon Bernard pointed out 
that predisposition had no meaning; for we were all 
predisposed. Aschoff, in Germany, had just published 
his lectures, which re-emphasised the work of Ghon 
onthe primary focus. Radiological studies were showing 
the existence in the living of what Ghon had described 
in the dead. The Mantoux intracutaneous reaction was 
bringing some degree of accuracy to the cutaneous test 
df von Pirquet. Armand-Delille was actively concerned 
with the prevention of infection, and, as medica] director 
of the Œuvre Grancher, was demonstrating the advan- 
tage of separating the healthy contacts from tuberculous 
households, in which he had shown 60% of the children 
became infected and 40% died of the disease. The 
main factors in the causation of tuberculosis in childhood 
were listed as (1) duration of contact; (2) degree of 
contact ; (3) age of contamination ; and (4) length of 
survival after separation. 7 

The contrast between the English and French schools 
of thought at that period was striking ; moreover the 
French orientation gave rise to a clear policy of action. 
The English view was a complacent regret for the evils 
of inheritance. I should like to feel that in the succeeding 


years such complacency had passed, but I fear it still - 


lingers. Save for one or two enlightened local authori- 
ties, the work of the Œuvre Grancher in the separation 
and boarding out of healthy contacts has been little 
imitated. When the British Pediatric Association dis- 
cussed its proposals with certain tuberculosis officers, 
it quoted the following example (Sheldon et al. 1943) 
to show the importance of even brief contact : 


_ Two young children, evacuated to the country, spent 
one night in a house with a phthisical aunt who went next 

_ day to a sanatorium. Both children became infected and 
one died of miliary tuberculosis. 


One tuberculosis authority present remarked that if 
such a case was being argued on a legal basis it would be 
laughed out of Court, and this well illustrated a depressing 
point of view still all too prevalent. 


The dangers of infection are just beginning to be. 
In 1944 welfare authorities 


realised at headquarters. 
were circularised to suggest that nurses employed at 
residential and war-time nurseries, together with future 
. candidates, should be examined and “‘ any nurse suffering 
from active tuberculosis in an infective state should 
be excluded from nursery work.” Certain authorities 
have also recently become concerned about the possi- 
bility of school-teachers infecting their pupils (Lancet 
1944). (In Norway for the past 10 years all teachers 
have had to undergo compulsory yearly exarnination 
to confirm their freedom from tuberculosis.) 
difficult to refrain from remarking that such concern is 
somewhat belated, and that it is a good many years since 
Koch discovered the tubercle bacillus. 

Nor is the follow-up of child contacts everywhere 
carried out in a spirit of urgency. . There are some 
authorities who are doing excellent work, but there are 
` still others where contact tracing consists almost entirely 
of sending a tuberculosis nurse to inquire if the chileren 
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are well, and little else is done. It is not yet sufficiently 
realised that modern weapons—the tuberculin tests 
and radiography—make it possible to diagnose tuber- 
culous infection with great precision and to assess what 
ought to be done for child contacts. There is a strohg 
case for supporting the suggestions of the British 
Peediatric Association that special diagnostic clinics 
should be set up under the direction of pediatricians 
associated with the local tuberculosis officers for the full 
examination of all children who have been exposed to 
infection from pulmonary tuberculosis of the adult 
type (Sheldon et al. 1943). 

A child recently under my care well illustrates the 
problems involved. 


A girl, aged 14 months, was admitted to hospital on May 1, 
1945, with a vague story of loss of weight, lack of appetite, 
great irritability and some loose stools, on and off for 3—4 
months. There had been a cough during the preceding 
fortnight. She weighed 161b. 11 oz., having been 18 lb. 6 oz. 
in December, 1944. Her extreme irritability suggested 
‘“ pink ” disease, despite the absence of rash. There were no 
abnormal physical signs in the chest and no other definite 
findings on clinical examination. Her Mantoux tuberculin 
reaction (to 1 in 1000 solutions) was negative to bovine 
tuberculin, but to human tuberculin there was a slight swelling 
about 4 inch in diameter. Radiography of the chest showed 
what were described as ‘“‘ bronchopneumonic changes ”?” with 
an area of collapse at the right costophrenic angle. She ran 
occasional bouts of slight fever and remained for some weeks 
irritable and difficult to feed. Stomach washings were 
examined for the tubercle bacillus and although none were 
seen a culture set up early in May showed a positive result 
by the end of the month. By now also her tuberculin 
reaction (1 in 1000) to human tuberculin was definitely 
positive. 

During June she improved greatly, her radiological appear- 
ances slightly cleared, leaving a definite shadow in the right 
mid-zone. She began to eat well and gain weight. Except 
for one period in May, when she coughed loudly for several 
days and nights, there has been little to attract attention 
to her respiratory system. There is no doubt, however, that 
she has been undergoing her primary infection under observa- 
tion. Her family history is of great interest. She is an only 
child of alleged healthy parents. An aunt had died of 
pulmonary tuberculosis, but there had been no contact. 
Her mother had suffered from tuberculous glands in neck 
as a child but was said to be healthy. Her father had never 
been ill. As a result of the findings in the child the local 
tuberculosis officer in the area in which the parents lived 
arranged for X-ray examination of them both. The mother’s 
chest film was clear. The father’s showed a lesion at the 
left apex, and sanatorium treatment is being arranged for him. 


A great deal of work has been necessary to diagnose 
this child’s illness and to establish the sourée of infection. 
Radiography, tuberculin testing, stomach washouts, and 
laboratory culture have all been necessary. At her age, 
without accurate diagnosis, she might well have remained 
in contact with the tuberculous father, and in such a 
case a fatal ending was more than likely. Are we 
satisfied that this type of intensive investigation is 
everywhere being carried out ? 


SUGGESTED PROCEDURE 


At this stage it may well be asked if primary tuber- 
culosis in childhood really matters? Do not hundreds of 
children go through a.primary infection without definite 
symptoms and with a complete recovery ? Brahdy 
(1940) has written that healing cannot be hastened by 
any form of therapy, and that it is not retarded even 
under unhygienic conditions. This point of view is, 
unfortunately, widely held, but it surely does not follow 
that if primary infection is detected in a child nothing 
is to be done about it. Surely intimate contact, if 
discovered, must be broken ; and if there are not nearly 
enough sanatorium beds to cope with all adult sputum- 
positive cases this generally means removal of the child 
to safe surroundings. It is also surely necessary to see 
that adequate supervision, good food, fresh air, and rest 
are available, especially during and after such infections 
as measles and whooping-cough. Wallgren’s (1941) 
figures on mortality from primary infection in childhood 
and youth are a warning against regarding this type of 
disease as of little significance ; 37% under 1 yr; 16% 
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between 1 and 3 yr; 4% between 3 and 7 yr; and 1% 
between 7 and 16 yr (round figures given). 
If primary tuberculosis is diagnosed in a growing child, 


the correct procedure would surely be a preliminary: 


period in an institution for children only. Since the 
infectivity of these primary lesions is nil or very slight, 
there seems no objection to admission of such children 
to a general children’s ‘hospital or well-supervised con- 
valescent home. Certainly an adult sanatorium is most 
unsuitable. This gives an opportunity for efforts to be 
made to trace the source of infection and possibly break 
the contact by securing a bed for the adult patient. 
Then the child can return home, if this is suitable, and 
continue under careful supervision. Some special 
form of notification must be devised for the child who 
has a positive tuberculin reaction but is symptomless and 
has no definite radiological evidence of a lesion, although 
family history makes contact a certainty. The intro- 
duction of a provisional register, as suggested by the 
. British Peediatric Association, is already being seriously 
considered by the appropriate authorities. The Joint 
Tuberculosis Council at a meeting in July suggested that 
notification should be a two-stage procedure, the first 
step being one of intimation (see Lancet, 1945, ii, 323). 
But parents may object to the removal of a child, 
even from a tuberculous household ; the adult patient 
. may be sputum-positive but in equilibrium with the 
disease and able to work; beds for adult patients as well 
as for child patients will be short for some time to come. 
Therefore it must often arise that a child remains in a 
tuberculous household. 
And so we come to Papworth. 


RESULTS AT PAPWORTH 


Today we talk of social medicine, and, looking back 
30 years, we can see that great pioneer in social medicine, 
whose work we are commemorating, doing those things 
by instinct which today are becoming organised and 
coat Ars as the most obvious procedures for the correct 
rehabilitation of the sick and injured. The Papworth 
Village Settlement was and is a living embodiment of 


social medicine, a happy blend of therapeutics and 


economics. But from afar the armchair critic had 
always one serious criticism to offer. What about the 
children ? What about the fatal ‘‘ mass ” dose? 
From time to time it was hinted that it did not occur 
at Papworth. Back in 1929 Varrier-Jones asserted, ‘‘ So 
far it has been avoided at Papworth.” But the sceptics 
wanted the facts. A children’s clinic had been estab- 
lished ag far back as 1921 under the able direction of 
Dr. L. B. Stott. Records were carefully kept, largely 
by the children themselves. Their analysis has been 


entrusted to an independent scientist, and, like so many © 


of Sir Pendrill’s decisions, this one was most wisely 
made. Dr. Brieger, had formerly been the medical 
director of the Breslau Municipal Hospital and Tuber- 
‘culosis Colony. He was familiar with the principles 
employed at Papworth. He had a wide knowledge of the 
international. literature, and his book shows clearly not 
only that he has read deeply in the subject but also that 
he kasv: how to assess the value and the correct posi- 
tioning of the evidence of the past and the results of the 
present study. Sir Arthur MacNalty has summarised 
the findings in his preface to The Papworth Families, 
and the following is based on this and on the table on 
p. 110 of Brieger’s book.. 

Of 368 children who have lived in the village, 260 were 
-born elsewhere and subsequently came to reside'in the 
settlement, and 108 were born in the village. The former 
group comprises children of healthy staff, of sputum- 
negative and surgical cases, and of sputum-positive cases. 
If these three subgroups are compared with the village- 
born children, it is found that the percentages of those 
without any clinical or radiological evidence of 
tuberculous disease are as follows: healthy staff 41; 
sputum-negative ‘“‘ immigrants ” 33; sputum-positive 
“immigrants ” 25; and village-born 51. These are very 
‘remarkable figures; and, although the total numbers 
are small, it should be noted that the children born in the 
village show an even better record than the healthy 
staff. Calcified foci were found according to a roughly 
similar but inverse gradation. Childhood tuberculosis 
was present in 1 child of the sputum-negative immigrants 
and 4 of the sputum-positive immigrants. 


Even in the latter group the findings are not unfavour- 
able for children exposed to massive infection from 
parents in the home before admission to the settlement. 
But it is the village-born children that are most satis- 
factory. None of them (and many have now come of 
age) has, while a member of the community, contracted 
tuberculosis of the lungs, glands, bones, ‘or joints, or 
any other clinical form of the disease. There has been 
no case of tuberculous meningitis. In 1940 it was pos- 
sible to state that among those who had left the village 
to seek education or employment elsewhere all have 
remained free from the disease. It is, of course, necessary 
to point out that a considerable number of the children 
have been infected, as shown by calcified foci (37%) 
and evidence of residue of primary infection and transient 
perifocal reaction. They have still to face the stage of 
adolescence, well-re¢ognised as a danger period, and it is 
not possible to predict with certainty what will happen 
to them in adult life. Nevertheless the results are a 
thoroughly satisfactory answer to the critics who pre- 
dicted that a village settlement was bound to prove | 
a danger spot for children. 

The next obvious question is how this has been - 
achieved. ‘‘ The expedient of all the methods of tuber- 
culosis control is the adjustment of. environment,” 
writes Brieger. We come back again to a consideration 
of the “ soil,” but with this difference : no longer are we 
content to accept an inherited predisposition as the main 
implication of attention directed to ‘the individual 
exposed to infection. The more practical point of view | 
is clearly brought out by the Papworth results—the 
establishment and maintenance of the optimal conditions 
in the tuberculous household. There must be an 
adequate food supply with clear instructions on dietetic 
values and intelligent use of purchasing power. There 
must be an adequate income to secure such purchasing 
power, and the income must be maintained by assured 
employment, with the consequent absence of anxiety 
from economic causes. Arrangements must be made for 
adequate maintenance of income during periods of break- 
down, a scheme of social security or Beveridge in minia- 
ture. ree housing conditions are equally essential, 
so that medical advice regarding ventilation and isolation 
of infected persons in bedrooms or verandahs can be 
followed. Finally, public opinion must be organised 
to make it possible for the sputum-pdsitive patient to 
follow detailed hygienic advice. 

The Papworth experiment has clearly demonstrated 
what can be achieved by controlling the environment. 
It proves conclusively that it is unnecessary for child- 
hood tuberculosis to occur even where the danger of 
massive infection is potentially present. It shows that 
this can be achieved without breaking up the an 
and, so far as the children have been followed, the 
results have a more lasting value than even the most 
optimistic of Papworth’s supporters had dared to hope. 
Although every tuberculous family cannot hope for the 
ideal environment -of a village settlement, much more 
could be done by local authorities to attempt to imitate 
the conditions achieved at ‘Papworth. But this will 
mean a clearer outlook'on the significance of tuber-, 
culous infection in childhood, and in this respect it is 
proposed to refer once again to the conclusions of the 
report of the British Pediatric Association. 


REVISION OF TUBERCULOSIS SCHEME 


The whole machinery of the tuberculosis service where 
it concerns children, especially child contacts, needs 
revision. Diagnostic clinics are required where tuber- 
culin testing and radiography can help to decide whether 
infection has occurred or not, and, if so, the extent of the 
damage. Because of the special problems involved in 
the X-ray examination of children it would be best if. 
such clinics were set up at children’s hospitals or hospitals. 
with children’s departments, so that the services of 
physicians, nurses, and radiographers used to dealing 
with children can be available. Many suspect cases 
will require more detailed investigation as inpatients, and 
here again the children’s hospitals have a part to play. 
The London County Council makes use of the beds at the 
Hospital for Sick Children, Great Ormond Street, for 
this very purpose. Close coöperation with tuberculosis 
officers is vital to the scheme, but there are grounds for 
thinking that many such medical officers and many 
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- general practitioners are not yet aware of the modern 
outlook on tuberculosis in childhood, and there is still 
too much of the complacent attitude referred to pre- 
viously. For example, every case of erythema nodosum 
and of phlyctenular eye disease in childhood should be 
investigated to-discover whether or not it is of tuber- 
. eulous origin. It has been my -experience, and that 
of many other children’s physicians, that again and 
again such a case leads back to an unsuspected adult 
source of infection. 

The disposal of children coming under observation as 
contacts or suspects is not satisfactory under existing 
arrangements. Healthy contacts may, the Papworth 
results suggest, be left at home under careful supervision, 
provided that the environment is satisfactorily altered 
and controlled. But if housing and other conditions 
make this impossible and the contact ‘cannot be broken, 
then a greater_use of boarding-out facilities, like the 
Grancher scheme, should be made. With children 
shown to have become infected, whose radiograms show 
evidence of a lung lesion, what is to be done ? Experi- 
enced physicians are agreed that to send them to an 
ordinary sanatorium is wrong. They need separate 
institutions, free from the risk of superadded infection 
and where educational facilities for long-stay children 
are available. They need supervision by physicians 
trained in dealing with children and nursing care by 
children’s trained nurses. There are far too few special 
institutions of this kind. The London County Council 
has done valuable work at places such as Highwood 
Hospital, and the special children’s unit at Harefield 
County Hospital under the Middlesex County Council 
is another excellent example. I am very pleased to 
learn that the Papworth authorities have decided to 
build a children’s hospital for this purpose. But for 
many children with primary tuberculosis where home 
conditions are unsatisfactory a well-run convalescent 
home would answer the purpose well, or greater use could 
be made of EMS units situated in country surroundings. 


NOTIFICATION 


Here we come up against the problem of notification. 
If a child is notified as suffering from tuberculosis, the 
machinery put into action leads in most instances to a 
sanatorium as the only available means of dealing with 
the problem. If children’s physicians, knowing this, 
fail to notify they cannot take advantage of the other 
parts of the machinery; the adult sufferer cannot be 
traced and so forth.. Moreover if such cases are smuggled 
into convalescent homes under the label of debility, there 
are problems of conscience as well as the more obvious one 
of what happens if the child does not make good progress. 
The position has been reached, in the words of the British 
'Peediatric Association, ‘‘ where the very fact of notifica- 
tion makes it often extremely difficult for either the 
doctor concerned, or the tuberculosis officer, to arrange 
suitable treatment.” As has already been said, this 
matter is under discussion, and it is an urgent preliminary 
to a change. in the whole outlook and management of 
tuberculosis in childhood. 


CONCLUSION 


To summarise the present position, the first essential 
is an increased recognition of the dangers to children 
of droplet infection from tuberculous adults. Second, 
an improved machinery within the tuberculosis service 
is needed for accurate diagnosis. Next must come an 
effort to realise Papworth conditions in all tuberculous 
households and, until that happy state is reached, 
improved institutional facilities for the child sufferers 
from the disease and a greater use of boarding-out 
methods for healthy contacts. It is not an impossible 
programme even at the present day. Its fulfilment 


would go a long way to stamping out an essentially 


preventable disease. 
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PRIMARY TUBERCULOSIS IN CHILDREN 
CAUSING LONG ILLNESS | 
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THe greatest danger to a child from first infection 
with Koch’s bacillus lies within the early months. 
According to Ustvedt (1942), tuberculous meningitis 
usually develops within three months of infection, and 
most pleurisies within six months, but only 50% of cases 
with bone and joint disease develop within the first 
year. This last fact, welt known to orthopedic surgeons, 
indicates that the infection may linger long in the sites 
of the primary complex. This is borne out too by the 
finding of positive stomach-washings late in the disease— 
20% after one year in infants according to Miller and 
Wallgren (1939)—and by the work of Sweany and his 
colleagues (1943) on the persistence of live bacilli in 
calcified nodes. This article is written to emphasise 
the occurrence of long illness in a proportion of children 
who become infected with tuberculosis, an illness which 
without doubt requires careful observation and treat- 
ment on sanatorium lines. Miliary disease will not, 
however, be discussed here, thowgh in its ‘* chronic ” 
form it is often a long illness. 
The commoner course for primary tuberculosis of the 
chest in a child is briefly as follows. After the incubation 
period, the illness may be ushered in by a short fever, 
possibly with transient symptoms—e.g., cough, loss of 
weight, and erythema nodosum. Radiography . shows 
ehlarged hilar glands, often more visible on the lateral 
radiogram, and sometimes a primary focus. Atelectasis 
of a sector or lobe, or a pleural effusion, may be found 
soon after the onset but usually does not inftuence 
adversely the benign course. Other complications are 
rare, and progress is uninterrupted; hence the child 
will probably be considered fit to leave hospital in 6 
or 9 months, by which time the glands are smaller and 
harder, as seen in a radiogram, and there are no clinical 
signs of activity. Calcification may have begun to 
show itself but often does riot do so, and in any case 
the time of its onset varies greatly from 6 to 24'months. 
Most often, then, the child with primary tuberculosis 
of the chest presents a benign picture and to the visitor’s 
glance appears absolutely well. Those who are not 
actually so make up many of the 36% of cases which 
remain in hospital for a year or more. Leaving out the 
comparatively few who do so because their parents 
cannot have them home, or because they have to wait 
for vacancies in a special school, these long-stay cases 
can be grouped thus: F 
(a) Persistence of a complication—e.g., atelectasis, pleural 
effusion, or ‘“‘chronic’’ miliary disease—present on 
admission or arising shortly: afterwards. 

(b) Non-resolution of a massive primary complex or large 
glands—i.e., in most. infants. eG 

(c) Development of a fresh complication some time after 
admission, or other late sign of activity. 


Probably all such cases are examples of slow healing, 
but those with the greatest and most potentially danger- 
ous activity will show signs which constitute a definite 
illness. They will have more than one of the following 
characteristics. i =f l 

General condition.—The child remains thin and pale 
and does not gain weight. He is often difficult with 
regard to food and shows no sign of responding to sana- 
torium treatment. : 

Temperature and pulse.—There is a low intermittent 
or continuous pyrexia, possibly only just above 99° F 
but often shooting up to over 100° F for no apparent 
reason. The pulse also may be abnormally rapid. 

Erythrocyte sedimentation-rale (ESR)—This may 
remain above normal for a long period, though the very 
high reading found on admission is seldom maintained. 

Secondary infections.—There is a greater tendency to 
catarrhal infection of upper and lower respiratory tract. 
An exanthem often exacerbates the condition. 

Radiograms.—Activity seems to persist for longer 


: when not only the hilar but also the paratracheal and 


possibly the bifurcation glands are involved. They are 
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usually large, though apparently encapsulated. There 
is little change or even an increase in size over a long 
period, and calcification is much delayed ; but reduction 
in size and even calcification may accompany continued 
pyrexia and a raised ESR. The primary focus, if 
visible, is often large or shows a well-marked non- 
specific reaction round it; it also heals slowly. 

.Complications.—These may be atelectasis, pleural 
effusion, or hematogenous spread of tuberculosis months 
after the onset. i 

Gastric lavage.—In a small proportion of cases gastric 
lavage gives a positive result at a late stage, occasionally 
even when calcification has already been observed. 


CASE-RECORDS 


In each of the following examples of such cases the 
age given is that on admission to hospital. The tuber- 
culin test was positive in all cases.. Tests for other 
possible causes of pyrexia and poor general condition 
always gave negative results. , 

Cases 1—6 indicate the clinical picture. 


Case 1.—Age 5 yr. Admitted to hospital on April 5, 
1944, and still in. Contact with actively tuberculous grand- 
father. Large right hilar glands and massive primary focus 
lying behind them. Both enlarged further after admission 
and later became smaller. 
Irregular pyrexia (99°-A00° F) throughout, and increase in 
weight only 6 lb. up to June, 1945. ESR fell slowly. 

Case 2.—Age 8 yr. Admitted to hospital on June 20, 
1944, and still in. Maternal grandfather died of pulmonary 
tuberculosis. Right pleural effusion-in December, 1943. 
Bilateral enlarged hilar glands on admission, with partial 
atelectasis of right upper lobe. Weight stationary through- 
out and temperature occasionally irregular until February, 
1945, since when it has been often raised to 99-6°-100° F. 
ESR still 18. Radiogram, in April, 1945, showed complete 
collapse of right upper lobe. 

CasE 3.—Age 1 yr 9 months. Admitted to hospital on 
Dec. 15, 1942, and stillin. Contact with tuberculous mother. 
In December, 1942, had massive hilar and paratracheal glands 
on right side ; these gradually diminished in size and showed 
calcification in March, 1945, but course has been marked by 
small costa] and recently an interlobar effusion. General 
condition has remained poor throughout, with continually 
high ESR and intermittent pyrexia. 

CASE 4.—Age 6} yr. 
1944, and discharged in June, 1945. Father died of pulmonary 
tuberculosis. Reported to have tuberculous abdominal 
glands in July, 1942. On admission had enlarged hilar and 
paratracheal glands with definite calcification. Abdomen 
normal, .Intermittent pyrexia (99-4°-101° F), poor general 
condition, but except on one occasion normal ESR throughout. 
Latest radiogram, in December, 1944, shows diminished 
glands, but the deposited calcium also seems to be undergoing 
absorption. 

Case 5.—Age 9 months. Admitted on Sept. 7, 1943, 
and discharged in August, 1945. Father has tuberculosis. 
Cough m April, 1943. On admission radiogram showed 
enlarged right hilar glands and apparent effusion in septum 
minor. Six months later, effusion cleared to show large 
primary focus, and paratracheal and hilar glands on both 
sides enlarged further. Considerable calcification’ appeared 
in December, 1944, but meanwhile, in July, 1944, a radio- 
gram had shown ‘fine mottling, suggesting a transient 
‘“‘gpill-over”’; all this cleared. General condition poor 
throughout, and patient very susceptible to other infections, 
especially of skin, throat, and ear. Developed tuberculous 
cervical glands and perianal abscess in 1944. 

CasE 6.—Age l yr. Admitted on Nov. 9, 1943, and died 
on Dec. 28, 1944. Contact with tuberculous aunt. Not well 
since bronchitis at age of 4 months. First radiogram showed 
enlarged hilar and paratracheal glands and a small costal 
effusion obscuring primary focus in right lower lobe. General 
condition poor throughout, and there was an intermittent 
irregular pyrexia. Developed tuberculous cervical glands 
in April, 1944, and radiogram in December showed miliary 
foci. Death from meningitis. 


Out of 100 children in hospital for over a year, the 
following are brief examples of late complications, suggest- 
ing persistence of infection in mediastinal or lung foci. 


Case 7.—Age 3 yr. Developed atelectasis 6 months, and 
phiycten 10 months, after admission, and dactylitis and active 
cervical glands still later. 
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Last 8.—Age 2 yr. Admitted with massive calcified 
primary focus. Calcium absorbed 18 months later, at ,which 
time glands at contralateral hilum enlarged. 

Case 9.—Age 5 yr. Fresh “flare ” (? partial atelectasis) 
appeared 24 years after admission. l 

CasE 10.—Age 10 yr. Admitted with large glands and costal 
effusion. Effusion on contralateral side 5 months later. 

Case 11.—Age 3 yr. Small interlobar effusion 21 months 
after admission. | , 

Case 12.—Age 13 yr. Cervical glands became active more 
than a year after admission. 7 

Case 13.—Age 4 yr. Dactylitis 6 months after admission. 

Case 14.—Age 14 yr. Pleural effusion 18 months after 
admission. 


These, from a number of such cases, show that per- 
sistent activity is not confined to any one age-group, 
though it is most likely to occur in the younger children. 

DISCUSSION 

Though healing of a primary infection is probably 
rapid in most children, in some cases the opposite holds. 
In fact, in the infant this slow progression to calcification 
is the rule and is accompanied by serious danger; but 
whereas this is generally realised it is not so commonly . 
known that in the school age also, and possibly in the 


‘adolescent, the process remains active for a long period 


in some cases. From the point of view of treatment it 
is important that these facts should be recognised. 
Sanatorium care does not perceptibly influence the course, 
but, by giving the best possible conditions for healing, 
it probably prevents the most serious complications, 
except meningitis; and acute miliary disease, which 
more often ensue before treatment can be started. 
These and the more scientific observations of others 
lead me to believe that living tubercle bacilli may persist 
for a considerable time in the glands, and probably the 
foci, both primary and hxmatogenous—e.g., the Simon 
focus—resulting from a first infection. 

The presence of radiologically visible calcification, 
though perhaps a convenient indication for releasing 
a child from observation and treatment, does not mean 
either that the caseous gland is completely healed or 
that there are no active bacilli in the body. 

We know as yet little about.changes in the tuberculin 
test which accompany absolute healing. Retesting 
of children on their discharge from hospital in a series — 
of cases has shown that sensitivity is either approxim- 
ately the same or increased, but these effects could 
possibly be explained by small variations in the strength 
of the tuberculin. 

Persistent activity may theoretically be due to several 
causes: (1) local or blood-stream spread from an 
apparently healed lung focus ; (2) hematogenous spread 
from, or persistence of activity in, mediastinal glands ; 
(3) slow progression of infection through the chain 
of mediastinal glands; and (4) initial massive size of 
the primary complex, which for that reason is only 
slowly healed. This last, which happens oftén in young 
children, might conceivably be due to an excessively 
large dose of the infecting organism, though some 
authorities doubt if size or dose is important. But a 


_ history of close contact such as would favour a massive 


dose is not by any means invariable in cases which 
show prolonged activity, nor do such patients always 
have very large foci or glands. The emphasis in this 
article is on the clinical picture as a whole, not forgetting, 
however, that some cases develop a late complication, 
though progress to healing may appear to be taking 


‘place satisfactorily. 


Other causes being absent, continued pyrexia and 
raised ESR probably indicate toxæmia (or, conceivably, 
transient bouts of bacterzemia), because young children | 
may be very poikilothermal. Very occasionally both 
these signs improve when rest is terminated and the 
patient allowed up; but this is exceptional, and to 
depend on it is dangerous. With regard to persistence 
of poor general condition and, especially, failure to 
gain weight, could these be common sequele of the mere 
incident of primary infection ? The answer lies in the fact 
that most children over 5 years of age and some younger 
ones seem to improve from the moment of entering 
hospital or even of undergoing a modified life at home. 
Only those in the group under discussion, excluding 
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those with chronic miliary or adult-type disease from the 
start, tend to remain underweight. 
SUMMARY 

Emphasis is laid on the fact that’ primary tuber- 
culosis of the chest in children may be a persistent 
illness, accompanied by a failure of general condition 
to improve, continued low pyrexia and raised ESR, and 
the occurrence of further complications in and outside 
the chest. Cases are quoted which bear this out. 

Acknowledgement is made to Dr. A. G. L. Reade, medical 
superintendent, High Wood Hospital, for kindly supplying 
reports on certain of the cases mentioned, covering. the period 
after I left that hospital in June, 1945. 
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PRE-ICTERIC STAGE OF INFECTIVE 
HEPATITIS 
VALUE OF BIOCHEMICAL FINDINGS IN DIAGNOSIS * 
M. R. POLLOCK, M B CAMB. 


THERE have so far been few reports of systematic 
biochemical investigation of infective hepatitis before the 
onset of jaundice, though dark urine and bilirubinuria 
(Cameron 1943, Gordon 1943), often found several days 
before visible icterus, have been recorded on many 
occasions, and excess of urinary urobilin and urobilinogen 
is also mentioned (Cameron 1943, Hallgren 1942) as being 
found before the jaundice. | Hallgren (1943) claims to 
have demonstrated the presence of liver damage early in 
the incubation period up to three weeks before jaundice ; 
his evidence is based on high values of serum-bilirubin, 
but no method for its estimation is described, and the 
data are not altogether convincing. Chemical tests can 
hardly be expected to give results specific for any single 
disease but at best may indicate dysfunction of some 
particular organ and in this way help diagnosis. The 
results here reported show that the liver is damaged early 
in the course of infective hepatitis, usually several days 
before the onset of jaundice. Therefore suitable Tiver- 
function tests may be used with some success in the early 
diagnosis of the disease. | 

The term ‘‘ pre-icteric ” has been taken to apply to the 
stage of the disease between the onset of symptoms and 
first appearance of jaundice, either in skin or sclerotics. 


MATERIAL 


Pre-icteric cases were mainly derived from small 
civilian epidemics in families and institutions in Hast 
Anglia and from Army units in the Central Mediterranean 
Force. Only 3 were admitted to hospital. More than 
half the total were from an epidemic in a home for mental 
defectives,- where the incidence in some wards was very 
high but the symptomatology, and therefore the true 
date of onset, were somewhat unreliable. In addition, 
97 patients were investigated who never became jaundiced 
but who had suspicious symptoms and usually a history 
of contact with a known case ; 60 of these were seen at a 
field ambulance in Italy during a severe epidemic of 


infective hepatitis. As controls, 25 normal persons were. 


investigated and 38 cases of ‘‘ non-hepatic diseases ” 
where a diagnosis of infective hepatitis was not contem- 
plated nor liver dysfunction suspected ; this latter group 
included measles (5), gastro-enteritis (5), mepacrine 
intoxication (4), hemolytic anzmia (8), tonsillitis (3), 
miscellaneous (18). Finally, some cases of malaria, 
infectious mononucleosis, and pneumonia, where liver 
damage was considered possible, have been included for 
comparison. : 

METHODS 

` Serum-bilirubin.—The method used (Malloy and Evelyn 
1937), which avoids precipitation of serum proteins, gave 
values from 20% to 100% higher than the more commonly 
used method of Thannhauser and Andersen (1921), the largest 
proportional discrepancy arising with relatively low concen- 
trations of bilirubin (1-4 mg. per 100 c.cm.). A photoelectric 
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colorimeter of the Evelyn type with a green filter (maximal 
transmission at 535 my) was used, standardised with pure 
bilirubin. Ss: 

Normal standards.—A mean value of 0°47 (SD + 0-27) mg. 
per 100 c.cm. was found in a series of 38 normal persons. 
There was a wide individual] variation, as suggested by the 
large standard deviation, and a figure of 1:3 mg. per 100 c.cm. 
(mean + 3 x SD) was taken as the upper limit of normal. 


. Some normal persons may have values three or four times that 


of the mean, and in this series three healthy persons were found 
with a serum-bilirubin of more than 1°5 mg. per 100 c.cm. 
Normal fluctuations in serum-bilirubin concentrations of six 
healthy students aged 20-21 years, over a period of 4—6 weeks, 
are shown in fig. 1. Estimations were done thrice weekly 
between 10 am and 12 noon. All gave normal responses to 
bromsulphalein-excretion tests, and there was no clinical. 
evidence of liver disease. It can be seen that each person 
showed fairly wide and apparently random fluctuations up to 
50% above and below his mean. . - 

Direct van den Bergh reaction.—A modification of the method 
described by Malloy and Evelyn (1937) was used. A rough 
measure of the initial speed of the reaction between the diazo 
reagent and the serum has been obtained by expressing the 
intensity of colour developed in 1 min. as a percentage of the 


- total'colour developing after the addition of alcohol. So little 
_ is known about the chemistry of this reaction that the test still 


remains almost completely empirical ; but, in. the form used 
here, it appears to have some significance in the study of liver 
damage in the absence of mechanical obstruction, and a 
similar technique has been used by Cantarow, Wirts, and | 
Hollander (1940), With (1943). and Lepehne (1942). Although 
estimation of the 1-min. van den Bergh percentage is very 
inaccurate in a serum with total bilirubin of 0-4 mg. per 100 
c.cm. or less, abnormally high percentages may be found in 
hepatitis sera while the total bilirubin is still within normal 
limits. On'the other hand, normal percentages are found in 
sera from healthy persons with unusually high bilirubin 
concentration. ; 

Normal standards.—In sera from 17 normal persons the van 
den Bergh percentage was never found to exceed 10. The 
upper limit of normal has been taken as 15. 

Urine urobilin.—An approximate estimation of the com- 
bined concentration of urobilin and urobilinogen in an 
early-morning specimen of urine was made by judging the 
intensity of the specific urobilin absorption-band, as seen 
through an ordinary hand spectroscope, after oxidation 
of the urobilinogen to urobilin with a drop of weak iodine 
solution and acidification with 10% acetic acid. 

Normal standards.— 
The intensity of the 
absorption-band was 
originally calibrated by 
comparison with the 
Schlesinger test, both 
tests being used in 
parallel, A specimen 
of urine was not con- 
sidered to contain a 
pathologically increased 


concentration of urobilin tO 
unless it gave a positive 
Schlesinger reaction at g 05 
a dilution of at least 1 ¢ ọ 
in 5. Urobilin excretion 9 
is exceedingly variable, Q 

and 2 out of 30 healthy ẹ 05 
persons. were found, by S \ 
this method, to give > o 
“abnormally ” high 

results. 05 


Urine bilirubin.—The 
test used was that 
described by Hunter 
(1930). The bilirubin 
in 8 ml. of urine was 
concentrated and separ- 
ated from other urinary 
pigments by adsorption 


on to the barium- °° 

sulphate precipitate 0 

formed by addition of O 10 20 30 40 
2 ml. of 10% barium- DAYS 

chloride solution. This Fig. i—Fluctuations in serum-bilirubin 


precipitate was washed, of six normal persons. 


` 
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: 


and the bilirubin 
eluted with alcohol 
and detected by the 

ordinary diazo reac- 

tion. The red colour 

developing is, for most 

practical purposes, 

specific for bilirubin 

(Hunter 1925); but, 
_ if it is weakly positive, 
a blank test. (using 
acid without the diazo 
reagent) is essentiai, 
and it is important to 
confirm that the red 
. pigment is azobilirubin 
by adding a drop of 
concentrated hydro- 
chloric acid, when the 
colour changes from 
S red to blue. Sometimes 
xa more satisfactory 
colour definition can 
be obtained ‘by chloro- 
form extraction. 
Spontaneous oxidation 
of bilirubin can be 
considerably dimin- 
ished by pouring the 
freshly passed early- 
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urine directly into a 
blackened bottle 
already containing 
the barium-chloride 
solution ; if this is not 
done, small quantities 
of bilirubin may disap- 
pear in a few hours. 
The test is roughly 
twenty times as sensi- 
tive as the iodine test, 
and it is possible to 
detect bilirubin in 
urine at a concentra- 
tion of 0-05 mg. per 100 
cem. Results.are recorded semiquantitatively as 0, trace, 
trace -+ (0-05 mg.%), +.( 0-1 mg.%), ++, &c. 

-Normal standards.—Although Naumann (1936) claims that 
normal urine contains about 0-3 mg. bilirubin per 100 c.cm., 
we have in no case found even a suspicious trace, using 
Hunter’stest, in repeated early-morning specimens from twenty 
healthy persons. Faint traces have, however, been detected 
occasionally in patients with no known liver damage ; hence 
we have only considered a result of ‘‘trace + ° or above 
as definitely abnormal. 

Bromsulphalein-excretion test.—The technique of the test 
was similar to that recommended by its originator, Rosenthal 
(1924), except that the dose and standards for comparison 
were 2} times as strong (as recommended by Soffer 1935, 
Mateer, -Baltz, Marion, and MacMillan 1943, and Helm and 
Machella 1942). The dye was made up in a 5% solution in 
distilled water, sterilised .in an autoclave, and injected slowly 
into a vein in the antecubital fossa. Venous thrombosis 
occasionally followed the injection. The dose used was 5 mg. 
per kg. of body-weight, and blood for analysis was collected 
from the opposite arm exactly 30 min. after the end of the 
injection. | 

Experimenting on rabbits, Rosenthal and White (1925a 
and b) have shown that the dye is rapidly removed from the 
blood-stream and excreted by the liver into the bile, only 
traces being removed by the kidney or absorbed in the tissues. 
However, Klein and Levinson (1933) and Mills and Dragstedt 
(1936) demonstrated bromsulphalein retention in healthy dogs 
after blockage of the reticulo-endothelial system ; hence it 
remains doubtful if the removal of the dye from the blood- 
stream is exclusively a function of the liver. The test, 
although widely and justifiably recognised as a sensitive 
indicator of liver function, must therefore still be regarded 
as somewhat empirical. 

Two further points must be borne in mind : it is obviously 
useless as a liver-function test in cases where there is extra- 
hepatic obstruction to the outflow of bile ; and it cannot be 
expected to give accurate results in persons with rapidly rising 
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Fig. 2—Results of tests in pre-icteric 
stage of infective hepatitis, plotted in 
relatien to time of appearance of jaun- 
dice. Broken horizontal line indicates 
upper limit of normal. 


morning specimen of, 


or felling serum-bilirubin, since it has been shown by Drag- 
stedt and Mills (1936) in experiments on dogs that there is 


physiological interference between the excretion of bilirubin 

and bromsulphalein by the liver. Slightly abnormal] brom-. 

sulphalein retention may be produced by heart-failure (Bern- 

stein, Le Winn, and Simkins 1942), pulmonary tuberculosis 

Sob dag and Gerber 1942), and old age (Stiles, Stiles, and Kolb 
942). ‘ 


Normal standards.—Bromsulphalein retention is expressed 
as the percentage of the total origina] concentration remaining 
30 min. after injection. Not more than a trace of retained dye 
was found in a series of 25 normal persons. A retention of 
more than 5% has been taken as abnormal, although it is 
doubtful whether values below 15% have much significance 
with regard to liver damage in acutely ill persons. 


RESULTS 


Biochemical investigations were carried out in 53 
pre-icteric cases. In 43 where the dates of symptoms and. 
of jaundice were known the pre-icteric stage lasted 1-18 
days (mean 6-4 days), and the time from the onset to the 
first test varied from 0 to 12 days (mean 2-2 days). In 
fig. 2 the results of the four tests in these cases are plotted 
against the interval between the date of the test and the 
onset of jaundice. This method gives a better picture - 
than one based on measurement in days after onset of 
symptoms because of the variable length of the pre- 
icteric period. The bromsulphalein test was not done 
more than once on each patient ; hence each spot repre- 
sents one case. The other tests were repeated once on 
some patients. A completé summary of results in all 
cases is given in table 1, including normal standards and 
findings in subicteric cases, a group which will be defined 
and discussed in greater detail below. The main points 
can be summarised as follows : 


1. Although the total serum-bilirubin nearly always . 
remained within normal limits until 2 or 3 days before the 
appearance of Jaundice, there was an early qualitative change, 
indicated by the increased van den Bergh percentage, which 


in one instance was observed 10 days before jaundice was 


noted. 


2. The earliest constant abnormality was an abnormal 
bromsulphalein retention. The very high values obtained 
only a day or two before jaundice do not necessarily bear a 
direct relationship to the degree of liver damage, since at this 
stage the serum-bilirubin level may be rising rapidly. Only 
one patient gave a normal value, and in this case the test was 
performed 14 days before the onset of jaundice; 4 gave abnor- 
mal results 8 days 


or more before Š 30 
.the appearance of È 29 
jaundi XS 
jaundice, — S 19 

3. With few ex- g 
ceptions bilirubin n 
was detected in Šņ HIPPURIC-ACIO 
the urine by Hun- &3 SYNTHESIS 
ter’s test early in Qs 
the pre-icteric R 
stage and was ~ 
found in increas-  4+++ 
mg amounts as pay BILIRUBINURIA 
jaundice ap- 
proached. tt 

4. Only 24% of t 
cases gave posi- tr 
tive tests for ex- 
cess urinary uro- 5 
bilin, compared ga 
with 86:5% posi- 4-8 g O=Excess UROBILIN 
tive for bilirubin. Š- I$ in URINE 

; Q È XSS 

In no case was S23 .5 8 
a significant in- Sg “f$ Q 
crease of urobilin §2 | 4 S 
found in the ab- < §2+g X 
sence of bilirubin. S% |S Q 
Since 245% of GË j | | 


subjects without 
liver disease also 
showed excess 
urinary urobilin, 
it is clear that its 
diagnostic value 
is very limited. 


60 


20 ; 40 
DAYS AFTER ONSET 
‘Fig. 3—Results of tests in a patient admitted 


to hospital seven days before appearance 
of jaundice. 
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It is probable that in the average case bromsulphalein 


retention increases very shortly after the onset of symp-. 


toms—in one patient a retention of 20% was found 16 
‘hours after the onset, and 4 days before jaundice—and 
bilirubin becomes detectable in the urine @ day or so 
later. An abnormal] direct van de Bergh reaction may 
be found at any time during the pre-icteric stage, but is 
more frequent shortly before jaundice. The serum- 
bilirubin level may rise slowly throughout the pre-icteric 
stage, not passing above normal limits until about 2 or 3 
days before jaundice ; or it may remain constantly low 
for many days and rise relatively suddenly only a day or 
so before jaundice. Fig. 3 illustrates the findings in one 
of the few patients admitted to hospital early in the pre- 
pied stage and followed throughout the course of the 
ease. 


SUBICTERIC CASES 


There has been considerable speculation and several 
differing reports have been made on the frequency of 
-subicteric or non-jaundiced cases of infective hepatitis. 
Williams (1923) has stated that 1:6% of 700 cases investi- 
gated in a New York epidemic never developed jaundice ; 
Bates (1936) reports 6 who had biluria but no jaundice 
. out of a total of 65 cases, and Newman (1942) 5 with 
biluria and no jaundice out of 33, and an additional] 5 with 
contact history and symptoms but neither biluria nor 
jaundice. Dunlop (1935) reports 11 cases (an incidence 
of 5:1%) of whom 10 had biluria, and Hartfall (1944) 
states that 7% of 450 cases in the Malta outbreak were 
subicteric. E. R. Cullinan in an unpublished report 
considers they are rare (4% in 300 cases). But the view 
that for every case with jaundice there is one without is 
not uncommon, and Gowen (1945) has presented evidence 
(based on raised values of the serum icteric index) which 
he claims has shown that cases without jaundice, includ- 
ing asymptomatic subclinical cases, can be eight times 
as frequent as those with jaundice. aa 

It is clear that subicteric cases are of considerable 


epidemiological importance, even if the incidence is com- . 


paratively low, particularly since they are liable to be 
overlooked or misdiagnosed. In view of the wide range 
in the degree of the hyperbilirubinæmia in jaundiced 
cases, it would be surprising if there were not some cases 
in which the serum-bilirubin level never rose high enough 
to produce visible icterus. Moreover, jaundice need not 
necessarily develop even in severe cases of liver damage— 
e.g., cirrhosis—and is only present in about 50% of cases 
of another acute hepatitis, Weil’s disease, where an accur- 
ate serological diagnosis is possible. Until some specific 
laboratory test for infective hepatitis is discovered, the 


` diagnosis of subicteric cases will often remain difficult: 


and their true incidence uncertain ; slight fluctuations in 
serum-bilirubin values cannot be taken as evidence of 
liver damage, and other more sensitive liver-function 
tests may indicate liver damage but obviously cannot be 
specific for infective hepatitis.. A diagnosis on clinical 
grounds alone is equally unjustifiable. 

In the course of this investigation there have been 
patients with typical symptoms but no jaundice in whom 
a history of previous contact with a case of infective hepa- 
titis has been obtained ; 13 such cases showed biochemical 
evidence of liver damage, and these have been accepted 
as true instances of the disease (table 1). Similar criteria 
applied to patients in the large institutional outbreak 
` gave an incidence of 8-3% (7 out of 85) ; it is likely that 


the true incidence is somewhat more than this figure, - 


since the criteria are stringent. 

Two patients were admitted to hospital with the typical 
symptoms of infective hepatitis but no jaundice; the 
serum-bilirubin values were 1-0 and 1:9 mg. per 100 c.cm., 
rapidly falling to 0-4 and 1:1 mg. per 100 c.cm.; the 
bromsulphalein test showed retentions of 35% and 45%, 
and there was considerable bilirubinuria. The brom- 
sulphalein test on four other cases gave definitely abnor- 
mal results in three ; in the fourth there was only 7:5% 
retention, but this was early in the disease, five days 
before the appearance of bilirubinuria. All cases showed 
bilirubinuria at some point during the disease, and in a 
few instances this was the only laboratory test possible. 
The serum-bilirubin was estimated in seven of the cases 
outside hospital ; in five the level was below 1-0 mg. per 
100 c.cm., and in the other two values of 2:1 and 1-9 mg. 
per 100 c.cm. were found on single occasions. Further, 
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97 “ possible and doubtful cases’’ were investigated 
(table I) but could not be regarded as definite since they 
did not fulfil all three criteria—contact history, charac- 
teristic symptoms, and evidence of liver damage— 


' which had been accepted by us for the diagnosis of 


subicteric infective hepatitis. Table 1 shows that some 
evidence of liver damage was present in 17:5%, and it 
is possible that this group does in fact include a number 
of cases. 

The existence of subicteric cases has thus been con- 
firmed. Although it is not possible to determine their 
incidence, it is more likely to be in the neighbourhood ° 
of 10-20% than the 80-90% mentioned by one author. 
They seem to be often more like the pre-icteric stage of a 
typical jaundiced case without the ensuing icterus than a 
miniature of the complete picture. That is, we may 
expect to find cases in which liver damage is detectable 
without a significant rise in the serum-bilirubin level 
besides cases in which a rise takes place but is neither 
great enough nor sufficiently prolonged to produce 
visible jaundice. 


MALARIA AND GLANDULAR FEVER 


Malaria and glandular fever have been considered 
separately, since in both there may be evidence of liver 
damage leading to confusion with infective hepatitis, 
particularly in the absence of jaundice. Of 20 cases of 
malaria and 9 cases of glandular fever admitted to hos- 
pital as possible early cases of infective hepatitis, 13 with . 
malaria and 3 with glandular fever did not develop 
jaundice. Since during the same period only 5 pre- 
icteric or subicteric cases of infective hepatitis were 
admitted, it is clear that the differential diagnosis may 
be difficult. The biochemical findings are summarised 
in table m. -` g 

The presence of jaundice in a proportion of cases of 
glandular fever.is well known. Martin (1942) has des- 
eribed 3 cases with bile in the urine but no jaundice, and 
expresses the view that urinary bile-pigments may be 
present in many cases if carefully looked for.. Kilham and 
Steigman (1942) have reported biluria in 7 out of 20 cases 
investigated. In our series (table 11) the picture was 
indistinguishable biochemically from that of a mild 
attack of infective hepatitis. Bilirubinuria was found m 
10 out of 11; 7 had a serum-bilirubin above 1-3 mg. per 
100 c.cm., and 6 were jaundiced. The bromsulphalein 


test was abnormal (15% or more) in all 4 cases investi- 


gated, and 3 out of 4 further cases gave abnormal results 
for hippuric-acid synthesis—i.e.,<0-8 g. sodium benzoate 
in 1 hour with Quick’s intravenous hippuric-acid test— 
returning to normal on recovery. The direct van den 
Bergh percentage was abnormal in 10 out of 11. The 
apparent disturbance of liver function in this disease has 
in the past been attributed to mechanical obstruction of 
More recently, however, 
a liver biopsy performed on one of the jaundiced cases 
reported by Kilham and Steigman (1942) showed the 
presence of an acute hepatitis ; and this finding is more 
in keeping with the biochemical picture. than is the 
hypothesis of mechanical obstruction. 

There is little reliable evidence on liver function in 
malaria. The position is complicated by the fact that 
both malaria and infective hepatitis are common in the 
Mediterranean area ; hence double infection is possible, 
and the presence of parasites in the blood does not neces- 
sarily mean that the symptoms are due to malaria. 
Moreover, in an area where both are prevalent the pres- 
ence of one disease may predispose to an attack of the 
other. Meleney (1941) has reviewed the question of 
liver damage in malaria and quotes other authors who 
report a lowered serum-albumin level, and decreased 
levulose and galactose tolerance. Kopp and Solomon 
(1943)‘have found abnormal bromsulphalein retention 
and depressed hippuric-acid synthesis in cases of thera- 
peutic malaria, and Mirsky, von Brecht, and Williams 
(1944) found positive cephalin flocculation tests in all of 
10 cases of naturally acquired infection. Barron (1931) 
distinguishes between therapeutic and naturally acquired 
malaria, stating that the direct van den Bergh reaction is 
sometimes positive in the former but never in the latter. 
Fatal cases may show slight hepatic necrosis but not 
much evidence of extensive parenchymal damage. The 
typical biochemical picture in malaria includes a raised 
serum-bilirubin level of the indirect type without bili- 
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TABLE I—RESULTS OF TESTS IN NON-JAUNDICED PATIENTS 


l i : Excess 
| Bromsulphalein test Direct van den Bergh _ Bilirubinuria urobilin 
reaction in urine 
Clini ane oe a : i 
one. m | Per cent. retention in 30 min. | » 1min. % of total n Hunter’s test 2! Pos 
z 0 6—|11-121-131-161_lAbove. % o 15-121-31-41 o 3 A 3 | cases 
= — |11-/21-/31—|51—\Above, 9 — |15-|21—|31-—|41-— o o 
© ltr} 5 110|20130|5070] 70 | ° | © |14|20.130|40150] © |© | © {trite + +\/++ Sena 
Normals 25 |25 "o | 17 {17}. ..|..| 0 |20/20 R | 0 |30] 2(6-7) 
Non-hepatic diseases | 38 |29|413]|2 a Gee 13-2 36 |35| 1 ae 2:8/49/46| 2 1°! | 2 |41110(24:5) 
R I i 
Possible and doubtful | 3 | | 
Cases oe -. | 97 |74| 6 |11| 6 sf oee GITS 19 |18] 1 .. 1.. | 52102/9614] 1 |1|.. 2133| 3(9) 
Pre-icteric cases of “lee 
infective hepatitis | 31 | 1 7/11) 7/3! 2 : 97/21! 2)}3/4/]5)7] 90/44) 5/1] 2 |13| 23 | 86-5)38) 9(24) 
; | | | 
Subicterto cases of 
infective hepatitis | 6 |..|..; 1/2 ]..| 3 100| 7 | 2 2/2/11] 72 13 os e 11] 6(55) 


2/11 |400 


* Periarteritis nodosa. 


rubinuria. In 4 out of 20 patients in this series (table 11) 
bilirubinuria was present and there was a raised van den 
Bergh percentage. Abnormal bromsulphalein retention 


. was found in 50% of cases investigated, but this might be 


hepatitis is at the moment limited. 


\ 


attributed to blocking of the reticulo-endothelial cells 
with malarial pigment, without parenchymal liver 
damage. It is impossible to reach any final conclusion 
at this stage about the true explanation of these findings, 
but the occurrence of hepatitis in some cases of malaria 
appears possible ; hence the value of biochemical tests 
in the differential diagnosis of malaria and infective 


PNEUMONIA 
Results obtained in 3 cases of lobar pneumonia and 3 
cases of atypical pneumonia have been considered 
separately from table I and are summarised in table II. 
There was. evidence suggesting liver dysfunction in 5 out 
of the | 6. x . 
ee DISCUSSION 


. One of the most interesting findings has been that in 
the early stages of infective hepatitis there is a qualitative 
rather than a quantitative change in the serum-bilirubin, 
and that this appears to be associated with the 
appearance of small quantities of bilirubin in the urine. 
Rabinowitch (1932) showed that bilirubin could appear 
in the urine although the serum-bilirubin level remained 
normal; and Bensley (1933) reported that bilirubinuria 
appeared to be associated with a positive direct van den 
Bergh reaction. With (1943) maintained that there is no 
renal threshold for “ direct” bilirubin. But the belief is 
still prevalent that bilirubinuria does not develop until 
a definite serum-bilirubin level (2-0 mg. per 100 c.cm. is 
often mentioned) is reached. This idea, in so far as it is 
applied to infective hepatitis, must be abandoned. 


The delay in the rise of the total serum-bilirubin is 
probably to be explained by the large reserve possessed 
by the liver for the excretion of bilirubin. It is known, 
for instance, that repeated daily doses of 10-20 mg. of 
bilirubin per kg. of body-weight are needed to produce 
artificial jaundice in healthy subjects (Thompson and 
Wyatt 1938) ; it is therefore not surprising that in infec- 
tive hepatitis liver damage may be found although the 


> 


` the kidneys. 


Pos. = positive ; tr. = trace. 


full amount of bilirubin is ‘still being excreted into 
the bile and there is no retention in the blood-stream. The 
same may apply to the excretion of urobilinogen by the 
liver; the deficiency does not become apparent and 
excess urobilin does not appear in the urine until about 
the same time as the serum-bilirubin level begins to rise 
rapidly. It is probable that the bilirubin-excreting. 
power is first damaged to a degree that allows a slight 
retention of the direct bilirubin formed in the liver from 
the indirect pigment, but that the totalincrease in serum- 
bilirubin is not enough to cause a significant rise and 
the change is simply reflected in the appearance of an 
abnormal van den Bergh percentage. 

A factor contributing to the delay in the onset of 
hyperbilirubinzmia may be the excretion of bilirubin by 
In the early stages this probably does not 
amount to more than a total of 1 mg. per day, but later 
on it might compensate for the failure of liver excretion, 
at least to the extent of delaying the rise in serum- 
bilirubin and possibly, in some mild cases, preventing 


` it altogether. 


These results do not necessarily indicate that the liver 
is severely damaged at the time of onset of symptoms, 
but they suggest that liver dysfunction usually develops 
several days before jaundice, and they confirm the infer- 
ence drawn by Dible, McMichael, and Sherlock (1943), in 
their analysis of liver biopsies performed during the 
icteric stage, that hepatitis is probably present some time 
before the onset of jaundice. Gray (4945), basing his 
opinion mainly on results of the levulose tolerance test 
obtained after the appearance of jaundice, has made the 
suggestion that liver damage in acute hepatitis might be 
maximal during the prodromal stage. The biochemical 
findings do not enable us to decide whether, in the early 


_ stages, the lesion is confined to a metabolic and excretory 


dysfunction of the parenchymal cells or whether there is 
some micromechanical intrahepatic obstructive element, 
as suggested by Dible and others (1943). The former 
hypothesis appears somewhat more probable, but our 
results are consistent with both. | 

From a practical point of view it seems that, by the use 
of the bromsulphalein-excrétion test or Hunter’s test for 
bilirubinuria, it should be possible during an epidemic to 
diagnose infective hepatitis 2-3 days after the onset of 


y` ; ; 
TABLE Ii—BIOCHEMICAL FINDINGS IN MALARIA, GLANDULAR FEVER, AND PNEUMONIA 


* Less than 0-8 g. sod. benzoate in 1 hr. 


| . 
With ps Bromsulphalein test Hippuric-acid 
ae oar pees With abnormal z vent 
raised serum-:| 4; > 
Disease Cases| bilirubin | direct van den ; With bili- % retention With ab- 
» | Bergh percent-} rubinuria en es thy a AER ET Ql ae ee 
above 1:3 |'aze (above 15) Total Tested normally 
mg. per 100 | 88 tested| g | 5 6- 11- | 21- |Above low syn- 
c.cm 10 20 30 30 thesis* 
Glandular fever .. 11 7 10 | 10 . 4 sea) : 1 2 1 4 3: 
Malaria 20 13 5 | 4 10 3 2 | e] 3 | 2 
Lobar pneumonia 3 2 1 3 -| 1 a oe 
. } 
Atypical pneumonia. 3 0 Not estimated 1 3 ! 1 | Ia | 2 | ; | 
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symptoms, and in most cases probably earlier.* Table 1 ~ 
shows that bromsulphalein retention of less than 20% is 
sometimes found in other and unidentified diseases ; hence 
results between 5% and 20% can only be regarded as. 
suspicious. Hunter’s reaction is rarely positive in other 
diseases likely to be confused with infective hepatitis 
except glandular fever and malaria; whereas the 
technique is simpler, positive results are ‘obtained some- 
what later than with the bromsulphalein test. The 
relative ease with which early-morning samples of urine 
can be collected and preserved warrants a more extended 
use of sensitive tests for bilirubinuria in the diagnosis and 
. investigation of infective hepatitis. 


Summary 


Serum-bilirubin and quantitative direct van den Bergh. 
estimations, Hunter’s tests for bilirubinuria, tests for 
excess urinary urobilin, and the bromsulphalein- 
excretion test have been used in the study of 53 cases of 
infective hepatitis before the appearance of jaundice. 

The pre-icteric stage of the disease is characterised by 
an abnormal retention of bromsulphalein, the excretion 
of small quantities of bilirubin in the urine, and the 
development of an abnormal direct. van den Bergh 
reaction. The serum-bilirubin and urine-urobilin levels 
do not usually rise above normal limits until shortly 
before jaundice appears. 

The existence of subicteric cases with little or no rise 
in serum-bilirubin has been confirmed. 

Results of the above tests obtained in other diseases 
have been recorded and discussed, with special reference 
to malaria and glandular fever. 

It appears probable that liver damage exists in most 
cases several days before the appearance of jaundice. 
The bromsulphalein-excretion test and Hunter’s test 
can assist considerably in detecting this damage and so 
establishing an early diagnosis. 
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RELAPSING FEVER 


WITH NEPHRITIS AND SUBARACHNOID 
HEMORRHAGE 
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TEMPORARY MAJORS RAMO 


RELAPSING fever, as seen during this war in the forces 
of the Middle East, has been almost entirely the tick- 
borne disease. Small rodents and some larger mammals, 
especially perhaps jackals, provide the animal reservoirs 
from which the different species of ornithodorus ticks 
Infection of 
man is an occasional accident, but a fairly distressing one. 
It is known that caves are especially liable to harbour the 
ticks, and that it can suffice for a man to spend a few 
minutes in a cave for him to be bitten and so acquire the 
disease. But in the western desert of Egypt and in 
Libya so Many cases have arisen in men who denied ever 
having entered or even seen a cave, that one is justified . 


in assuming that they have been bitten by ticks while 


merely lying on the ground.’ 

Although the results of treatment, including treatment 
with intravenous arsenicals, have been very disappointing, 
few patients have died, and the only common complication . 
has been a lymphocytic meningitis of benign prognosis. 
The following fatal case, however, demonstrates. com- 
plications which seem to be rare in relapsing fever, and 
especially rare in this tick-borne form. 

Megaw (1938) does not mention nephritis or cerebral 
hemorrhage as complications of either form. Manson- 
Bahr (1935), describing both louse-borne and tick-borne 

relapsing fevers under a single heading, however, does 
mention nephritis, and the Army Medical Department’s 

Memoranda on Medical Diseases in Tropical and Sub- 

tropical Areas includes hematuria in a description of 
the louse-borne disease. 

Rogers (1908) mentions cerebral hzmorrhage as 
“ occurring in one sixth of autopsies, affecting the pia- 
arachnoid membranes mainly in the vertex, from two to 
eight ounces of blood being effused. It produced 
unconsciousness about the end of the fever and was 
always fatal.” He does not mention complications 
affecting the kidneys. He was describing relapsing 
fever in India and, although he does not explicitly say _ 
so, it seems to have been the louse-borne type. 


CASE-RECORD 


A-driver, aged 29, previously in good health, had been in 
the Middle East for 4 months, most of this time being spent 
in the western desert of Egypt. He had never slept in or 
entered caves but had often passed the night on the ground. 
On Nov. 25, 1942, he was admitted to a field ambulance with 
amoebic dysentery and was treated for it, but he was not 
evacuated from the desert until Dec. 8. ‘He appears to have 
had no fever during this time. 

Treatment given in the CCS consisted of emetine 
bismuth iodide gr. 3 orally for 4 days followed by injections of 
emetine hydrochloride gr. 1 daily for 9 days. On Dec. 4 his 
stool was negative for Entamæba histolytica. On transfer on 
the 12th from one general hospital to another he was free 
from all symptoms. Two days later further treatment for 
his amoebiasis was begun with carbarsone tablets 0-25 g. 
twice daily by mouth. The same evening he developed 
headache, pains in body and limbs, and fever to 102° F. 
These continued next day, and he vomited. On the 3rd day his 
temperature reached 102°8° F, he complained of much general ~ 
abdominal pain, and vomiting was severe. It was then found 
that his urine was scanty and visibly bloodstained, and under 
the microscope many red cells and some casts were seen ; 
the latter were mostly composed of red cells, but a few were 
granular. Culture of the urine proved sterile. The carbarsone 


. was at once discontinued. Thereafter an average of 3 oz. of 


urine was passed daily until the 8th and 9th days, when none 
was voided at all. 
There was no oedema, and the blood-pressure was at or 
below normal; it only rose to 150/100 mm. Hg on one 
occasion when intravenous fluids with caffeine were being 
given. Optic fundi remained normal. On the 5th day there 
was a leucocytosis of 13,700 per c.mm. with 94% polymorphs, 
and Spirocheta recurrentis was found in large numbers in a 
blood-film. Blood-culture was negative, and malarial para- 
sites were not found. The temperature remained high. 


ma 
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Epistaxis began on this day; it was a persistent ooze from 
diffuse areas in both nostrils, and before it was finally arrested 
on the 10th day it must have been responsible for much loss of 
blood, for the hæmoglobin fell to 57% and the red-cell count 
to 2,900,000 per cmm. -> A 

On the 7th and 8th days the patient had no fever and 
spirochsetes were no longer to be found, but on the latter day 
he ceased to pass urine and was severely ill with vomiting and 


incessant hiccough. Blood-urea reached 330 mg. per 100 c.cm. 


On the 10th day, in spite of slight fever and a blood-urea of 390 
mg. per 100 c.cm., he seemed rather better, and 36 oz. of urine 
was drawn off by catheter. This urine contained very much less 
blood, and the 8and 10 oz. passed on the next two days was not 
visibly discoloured. Blood leucocytes were now 7000 per 
c.mm. Next day, however, he developed a septic (Staph. 
aureus) parotitis and then consolidation of both lung bases. 
On Dec. 25, the 12th day ef disease, he was given sulpha- 
pyridine 2 g. and had just begun to receive an intravenous- 
drip infusion of 5% glucose in normal saline when he suddenly 
collapsed and died in a very few minutes. | 

At no time during the illness was the spleen palpable, and 
the urine never contained either bile or pus. Hamatemesis 
was frequent but may have been due to his epistaxis. The 
only treatment given was intravenous glucose in saline, to 
2 litres of which was added 4:285% sodium sulphate, and on 
one day caffeine citrate gr. 4. 


AUTOPSY 

Autopsy was performed 2} hr after death. 

Heart showed some right-sided dilation only. 

Lungs.—Both lower lobes cénsolidated, with much cedema. 

Stomach.—The mucosal surface was covered by dark-brown 
adherent mucus; the appearance beneath this was not 
typical of hemorrhagic erosion, but there were several places 
at which bleeding seemed to have taken place. 

Small intestine was normal. nA 

Large intestine contained much altered blood; on. the 
mucous membrane of the ascending colon were two dark areas, 
2 cm. in diameter, in the middle of each of which was a pale 
zone, where the gut wall appeared thinned ; no other lesions 
were seen. l 

Liver of normal size and appearance, contained no abscesses. 

Spleen also of normal size and consistence. | 

Kidneys.—Both showed similar changes; . they were 


- enlarged and soft, and their surfaces were dark and speckled 


with grey clots; the capsules were tense and, when the 

kidneys were cut, the edges of the capsules retracted and the 

cut edges of the kidney everted ; the cut surfaces were moist 
and the pyramids congested ; the capsules stripped easily. 

Suprarenals of normal size and firm.; cortices congested., 

Fascial tissue.—In the perirenal tissues behind the left kidney 
lay a relatively fresh hematoma, measuring 2 by 1 by ¢ in. 

Bone-marrow paler than usual. | 

Left parotid gland enlarged, and green pus exuded from its 
duct on pressure. : 

Brain.—The dura mater was normal, and the superolateral 
surface of the brain beneath showed no evidence of a general 
increase of intracranial pressure or of any other abnormality. 
But at the base of the brain a subarachnoid hemorrhage was 
found, extending from the ðptic chiasma to the lower end of 
the medulla oblongata and filling the cerebellomedullary 
space ; on the left side an extension covered the ventral 
surface of the cerebellum. The hemorrhage appeared to have 
taken place very shortly before death, for the blood was 
bright red and in a uniform soft jelly-like clot.. The lepto- 
meninges were otherwise normal. 

Spinal cord showed some superficial venous congestion round 
the lower part, but no pathological changes were noted in it. 

CSF .—A little clear fluid was present in the skull. 

Material taken at autopsy included : 

(1) Smears of heart, blood, bone-marrow, and spleen pulp 
(Leishman stain): no spirochetes seen. 

(2) Deposit from CSF, bladder urine, and bile (Leishman 
stain) : no spirochetes seen. 

(3) Mice inoculated with heart blood and spleen pulp: no 
spirochetes seen in peripheral blood after 72 hr. Mouse 
inoculated with CSF died after a few hours (incidental 
cause); no spirochetes found in blood smears made 
from it. 

(4) Urine: albumin +. Wet film: red cells +, pus cells 
scanty, granular casts +, a few epithelial casts, and 
epithelial cells +. ; 

(5) Secretion from small bronchi of affected lower part of 
right lung, culture on blood agar: B. Proteus +-+ +. 
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HISTOLOGICAL FINDINGS 


Kidney.—The changes were almost entirely vascular and 
very pronounced. There was hemorrhage into the peri- 
glomerular spaces, the tubules, and the interstitial tissue. 
The glomeruli did not show any evident nuclear increase and | 


had not increased obviously in size, but there was swelling of 


the glomerular cells and a consequent narrowing of the 
capillaries. The parietal layer of Bowman’s capsule showed 
occasional localised thickening, but only in.a few places was 
there evidence of a mild proliferation of cells. The micro- 
scopical picture, in short, was in keeping with a hemorrhagic 
type of acute glomerulonephritis. | | 
Lungs.—The appearance was of a hypostatic pneumonia. . 
Liver.—Sinusoidal spaces wider than normal. Liver cells 
showed slight degenerative changes, and sections stained with 
hematoxylin and eosin showed some hsmosiderin-like 
granules. Kupffer’s cells were not unusually prominent. 
There were some aggregations of round cells in relation to 
large vessels. oa = ‘ 
Spleen.—Congested ; phagocytes containing erythrocytes 
Brain.—Sections of motor cortex, internal capsule, pons, 
medulla oblongata, and spinal cord did not reveal any 
hemorrhage in the substance of these parts ; the hemorrhage 
on the base of the brain-stem was definitely limited by the 
membranes of the subarachnoid space and had taken place 
but a very short time before death. l 
Sections of kidney, spleen, and brain, stained. with Giemsa, 
did not reveal any spirochætes. 


DISCUSSION 


There seems to be small reason to doubt that this man 
was infected with the organism of relapsing fever. 
Leptospirosis icterohemorrhagica, which in its non- 


_ icteric form might resemble this case, can be excluded by 


its extreme rarity among the troops in the Middle East 
and by the fact that its spirochete is usually very scanty 
in the peripheral blood and is morphologically distinct. 

Carbarsone, an organic arsenical, given by mouth did 
not prevent the onset of the disease. It seems unlikely 
to have played any large part in the: production of the 
nephritis, for the total quantity taken was only 1 g., 
representing 0-29 g. of arsenic. 

There was nothing in the history to suggest that the 
man had had previous bouts of fever. This bout lasted 
exactly 6 days, and then the temperature dropped 
abruptly to normal, and the spirochetes, which had been 
so numerous in the blood on the 5th day, could not be 
found on the 8th. The subseqtient mild fever could be 
easily explained by the septic complications. In fact, 


the man died probably of corhplications. of the disease 


during a remission phase.of the fever, and it was for this . 
reason that attempts were made at autopsy, by examining 
smears and by inoculating mice, to find out if the 
organism during such remission takes refuge in a special 
part of the body such as bone-marrow, brain, or spleen. 
Unfortunately, not many mice were available, and the 
experiments, though negative, were inconclusive. 

Microscopically, as well as in vivo, the most striking 
feature of the nephritis was its intensely hemorrhagic 
character. The picture suggested a general hemorrhagic 
tendency, of which perhaps the epistaxis and the peri- 
renal and subarachnoid hemorrhages may be regarded 
as other manifestations. j 


SUMMARY 


A case of tick-borne relapsing fever is desctibed in a 
soldier convalescent from amecebic dysentery. 

After only one bout of fever, nephritis and severe 
epistaxis supervened. 

Death took place, apparently during the remission 
phase of the fever, as the result of a subarachnoid 
heemorrhage. i 

The autopsy findings are recorded and their significance 
discussed. | 


Our thanks are due to the DMS, MEF, and to Colonel A. T. ` 
B. Dickson, officer commanding the hospital, for permission 
to publish this case. 
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EARLY TREATMENT OF 
WOUNDS OF THE KNEE-JOINT | 


P. H. NEWMAN, DSO, MC, FRCS 
LIEUT.-COLONEL RAMC 


DURING 6 months at a General Hospital in the BLA 
57 patients with wounds of the knee-joint were treated. 


It was considered advisable to hold them for at least. 


2 weeks, to eliminate the danger of acute sepsis before 
evacuation. Some were held longer, so that early 
convalescent treatment could be started. 
' Unfortunately this comparatively short period gave 
no scope for any conclusions about subsequent function, 
what was most desired to be known. Perhaps there may 
be some value, however, in the impressions gained and 
in details of operative and immediate postoperative 
treatment. 


These patients all received ‘their early treatment ` bore needle. 


- ease and certainty by holding the patella between the 


in the same hospital (those who had received first 
surgical treatment at other units are not included). 
Practically all of them were attended to within 24 hr 
of wounding and were regarded, with abdominal, chest, 
head, and compound fracture wounds, as priority cases 
for the operating-theatre. 


CLASSIFICATION BY DEGREE OF INJURY 

Wounds of large joints fall readily into 3 groups as 
regards both diagnosis and treatment : slight, moderate, 
and severe. 

(1) Slight wounds consisted of through-and-through 
gunshot and small-casing wounds; penetrating wounds 
by sharp objects spontaneously removed ; ; and cracks 
of bone continuous from a compound fracture to the 
joint surface but without communication obvious to 
the observer (fig. 5). 

(2) Moderate wounds consisted of perforating injuries 
with bone involvement ; penetrating wounds with foreign 
bodies lodged within or near the joint ; moderately large 
perforating wounds or in fact all moderately large 
wounds of the joint without gross bone damage and 
contamination ; and multiple small penetrating wounds 
and compound ‘fractures of the patella. 

(3) Severe wounds included old wounds and those 
badly contaminated. Typically they consisted of the 
large dirty wounds in which one’s instinct at once forbad 
primary suture, in spite of modern chemotherapy. 

These different groups were represented as follows : 


Slight wounds .. 10 cases Severe wounds .. 8 cases 
Moderate ,, .. 39 , i 

Of these cases 27 were complicàted by bone damage : 
Patella 9 cases Tibia 8 cases 
Femur .. SORE e ES 


Three cases had two bones involved. 


DIAGNOSIS OF JOINT INJURY l 

In most cases diagnosis of joint injury gives rise to 
no difficulty. In some, slight or moderate wounds, 
however, with a small wound closed by tissue debris 
or blood-clot, the diagnosis is far from easy. During 
busy periods diagnosis of joint involvement is important 
if only from the point of view of selection of the correct 
priority for the theatre. 

This trouble may often be settled by pressure on or 
flexion of the joint, when synovial fluid exuding from 
the wound will be diagnostic. This fluid, which is 
viscid and sticky, should not be mistaken for the blood 
and bone-marrow which run from a fracture and generally 
contain large droplets of fat. This method, although 
not ideal, is rapid, simple, and permissible under busy 
war conditions. Aspiration takes far more time both 
for the assistant and the surgeon, is not infallible in 
diagnosis, and under such conditions is not without 
danger to a clean joint. Aspiration of a joint in a ward 
"is never justifiable. 

Radiography should be utilised in all cases before 
operation. Whatever the pressure of work on this 
department, a radiogram in at least all penetrating 
wounds is essential. Not only can the best opportunity 
be missed for the early removal of a foreign body, but 
also much time can be wasted and unnecessary trauma 
done without this aid. Preoperative screening, especi- 
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ally in the absence of the surgeon, is comparatively 
useless in knee-joint wounds. 

Penetrating wounds due to non-radio-opaque bodies, 
such as wood and glass, can be a great source of trouble. 
The history of the accident may put the surgeon on his 
guard in this type of case. 


TREATMENT 


The case has been diagnosed as a T of the knee- 
joint, has been given high priority for the theatre, and 
has arrived there complete with radiograms. Generally . 
speaking, 3 main methods of treatment are now at the 
disposal of the surgeon. By an estimation of the degree 
of damage, the age of the wound, the amount of con- 
tamination, and the morale and general nutrition of the 
patient, he will decide which one is to be adopted. These 
3 main methods of treatment practically coincided with 
the 3 types as classified above. 

(1) Slight Cases.—The joint is aspirated with a large- 
A needle can’be passed into the joint with 


finger and thumb and pulling it away from the femur. 
The interspace between the two bones is palpated ‘and 
the needle passed directly into this gap, care being taken 
P keep it parallel to the posterior surface of the patela 
(fig. 1). 

Before the needle is withdrawn, penicillin 50,000 units 
is injected. The limb is covered with wool, and a 
cylinder plaster applied from groin to lower leg. Quad- 
riceps contractions can be started next day and leg- 
raising on the 3rd day, provided that'there is no severe 
reaction. The plaster cylinder permits the patient to 
raise his leg without fear of pain and gives rest to the 
joint, while at the same time. the patient can maintain. 
the strength of his quadriceps muscle. Parenteral 
penicillin should not be necessary in this type of case, but 
there should be no hesitation to administer it if the 
case shows more than slight rise of temperature and 
pulse-rate. 

The plaster and stitches are removed about the 10th 
or 12th day, and then non-weight-bearing exercises can 
be started, always provided that rise in tempera- 
ture, muscle spasm, and increase of synovial fluid are 
regarded as signs of too rapidly advancing convalescent 
treatment. 

(2) Moderate Cases.—The leg is shaved and cleaned. 
It is preferable, especially where penetration of the joint 
still remains in doubt, or where a foreign body has to 
be removed, to apply a tourniquet. If an Esmarch 
bandage is used it should not be tightened round the 
affected joint. The wound is excised ; 3 and, if possible, 
all foreign bodies and loose small pieces of bone are 
removed. The wound is sutured in 3 layers, again if 
possible. Sometimes there is difficulty, especially with 
the synovial membrane. If a watertight junction has 
been made, the skin can, if necessary, be left open and 
sutured a few days later. Emphasis is laid on the 
careful excision of the wound. A carelessly excised 


wound followed by primary suture courts disaster and 


may easily reinfect a joint which has already won its 
battle against invading organisms. Interrupted thread 
sutures were used for the deep layers in all these cases. 
After the wound is closed 50,000 units of penicillin i is 
injected intra-articularly. Strapping extension is applied 


Fig. 2—Intra-articular foreign body. 
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Fig. 1—Method of aspirating knee-joint. 


in a Thomas splint: with spreader and windlass and a 
pad behind the joint. Parenteral penicillin is started, 
and quadriceps contractions begun next day. On the 
3rd and, if necessary,.the 5th and 7th days the joint is 
_ aspirated and 25,000 units of penicillin is injected intra- 
articularly. In this series of cases penicillin was injected 
by 50,000 unit doses eyery 4th day, but it has subse- 
quently been shown that this is probably too infrequent 
to maintain a bacteriostatic level within the joint 
(see Memorandum on Penicillin Therapy in 21 Army 
Group, 1944). 7 ; 

When the acute stage has subsided, a time that varies 
considerably from case to case, the extensioh is removed 
and a cylinder plaster applied. Leg-raising exercises are 
started as described in the early treatment of slight 
cases. 

(3) Severe Cases.—Of the 8 cases in this category 5 
were left completely open after operation. Early 
treatment in these cases consists mainly of as wide an 
excision as possible, thorough cleansing of the joint, 
suture of the capsule only if there appears to be a very 
reasonable chance of success, skin extension, parenteral 
‘penicillin, and sulphathiazole. Of these 5 cases that 
were left completely open, 2 had to have further incisions 
to increase inage. Local penicillin drip may be 
valuable in severe cases. 

The problems of excision and amputation do not really 
enter into the limits of early treatment. In a series of 
273 knee-joint wounds from the Middle East reported 
by Buxton! 4-4% of cases came to amputation. Except 
those with complicating vascular injury, only 1 case was 
oe ete within 34 weeks of wounding and that at 
\17 days. 

The tabulated figures are given to show how these 
57 cases were treated. 

In one case only were sutures removed prematurely. 
This was a wound grossly contaminated with phosphorus. 
The knee-joint smoked and, in the dark, phosphorescence 
was obvious in the suprapatellar wound. It was irrigated 
with copper sulphate, the joint closed, and the skin 


1. Buxton, St.J. D. (1944) Lancet, i, 681. 


Fig. 3—Mobile intra-articular foreign body which at first appeared 
to be extra-articular. 


Fig. 4—Intra-osseous foreign body. 


left open. Sutures 
had to be removed 
on the 4th day. 
Of these 57 cases, 30 had foreign bodies within or 
close to the joint. In 20 of these cases either one or 
more foreign bodies were removed. ' 


Fig. 5—Fracture leading into joint. 


Cases 
Treated by aspiration and penicillin injection 
Skin, capsule, and/or synovial membrane sutured .. 36 
Deep layer only sutured _ z S pi 8 
All layers left open cee se an es a 5 


Foreign Bodies.—All intra-articular foreign bodies 
should be removed. When necessary a separate and 
recognised incision into the joint should be used. Far 
better this than to enlarge a wound at the expense of 
important structures—e.g., collateral ligaments. Foreign 
bodies lying close to the joint, whether in soft or bone 
tissue, are better removed. Bodies lying within bone 
should be extracted, provided that their removal is not . 
likely to do more harm than is their presence. Intra- 
osseous foreign bodies are best approached along their 
track of entry. It is generally simple to enlarge the 
track with a gauge and to budge the object by passing 
a hooked instrument beyond it. ‘This procedure may 
be contra-indicated when the missile has entered the 
bone from a joint surface. 

The accompanying figures illustrate some cases in 
point. Fig. 2 is a radiogram of an intra-articular foreign: 
body. Fig. 3 shows how misleading a radiogram ca 
sometimes be: what at first seemed to be a small extra- 
articular foreign body turned out to be intra-articular. 
Fig. 4 shows an intra-osseous foreign body. 

Delayed Opening of the Joint.—This procedure is by 
no means without danger and should be preceded and 
succeeded by treatment with sulphathiazole or its 


equivalent and penicillin. Antitetanic serum should 


be given before the operation. Penicillin 50,000 units 
should be left -in the joint. The optimum time for 
arthrotomy in an old wound is debatable but is certainly 
not before a month after wounding. - 


SUMMARY 


Notes are given on the early treatment of 57 cases of. 
knee-joint wounds. They fell readily into three groups 
—slight, moderate, and severe—numbering respectively 
10, 39, and 8. 

- In the first group aspiration, intra-articular penicillin, 
and immobilisation by plaster cylinder was found 
sufficient. In the second group careful wound excision, 
primary suture, intra-articular and parenteral penicillin, 
immobilisation, and extension in a Thomas splint were 
instituted. aes 

Of the 49 cases (86%) in these two groups only 1 gave 
cause for anxiety. | 

Severe cases were a more difficult problem. Of the 8 
cases coming into this category 5 were left completely open. 

- Foreign bodies were removed at the first operation 
whenever: reasonably possible. A separate incision 
was found necessary in a few cases. The importance 
of preoperative radiographic films has been stressed. 
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STAPHYLOCOCCAL LEPTOMENINGITIS 
TREATED WITH INTRACISTERNAL PENICILLIN 


L. H. WORTH, MD LEIPZIG,» LRCPE 
LIEUT.-COLONEL RAMC ; MEDICAL SPECIALIST 


From a Military Hospital, CMF 


In the case described below a staphylococcal lepto- 
meningitis developed in a patient with osteomyelitis of 
the spine following diagnostic lumbar puncture. The 
case is reported because staphyloccocal meningitis is not 
often seen and the records of treatment of septic menin- 
gitis with penicillin are scanty. Individual cases are 
therefore of greater value than usual. | 


CASE-RECORD 


. A héalthy soldier, aged 31, was admitted to hospital with 
_@ diagnosis of epilepsy and underwent a lumbar puncture 
on Nov. 10, 1944. Full aseptic precautions were taken. The 
cerebrospinal fluid (CSF) was normal. Ten days later the site 
of the puncture had become infected, and an interspinous ab- 
scess was opened. The operation was preceded and followed 
by intramuscular penicillin in a total dose of 705,000 units. 
No benefit was observed. Two further operations were per- 
formed, at the last of which, on Jan» 9, 1945, an extradural 
abscess was found and drained through a small laminectomy 
opening. Local application of penicillin was unsuccessful, 
and 4 days later obvious leptomeningitis had supervened. 
On Jan. 13 there was severe headache, and, for the first time, 
neck-rigidity. The situation was now desperate, and radical 
laminectomy, with removal of all dead bone, was clearly 
required, together with intracisternal penicillin, the only route 
available owing to the lumbar sepsis. 


Operation.—Major C. G. Rob performed a laminectomy of 
the whole of the rt 3rd and 4th and part of the 2nd lumbar 
laminz.’ All diseased bone was removed. A pocketed extra- 
dural abscess was drained. The dura was purplish and for 
about $ in. was bulging. This was needled, but no fluid was 
obtained ; so intradural abscess was thought to be reasonably 
excluded. Normal bone and dura were seen above and below 
the bulge. 

Cisternal puncture produced turbid CSF with many fibrin 
floccules and containing 12,000 white cells (95% polymorphs) 
per cmm. Many staphylococci were seen in a direct film. 
Penicillin 50,000 units was given intracisternally and 30,000 
units intramuscularly every 3 hr. Sulphathiazole was started 
in dull doses by mouth. ; 

Culture of the material from the operation gave the follow- 
ing results—bone fragments: Ps. pyocyanea. Extradural 
abscess and CSF penicillin-sensitive coagulase-positive Staph. 
aureus, 


Jan. 14.—Cisternal puncture (18 hr after first puncture) 
produced CSF containing 11,000 white cells (90% polymorphs) 
per ¢c.mm. and, on culture, Staph. aureus. 
units was given intracisternally. 

Jan. 16.—Cisternal puncture (24 hr after previous punc- 

ture) produced CSF containing 2700 white cells (85% poly- 
morphs) per c.mm. but sterile on culture. Penicillin 25,000 
units was injected intracisternally. By this time the patient 
had much improved. No neurological signs had developed, 
and he was rational. His headache vanished 24 hr after the 
first injection of penicillin. 
- Intramuscular penicillin and daily cisternal punctures with 
intracisternal instillation of penicillin were continued until 
Jan. 20, when cisternal puncture was omitted. His tempera- 
ture, which had been 99-100° F, then rose sharply to 102° F 
and pulse-rate to 140. | 


Jan. 21.—General condition much worse, with recru- 
descence of all signs of leptomeningitis. Cisternal punctures 
and intracisternal penicillin injections were resumed daily for 
4 days. Recovery was steady and uneventful. 


Jan. 24.—Last intracisternal injection of penicillin. . Sul- 


phathiazole stopped after 84 g. had been given. 


Jan. 26.—Intramuscular penicillin stopped after 3,060,000 
units had been given. 


Feb. 10.—No further signs of meningitis. 
ture showed less than 1 cell per c.mm. 


Feb. 28.—Condition excellent ; no recrudescence of lepto- 
meningitis. Temperature still slightly raised. Patient 
still has pain in both legs and Laségue’s sign is still positive 
at 30°. 


Cisternal punc- 


b 


Penicillin 30,000 


2 


route in pyogenic meningitis. 


It was considered that his condition then was due to a 
mild bronchitis and a residual low-grade sepsis outside 
the lumbar theca, although the lumbar wound was clean 
and apparently healing very well. The accompanying 
table shows the relationship of the bacteriological pro- 
gress of the leptomeningitis more clearly and concisely. 
In view of the associated sulphathiazole therapy, all 
media used for culturing the staphylococcus contained 
p-aminobenzoic acid to counter any possible in-vitro 
effect of sulphathiazole on the organisms. 


TABLE SHOWING THE BACTERIOLOGICAL PROGRESS OF THE 


LEPTOMENINGITIS 

Date Cerebrospinal Fluid Penicillin (units) 
I| Cells. | Organisms | Culture | datte; | amaes- 
13th [12,000 (95° polys)| Gram-pos. | Staph. | 50,000 | 90,000 

.coccl + aureus + 
14th |11,800 (90% polys) Few gram- | Staph. | 30,000 | 240,000 
15th! 2750 (85% polys) pose “Sterile” 25,000 | 240,000 
16th | 1700 (80% polys) Nil Sterile | 30,000 | 240,000 
17th} 1500 (75% polys): Nil Sterile | 10,000 | 240,000 
18th! 1000 (70% polys) Nil | Sterile | 10,000 | 240,000 
19th; 930 (65% polys) Nü | Sterile | 10,000 | 240,000 
20th | ie Ks | .. | Nil | 240,000 
21st | 5000 (90% polys) Nil | Sterile | 50,000 | 240,000 
22nd} 3000 (70% polys)) Nil | Sterile | 30,000 | 240,000 
23rd | 1000 (70% polys): Nil Sterile | 30,000 | 240,000 
24th, 1000 (60% polys) Nil Sterile | 30,000 ; 240,000 
25th re a. | 240,000 
26th nd : | | 


90,000 


Polys = polymorphs. 


DISCUSSION 


Unusually large doses of penicillin were used in this 
case. Cairns et al. (1944) intraventricularly admini- 
stered 3000-4000 units in 4-10 c.cm. of distilled water, 
the total dosage being. 85,500 units. McCune and 
Evans (1944) gave intraventricular penicillin in doses not 
exceeding 10,000 per injection, but repeated twice daily 
with doses of 5000-7500 units, with a total dosage of 
113,500 units. The concentration of \ intracisternal 
penicillin in our case was the same as used for intra- 
muscular injection—i.e., 10,000 per c.cm., and the total 
dosage was 305,000. These large doses were justified 
because culture was still positive 24 hr after the first 
injection. Moreover, an intermission of a single day’ 


- without penicillin produced an immediate worsening of 


the clinical picture and a steep rise in the white-cell 
count from 930 to 5000 cells per c.cm. Further intra- 
cisternal penicillin in doses of 50,000 and 30,000 units 
rapidly controlled the condition. 

Large doses of penicillin are, in our opinion, advisable 
in septic meningitis, because there is always a focus of 
infection constantly or intermittently feeding the CSF 
with new organisms. The large doses of intramuscular 
penicillin (and of sulphadiazine and sulphathiazole) 
which were given had no effect on the primary osteo- 
myelitis, which was the cause of his leptomeningitis, yet 
intracisternal penicillin sterilised the theca, and no recur- 
rence followed its final withdrawal. It seems that peni- 
cillin destroyed the thecal infection and enabled the 
meninges effectively to form a barrier to reinfection 
from this focus, which remained unaffected. 

The intracisternal injection of these large doses pro- 
duced no severe reactions. On the first occasion, when 
30,000 units of penicillin was given during consciousness, 
nausea and vomiting followed but lasted only about 5 
min. The second time, when 25,000 units was given, 
the patient had moderately severe vertical headache for 
about 10 min. Later injections produced no reactions, 
even when 50,000 units was given. - 

The cisternal route offers advantages over the lambar 

i For a time there was very 
real anxiety that the fibrinous exudate would block the 
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foramina of Luschka and Magendie. It seems that 
injection of penicillin into the cisterna will tend to pre- 
vent blockage owing to the proximity of the two foramina 
and the simple effect of irrigating the cistern. 


SUMMARY 


A case of secondary staphylococcal meningitis has 


been successfully treated with penicillin. 
The cisternal route was used. 
Large doses were given and were well tolerated. 


I wish to thank Lieut.-Colonel T., G. Armstrong, officer in 
charge :of medical division, Major J. Goldman, pathologist, 
and Major C. G. Rob, surgical specialist, whose advice and 
collaboration proved invaluable. 
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CARBOHYDRATE ABSORPTION IN SPRUE 


WE have investigated the contemporaneous absorp- 
tion of glucose and fructose in cases of the sprue 
syndrome with the object of comparing the absorption 
of a sugar (glucose) which is absorbed mainly after 
phosphorylation and one (fructose) which passes across 
the gut membrane mainly by a process of simple 
diffusion (F. Verzar. Absorption from the Intestine, 
London, 1936). | : 

The patients investigated have been mostly Service 
men from the India-Burma border. All have a history 
of fatty diarrhoea and dyspepsia, considerable loss of 
weight, some degree of vitamin deficiency, and anemia. 
Biochemical investigations performed abroad - have 
shown an excess of total fat in the stool, with a pre- 
ponderance of split fat, achlorhydria, and often a flat 
_glucose-tolerance curve. Most of the patients were con- 
valescent or recovering when seen by us, but some were 
still in a very active stage of clinical sprue. 

SUGAR ABSORPTION 
~ As far as possible the first estimation of sugar absorp- 
tion was made in the first week after admission, before 


treatment with vitamins, liver extracts, &c., had com- 
menced, and while the patient was on a simple milk 


| Mg. per 100 acem 


Oo hR 2 4 
1 HOURS 2 
Fig. 1—Sucrose-tolerance curves in 7 normal subjects (Malaria Research 


Unit records). Upper curves show glucose levels and lower curves 
fructose levels. 


Fig. 2--Sucrose-tolerance curves in 7 cases of active sprue. 


diet. The patient was starved for twelve hours and then 


given 100 g. of sucrose by mouth. Glucose and fructose. 
levels in the blood were estimated subsequently at half- 


hourly intervals for 24 hours. 
The results in the active cases were clearly defined, 
as has been reported frequently elsewhere. The glucose- 


“nesium levels to normal. 


absorption curve was flat, the maximum rise of con- 
centration above the fasting level seldom exceeding 
20 mg. per 100 c.cm. When the fasting glucose level was 
substracted from the levels observed during the test it 
was found that the absorption of glucose was of the same 
order as that of fructose. The fructose-absorption 
curve was always within normal limits (see figs. 1 and 2). 
As the patient’s condition improved, and his diet was 
increased, the appearance of the glucose-absorption curve 
slowly changed until, in the convalescent stage of the 
disease, it approximated to normal. The fructose-— 
absorption curve remained unchanged throughout the | 
course of the illness. | | 
Thus the absorption of glucose was found to be grossly 
reduced in active sprue, whereas the absorption of 
fructose was unaffected. In our view, this indicates 
that in sprue absorption of hexoses by diffusion across 
the gut membrane remains unaffected, both in the case 
of glucose and fructose, but the active absorption of 
glucose, which is dependent on phosphorylation, is 


‘greatly reduced. This suggests that one of the physio- 


logical lesions in the sprue syndrome is a failure of the 
phosphorylation of glucose ‘at the time of its absorption. 


CALCIUM AND MAGNESIUM LEVELS 


- It is possible that the initiation of the sprue syndrome 
may lie in the inhibition of the phosphorylation systems 
of the small gut. Certain substances, such as monoiodo- 
acetic acid, are known to cause such inhibition, and 
it may be that some such factor, perhaps a constituent 
of the diet, may. be responsible for the initiation of the 
syndrome. It is also known that, in vitro, the alkaline 


‘earth magnesium plays an important part in phos- 


phorylation. We therefore decided to follow the 
magnesium and calcium plasma levels in our patients 
with a view to correlating them with the absorption of 
carbohydrates. ; l 

No great deviations from normal calcium levels. were 
observed in any. of our patients, even during tetany, 
‘but in two patients who were acutely ill and were in 
tetany at the time when the plasma levels were examined 
a low level of magnesium was found (0:75 mg. and 1:2 mg. 
per 100 c.cm. respectively). In both these patients the 


magnesium was restored to within normal limits by the 


time convalescence had been reached. 

During the progress of the disease in these two patients 
no direct relationship was observed between the recovery 
of the carbohydrate absorption and the return of mag- 
Other acute cases not exhibit- 
ing tetany have not, so far, revealed a lowered plasma 
magnesium. i r nicy 

Further experiments are in progress, including the 
investigation of the absorption of fat in patients suffering 


from sprue. À 


: SUMMARY . 

In: the: acute sprue-like conditions examined, the 
absorption of glucose was grossly impaired, but the 
absorption of fructose was unaffected. This indicates 
that the active absorption of glucose is inhibited in these 
conditions, although the diffusion of sugars across the 
gut membrane remains unaffected. This may be taken 
as an indication that the phosphorylation of glucose before 
absorption is probably inhibited. —_ i 

In two patients exhibiting tetany the calcium content 
of plasma was normal but the magnesium content was 
significantly low, Rf ack 

No correlation has been’ observed so far between the 
magnesium content of the plasma and the inhibition 
of glucose absorption. S 

B. G. MAEGRAITH, ~ t a 
M B ADELAIDE, M A, D PHIL. OXFD. 
A. R. D. ADAMS, 
M D LPOOL, MRCP, DTM.. 


, R. E. HAVARD, DMOXFD. 
J. D. KING, MB LPOOL. 
R. F. MILLET. 
Liverpool School of Tropical Medicine. 


COURSE ror DTM & H.—A course of instruction for the 
diploma is to be held at the London School of Hygiene from 
Jan. 7 to May 24. Further information is to be had from 
the registrar of the school, Keppel Street, WC. 
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‘REVIEWS 
Revive of Books 
History of Surgical Anesthesia 
Tuomas E. Krys. (Schuman. Pp. 191. $6.) 


THE field of ansxsthetic history is a wide one, but 
although it is skirted by a well-worn track it has never 
yet been fully explored and charted. Major Keys, in 
a book of 191 pages which he boldly entitles ‘‘ The wis tory 
of surgical anesthesia,’’ has made the familiar Pea sae 
with gusto, and reverently lights a small candle at each 
of the many shrines set up along the way ; but he treads 
so scrupulously in the footsteps of his predecessors that 
he does not always step aside where they tripped up. 
In his honest desire to mention every innovation in the 
history of anzesthesia, from the removal of Adam’s rib 
to the most recent discoveries of his American colleagues, 
he has been distracted from the historian’s task of describ- 
ing bygone ways and means, and of explaining why such 
and such a method or agent or apparatus made its 


appearance exactly when it did, and how and why its: 
It is this kind of 


use developed or was abandoned. 
information which is so sorely needed by those who wish 
to study anesthetic history. 


Aviation Neuropsychiatry 


R. N. IRONSIDE, MB, FRCP, consultant in neuropsychiatry 
to the RAF (Overseas): I. R.C. BATCHELOR, MB, medical 
officer i/c of a neuropsychiatric division in.a RAF 
general hospital (Overseas). (Livingstone. Pp. 167. 
8s. 6d.) . 


THis small book will be a useful guide to squadron 
medical officers in their care of aircrew. It is simply 
written and a large number of case-histories add to its 
interest. By the nature of the authors’ experience, upon 
which the book is wholly based, the text. is mainly con- 
cerned with psychological disorders arising from war- 
time flymg. The stresses to which aircrew have: been 
subjected in this war have been so great that the resulting 
neuroses have had very obvious mechanisms, and the 


resulting practice of psychiatry has been correspondingly . 


‘simple. The authors have had the disadvantage that 
most of the neurological and psychiatric data accumu- 
lated during the war are still on the secret list, and 
furthermore the technical advances in explosives and 
in methods of propulsion will make it unlikely that 
-conditions of flying similar to those which have led to 
-this book will be reproduced.’ Even :so the text. is 


of aviation medicine for whom it is intended, 


sufficiently topical to interest the group of practitioners $ 


~~ 


Plaster of Paris Technic 


E. O. GECKELER, MD, associate professor of srhopmaic 

surgery and chief of the fracture service, Hahneman 

Medical College, Philadelphia, (nae Pp. 220. 
* 168. 6d.) 

Tais war confirmed our belief in the value of 
immobilisation in wound treatment, and plaster came 
to be accepted as the immobilising agent of choice. We 
learned much about its. proper use: that stinking 
plasters soaked in pus are not a necessary accompaniment 


of wound healing ; and that slow centipede crawling of © 


epithelium across the wound from ‘its edges is bad, 
and invites gross secondary infection with scarring and 
_further tissue death. First-class surgery of wounds is 
“ essential, and those who received cases at the base soon 
came to know that the slovenly ill-applied plaster usually 
covered slovenly unkempt surgery. 

Craftsmanship is attained only by a sense of pride, 
by an innate desire to excel, by unwearying toil; but 
‘the craftsman needs training. A book on the technique 
of plastering has’ long. been needed, and this book will 
have a wide appeal; but much in it is disappointing 
or even misleading. The many photographs which 
illustrate the text lack teaching qualities.. No student or 
nurse could learn from them the best method of holding 


a limb during the application of a plaster—which is 


- 


even more important than the spreading of the plaster 
bandage 


book, and the orthopædic surgeon would not sanction 


- 


_ 


OF BOOKS 


small tables. 


itself. - The pattern technique of plaster , 
application—fostered by Trueta—has developed during . 
‘this war, éspecially for the spinal jacket and shoulder 
- spica } but the tyro could-not base his practice on this 
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some of the plasters shown. In a teaching book it is 
dangerous to state that ‘‘ immobilisation in the ‘ salute’ 

position is desirable for the adult shoulder’; or 
that ‘‘ a figure-of-eight plaster is the more satisfactory 
method for the child’s fractured clavicle.” Nor would 


“many countenance the picture of a ‘‘ heil Hitler ” position 


for correction of a child’s shoulder contracture; or a 
“ protection ” splint for the hand with plaster extending 
to the very tips of the fingers (which if adopted might well 
ruin many hands). Some of these methods may be all 
right for the skilled orthopedist, but the would-be 


teacher has a grave. responsibility : he must aim at 


teaching what is accepted as safe. Even some of the 
pictures showing orthodox plasters are by no means 


. satisfactory. Straight knee plasters are rarely to be 


advocated, and the spinal jackets and shoulder spicas 


‘are pictured with enormous—quite unnecessary—cut- 


out windows; the single hip spica needs to extend to 
the nipples if it is truly to immobilise. Necessity may 
force one to improvise equipment, but the young doctor 
should certainly not be encouraged to apply his hip 
spicas with patients lying-on upturned buckets, or his 
spinal jackets with patients stretched between two 
There must be very few emergencies 
where the patient cannot wait to have the plaster 
properly applied.. The axillary supporting strut, as 
pictured for the shoulder spica, is quite unnecessary ; 


it prevents the patient from putting on shirt and jacket 


and it will interfere with reabling. 

The young man needs to be told what position of the 
limb is best for recovery of rapid function; where to 
apply his strengthening slabs; how high the plaster 


should extend, and even how many bandages he should’ 


use. Only in one picture—a hip spica—are such slabs 
clearly marked, and most orthopedic surgeons would 
agree that they are not well placed. To make a plaster 
bed from bandages, as advocated, is not a good method 
(the broad sheeting commonly used in this country is 


much to be preferred); and thé warning signals of the 


impending vascular catastrophe have not been sufficiently 
underlined. 

Perhaps it is not too much to hope that something 
better than plaster-of-paris will emerge from the 


researches of this war and the development of plastics— 


something applied with a brush or spray, transparent 


to X rays, sterilisable, and washable s so that the. PUN 
can take his bath. . : 


Francois Magendie 


J. M. D. OLMSTED, professor of physiology, University l 


of California. (Schuman. Pp. 290. $5.) 


TxHIs book is not overloaded with technical matter.and 
may be read with pleasure by any layman with a scientific 
interest. The political background—the Revolution, 
the Napoleonic regime, the Bourbon restoration, the 


` revolution of 1830—and its repercussions on Magendie’s 


career are so interwoven with the development of his 
scientific achievement as to form a picture of the.time 
which is of great. historical interest. Inevitably, much 
attention is focused on the unfortunate Bell-Magendie con- 
troversy which raged throughout the middle of the ‘Jast 
century, and was revived in the pages of THE LANCET 
in 1911-12 in a dispute between Keith and Waller. 
In his fair and dispassionate summary of the contro- 
versy Professor Olmsted awards the greater share of the 
credit to Magendie. He draws a striking picture of 
Magendie’s versatility, which expressed itself in original 
work on cholera and rabies, i in the conduct of an extensive 
medical practice, and in anatomical and. physiological 
research, but‘is not blind to his faults. Magendie was 
capable ‘of arrogance and of jealousy, and his relations 
with his colleagues were not altogether harmonious ; 


-unreasonably obstinate at times, the man who had 
‘taught his contemporaries so much was behind them in 


recognising the infectivity of cholera, and lent his name 
to an obscurantist opposition to the introduction. of 
anesthesia in surgery. 

Magendie’s direct contributions to clinical medicine 


were small as compared with his indirect ones, but he — 


did an outstanding service in protesting against the 
indiscriminate’ venesection which was the sheet-anchor 
of contemporary therapy. The volume is an important 


‘contribution to medical -biography. 


t 
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| ` Charter for Nurses 


Now that patients are suffering for lack of nurses, it 
becomes imperative to make nursing as attractive an 
occupation as it ought to be. In their memorable 
statement?! issued last weekend, the MINISTERS of 
Harn and LABOUR, and the SECRETARY of STATE 
for ScoTLAND, point out that proper staffing of the 
hospitals is vital to the success of a National Health 
Service, and they outline measures of reform on which 
‘they have secured agreement with the organisations 
concerned. 

Reviewing the present position, they estimate that 
we need at once 30,000 nurses and midwives and 12,000 
domestic workers. Causes of the shortage of nurses 
and midwives include the growing demand for better 
-eare, the increase of births, and the overwork of 
existing staffs. Certain steps towards improvement 
have already been taken : allowances are to be given 
to men and women who take up nursing when they 
leave the Forces or other forms of national service ; 
lacal authorities are being persuaded to establish 
pre-nursing courses ; grants are made to women who 
‘wish to qualify as sister tutors ; a remission of six 
months’ training for the State register is allowed to 
suitable members of the Civil Nursing Reserve ; and 
the grade of assistant nurse offers a professional status 
to those who cannot face the full course of training 
and its examinations. But these measures are 
clearly insufficient, and the Ministries have therefore 
drawn up two codes governing conditions of service— 
one for nurses and midwives, the other for domestic 
staff—which they hope will overcome many current 
objections to nursing and help to secure a uniformly 
high standard in all hospitals. Changes calling for 
building labour and materials must wajt, but many 
others can be made immediately. When the proposed 
National Health Service is set up, “‘ it will become the 
responsibility of every hospital taking part in it to 
observe these conditions.” 

Nurses in training are henceforth to be regarded 


` primarily as students, and given enough time for study 


—if possible on the block system. ‘Training schools 
-should have a preliminary .training school, which 
might serve more than one hospital. 
-staff will be asked to see that lectures are arranged so 
as not to interfere with the off-duty time and sleep of 
night nurses, and every candidate for an examination 
is to be relieved of hospital duty for at least one full 
day before ‘the examination begins. Salaries have 
already been considered by the Rushcliffe Committee, 
-but this body has now revised its recommendations 
for the salaries of qualified staff nurses, ward sisters, 
and enrolled assistant nurses. On the new scale the 
staff nurse receives £120 rising to £180 a year, the 
ward sister £160 rising to £260, and the assistant nurse 
£90 rising to £160 ; board, lodging, and other emolu- 
ments are also provided. These salaries represent 
an increase of £40—60 on those previously suggested. 


1. Staffing the Hospitals. H.M. Stationery Office. Pp.19. 3d. 
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‘intervals of six*months or a year. 


The medical ` 
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State-registered nurses and other trained staff,' and 


enrolled assistant nurses, “‘ should be readily permitted 


to live out.” No mention is made, however, of what 
allowances should be paid to those who choose to 
do so—a point on which the Rushcliffe recommenda- 
tion was far from satisfactory, since the sum suggested 
was less than the assessed value of the total emolu- 
ments. Encouragement of trained staff to seek a 


~ normal social life outside the hospital is welcome ; but 
it must have suitable financial backing if it is to be 


more than a gesture. 

The Government lay down that for nurses the 96. 
hour fortnight is the proper standard, but admit that 
it is not yet always possible to attain it. The 
announcement that the MINISTER of HEALTH and the 
SECRETARY of STATE for ScOTLAND intend to “ fix a 
date on which the 96-hour fortnight should come into 
universal operation for hospital nurses, as soon as 
circumstances permit ” is cheering, and we must hope 
that there will be little delay in introducing a measure 
so long overdue. Even if the fixing of a date meant a 
temporary closure of more hospital wards, the influ- 
ence on recruitment would probably be such as to turn 
the loss quickly to gain. As for off-duty time, the 
code states that it should be fixed well in advance, and 
the rota maintained as far as possible without changé 
—principles on which well-run hospitals have long 
acted. Trained staff and enrolled assistant nurses 
are not to be required to return by a specified hour if 
they go out in the evening, though they may reason- 
ably be asked to notify in a book their intention to be 
out late. Student nurses and pupil assistant nurses 
are to be granted late passes in numbers conforming to 
those usual in training colleges and other institutions 
where girls of the same age live and study. All nurses 
should have a whole day off each week, free weekends 
periodically, and a paid annual holiday of four weeks, 
of whichat least two must be consecutive. Theirhealth 
should be supervised by a senior physician ; they 
should be examined on admission and afterwards at 
Full and confiden- 
tial records should be kept, and any nurse who is ill 
should be expected to report immediately ; she 
should be seen by the physician, in private if she - 
wishes, and should not return to duty till he pro- 
nounces her fit. Early in training all nurses should be 
taught about infection and precautions against it. 
Those nursing infectious diseases (including tuber- 


-culosis) should submit to appropriate tests at their 


six-monthly examinations, and be protected by 
immunisation when means exist. 

The code is agreeably emphatic about food: 
“ Nurses should have three good meals a day besides 
a mid-morning snack and tea. . . . Hot drinks, and 


- suppers or light snacks, should be available for ñurses 


returning from off-duty periods late at night.” ` 
Catering on this level would be a clear advance on 


common practice in many hospitals, and should be 


enforced early. Meat, fish, green vegetables, salads, 
fruit, and milk are mentioned as important items in 
the nurses’ diet, and the code requires that nurses on 
night duty should not have to cook for themselves, 
but should be allowed time for a proper meal in a room 
away from the ward. The section on accommodation 
will have more interest in a year or two when building 
can start. The standards laid down for the size of 
bedrooms, and for washing facilities, libraries, reading- 
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rooms, and rooms for entertaining are adequate with- 
out being lavish, but are well beyond those of many 
old nurses’ homes still in use. The code emphasises. 


that nurses should be free to entertain friends of either 


sex in the reception rooms. In off-duty hours, it is 
held, they should have the same scope as other people 
for unrestricted use of their leisure, and at meal-times 
they should be regarded as off duty.. They should be 


encouraged to develop outside interests, and be helped ~ 


if necessary by special transport to towns; but 
recreations inside the hospital are also favoured. It 
is good to note that the nurses’ home is to be in charge 
of a qualified or experienced woman, not necessarily a 
nurse, who is to be directly responsible to the hospital 
authority. The need for ward discipline is recognised, 
but unnecessary rules should be discarded and the 
reasons for the necessary ones should be explained. 
The code lays special emphasis on nurses’ councils 
which should represent all grades, and freely discuss 
with appropriate officers matters touching the work, 
efficiency, wellbeing, or comfort of the nursing staff. 
No obstacle should be put in the way of professional 
organisations and trade unions representing their 
members in negotiations with the governing body. 

Domestic work is to be in the hands of orderlies 
and domestic staff, and the code for domestic staff 
is on equally liberal lines. The most important step 
recorded is the formation last week of a national 
` joint council, representing organisations of employees 
and employing bodies in the hospital services, to 
formulate agreed terms of service for domestic staff 
and non-nursing staff. The Government are to be 
congratulated both on the codes and on their success 
in winning agreement on them. It is of special 
interest to us to see that they embody many of the 
recommendations made by Tae Lancet Com- 
mission on Nursing in 1932, which are now Paced 
by Government authority. 


Tuberculosis i in Childhood 


WITH rarest exceptions, we are born free from tuber- 
culous disease. The chances are that in course of 
time most of us become infected, either by the 
inhalation of droplets coughed up by someone with 

‘open ” sputum-positive disease, or by the ingestion 
of tuberculous milk or other contaminated material ; 
whereupon the primary complex is initiated. At the 
site of invasion the bacilli are immobilised by neutro- 
phil cells and a small exudative focus is formed which 
rapidly caseates. The glands draining this focus are 
likewise infected and also undergo extensive caseation. 
At this stage the disease is radiologically patent 
although often symptomless clinically. Usually the 
illness is brief and featureless, simulating © influenza ”’ 
and too often labelled “ a chill ” 
the focus and lymph-nodes calcify, and normal health 
is recovered. But such is not always the case. In 
this issue Dr. Hurrorp recalls that in childhood 
primary infection may give rise to an illness lasting 
many months. He finds with Branpy ' that healing is 
disappointingly slow and appears to be little affected 
by any form of adjuvant therapy. Careful super- 
vision, rest in bed under sanatorium conditions with 
ample food and fresh air, and complete severance 
from sources of possible superinfection seem all that 
can be done to nip the child in his battle. The 


1. Brahdy, L. Indust, Med. 1940, 9, 139. ` 
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infected child, moreover, does not always recover ; — 
of those infected in infancy many die. The prognosis 
for all age-groups.with the primary complex is 
undoubtedly better than it was, but even now 
WALLGREN ? finds that 37% of babies infected with | 
tuberculosis die before the age of 12 months. _ 

Most of us recover from the primary infection, but 


our tissues have become sensitised to bacillary 


products and will respond ‘differently to the next 
seeding of the bacillus. We are now Mantoux- 
positive, and any tuberculosis we may later develop 
is apt to be “adult” and “ulcerative” in type. 
Fresh seeding may occur by “ direct but insidious 
growth of the initial lung lesion,” -or by: hæmato- 
genous or bronchial spread from lesion or lymph-node, 
according to BRiEGER* and others of the “ endo- 
genous ” school. of thought. In addition the possi- 
bility of an entirely fresh infection or superinfection 
from an exogenous source cannot be excluded. It is 
impossible to believe that a child with a healing or 


healed primary complex can remain unscathed if 


exposed to massive and repeated infection supplied 
by a careless sputum- positive contact. The most 
confirmed “ endogenist ” can hardly regard segrega- 
tion during the primary complex as a belated locking 
of the stable door. 

In his Varrier-Jones memorial lecture Dr. Mon- 
ORIEFF lays great emphasis on‘the necessity of recog- 
nising tuberculosis in the child. Not only may the 
child’s prognosis be improved by careful conservation 
during his primary complex, but the source of infec- 
tion can often be tracked down, and steps taken to 
render it innocuous by segregation, sputum-conver- 
sion therapy, or education along Papworth lines. ` Un- 
fortunately the open cases are always in our midst. 
The diagnosed TB-positive cases at large in 1920 were 
said (by VARRIER-JONES *) to number 40,000. Poyn- 
TON Dick 5 calculates that in the county of Middlesex 


alone there are probably some 3000 undiagnosed cases 


of active pulmonary tuberculosis in the 14-55 years 
age-group, about a third of which TRENCHARD * would 
expect to be TB-positive. To unmask these 1000 
unwitting and therefore most highly dangerous sources 
of fresh infection amid the 2,000,000 population -of 
Middlesex would require 26 mass-radiography teams 
working flat out for a whole year. Witch-hunts on 
that scale throughout the United Kingdom are obvi- 
ously impracticable. A far less: formidable under- 
taking would be the periodic Mantoux-testing of all 
school-children. This has been done for some years 
at grade-schools in Minneapolis by MYERS and others,” 
whose results are striking enough. In 1926, when it 
was first done, 22% of the children were Mantoux- 
positive at the age of 6 years, and 70% at the age of 
14 years, with an average of 47-33%. In 1936 the 
investigation was repeated and 14% were found posi- 
tive at 6 years, 26% at 14 years, with an average of 
18-9%. In 1944 the figures had dropped further to 
2-1% at 6 years, and 12-5% at 14 years, with an aver- 
age of 7-7°%. This decrease in childhood morbidity 
did not happen by accident : it was brought about by 
political propaganda and strenuous and successful 
. Wallgren, A. Amer..J. Dis. Child. 1041, 61, 577 . -` 

. Brieger, E. M. The Papworth Families,’ Papworth, 1944, 

- Varrier-Jones, P. J. St. Med. 1920, 28, 12. 

. Dick, W. P. Brit. med. J. Oct. 27, 1945, p. 568. 

. Trenchard, H. J. Lancet, 1945, in the press. 


. Myers, J. A., Harrington, F. E., Suarez, E.G. Ji Amer. med. Ass. 
1945, 128, 852. l : ` 
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efforts to make the populace tuberculosis-conscious. 
Sanatorium accommodation was doubled, 60 beds 
were provided for children sick with primary infec- 
tions, and cattle-testing was enforced not only locally 
but also in neighbouring States which might transport 
_dairy products to the city! There is, alas, no pros- 
pect of. our British sanatorium accommodation 
growing to adequate dimensions in the immediate 
future, nor can we hope yet awhile for any nation-wide 
organised scheme whereby Mantoux-negative children 
may be evacuated from infectious households. 
‘remains only the Papworth principle ; the control of 
the tuberculous environment by planned housing 
conditions, adequate food-supply, assured employ- 
ment and social security, and, above all, by education 
of the individualand enlightentnent of public opinion. 


It'is indeed heartening to read of the surprising and 


ainexpécted success of this great experiment. It 
seems incredible that children should thrive as well in © 
a < consumptive colony ’’ as elsewhere—and even 
‘better. But it is undoubtedly true, and therein lies 


our hope. 
= Paludrine 
` Fox three centuries quinine and the other cinchona 
alkaloids were accepted as the only drugs effective 
against malaria in man. Their employment was at 
first purely empirical, and their mode of action has 
not even yet been decisively determined. After the 
1914-18 war the German chemical industry produced 
pamaquin (then called plasmoquine), a complex quino- 
line derivative which proved lethal to the gameto- 
‘eytes of the human malaria parasites but had only 
a limited action on the asexual forms. Later mepa- 
crine (atebrin), an acridine derivative, was introduced 
and extensively used as an alternative to quinine 
in the prophylaxis and treatment of malaria. The 
action of mepacrine closely resembles that of quinine 
. in that the drug destroys the asexual forms of the 
-haman parasites. but does little to the gametocytes. 
Neither ‘drug -is a causal prophylactic, for neither 
. prevents infection; but.either, if taken regularly, 


-controls multiplication of the parasites and prevents. 


-illness arising from unhindered increase of the asexual 
forms. 

For some years the chemical industries of this and 
other countries have sought a synthetic compound 
more effective and less toxic than either quinine or 
-mepacrine in the prophylaxis and cure of malaria. 
_ Early in 1943 Imperial Chemical Industries elaborated 
an entirely new series of chemical compounds, and 
found some of them to be therapeutically active on 
-the malaria parasites of birds. The pharmacology of 
-these compounds was next studied in small mammals, 
and one of them, 2666, was selected for trial in the 
human malarias.! © In the tests thus begun in the 
` wards of the Liverpool School of Tropical Medicine. 
2666. was shown to exert little if any action in natural 
human malarial infections, and it gave rise to certain 
undesirable side-effects which precluded its use in 
man. A second compound, 3349, was then given 
-to some hundreds of malaria patients with, in every 
case, a therapeutic result comparable to that obtain- 
able with mepacrine or quinine. The clinical attack of 
‘malaria—whether benign tertian, malignant tertian, 


1. The constitution of this substance and the others mentioned by . 


~ . number in this article will be published in the December issue 
y ofthe Annals of Tropical Medicine and Parasitology. 


There 


ovale tertian, or quartan—was rapidly terminated, 
with disappearance of the asexual forms of the para- 
sites from the blood. In the absence of further 


treatment, however, a considerable proportion of the 


cases relapsed ; and, though 3349 was less toxic than 
its predecessors in the series, it nevertheless caused . 
nausea and vomiting in some of the men treated with 
it, and its range of safe effective dosage was no greater 
‘than that of mecaprine.. The compound 4430 fol- 
lowed, and similar results were obtained ; the asexual 
parasites were removed from the peripheral: blood— 
the gametocytes being unaffected—but rathef less 
than half the -patients were finally rid of their infec- 
‘tions. 

While 4430 was being tested clinically, a further . 
member of the series, 4888, was found to produce 
“sterilisation ” of birds infected with Plasmodium 
gallinaceum; it destroyed not only the asexual 
forms circulating.in the peripheral blood, but also the 
 exoerythrocytic forms. The possibility arose that 
_ this drug might have a similar action on the (so far 
hypothetical) exoerythrocytic forms of the malaria 
parasites of man—more particularly P. vivax, whose 
tendency to relapse for a year or two after acquisition 
has been attributed to an exoerythrocytic cycle. The 
ensuing trial showed 4888 to be devoid of toxicity 
to man over an extraordinarily wide therapeutic 
range (the therapeutic index is about 100), and to be 
therapeutically effective against the asexual forms of 
the parasites, though inert against the gametocytes. 
Unfortunately the hoped-for sterilisation was not 
always attained, and it is not yet known whether 
the drug significantly lowers the -relapse-rate. 
Nevertheless, ‘ Paludrine,’ as 4888 has been named, 
is apparently at least as effective as mepacrine 
in the therapeutic treatment of malignant tertian 
and benign tertian malaria; it is free from the 
unpleasant skin-staining associated with mepacrine ; 
it appears to be safer than mepacrine, since no toxic 
effects at all have yet followed its use in dosage far 
beyond what is therapeutically effective; and it 
should be easier to produce—and therefore cheaper 
—hecause it is chemically less complex than 
mepacrine. 

On the evidence so far before us it would be unwise 
to make further claims. A controlled experiment, 
however, has suggested that paludrine, besides its 


| therapeutic virtues, has the great advantage of being 


a causal prophylactic against P. vivax. Should this 
property be established by further work, we may 
expect it to prove the best antimalarial drug so far 
discovered. Moreover, the series to which it belongs 
has not previously been investigated, and the new 
work may open a new field in the prevention and 
treatment of the protozoal infections. Whether 
or not such hopes are fulfilled, the success already 
achieved is greatly to the credit of the chemical and 
medical investigators who have so long worked 
together to this end. Paludrine was conceived and 


synthesised at the ICI laboratories by Mr. F. L. 


Ross and Mr. F. H. S. CURD, and biologically tested 
there by Mr. D. G. Davey: Clinical trials at the 
Liverpool School of Tropical Medicine were under-’ 
taken by Dr. A. R. D. Apams and Prof. T. H. Davry, 
later joined by Prof. B. G. MazGrarirn. In addition, 
field tests have been made by Brigadier HAMILTON 


FAIRLEY, FRS, in Queensland. 
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BULLETIN 


THE Bulletin of War Medicine announces its forth- 
coming demise, scheduled for August of next year when 
the sixth volume will be completed. The time has not 
yet come for an obituary notice, but we may appro- 
priately express the admiration felt by all the many 
readers who have come to regard the Bulletin as entirely 
suited to its purpose. In their announcement that the 
end is coming Dr. Charles Wilcox and Dr. F. H. K. 
Green point out that this purpose need not be quite the 
same henceforward, since “it should become pro- 
gressively less necessary to take into account the require- 
ments of medical -officers serving overseas.” In the 
remaining issues, therefore, the papers chosen for 
abstract will be ‘‘ those of historic interest in relation 
to the medical aspect of the war, in the main excluding 
papers of a more ‘ general’ bearing, unless they contain 
data of exceptional importance or are written in foreign 


languages, especially Russian.” Arrangements have been - 


made with HM Stationery Office,for all back numbers 
to be kept in type for the time being. It should thus 
be possible to meet the demands of European libraries for 
complete sets of this valuable record of medical work 
during the years of war. 


EARLY DIAGNOSIS OF INFECTIVE HEPATITIS 


Tue difficulty of recognising infective hepatitis before 
the appearance of jaundice or biluria is appreciated by 
' anyone who has had to deal with an epidemic. The 
clinical onset may be abrupt or insidious, and, although 
the commonest symptoms are anorexia, vomiting, 
and pyrexia, the patient may first seek medical advice 
with no other complaint than lassitude or malaise, or 
produce some misleading sign such as a generalised rash. 
A temporary remission of symptoms often follows, and 
it was not uncommon for soldiers in the Middle East to 
be returned to the front from a field ambulance after 
what was apparently a mild attack of “flu,” only to 
reappear a week or so later with frank jaundice. An 
obviously tender or enlarged liver will be a valuable 
clue, but it is probably fair to say that almost any 
symptom which is not purely respiratory or surgical 
in origin, occurring in contacts during an epidemic, may 
rates an attack. Moreover it is during the prodromal 


“ pre-icteric ” stage that the patient is probably most . 


sufsetions and the symptoms usually most severe; so 
some simple test which could assist in early diagnosis 
-of the disease would be of considerable value in its 
treatment and control. 
‘Recently Gellis and Stokes! have adapted the little- 
known methylene-blue test for bilirubinuria (first devised 
in 1931 by Franke 2) for the early detection of infective 
hepatitis in the US Army in the Mediterranean. Thirty- 
three patients tested in the pre-icteric stage gave positive 
results 1—6 days before jaundice appeared ; in 11, positive 
tests were obtained more than 3 days before the jaundice ; 
and in 12 patients tests were positive while the serum 
icteric index was still normal. A thousand control 
patients, not suffering from infective hepatitis, all gave 
rae eae tests. The test consists simply in adding a 
0:2% aqueous solution of methylene- blue drop by drop 
to 5 c.cm. of an early-morning specimen of urine and 
recording the number of drops necessary to change the 
resulting colour from green to blue (viewed by daylight) ; 
if more than 4 drops (calibrated 20 per c.cm.) are neces- 
sary, the test is positive. The rationale is still somewhat 
obscure: Gellis, Stokes, and their colleagues think 
that the green ‘colour is mainly due to a blending of the 
yellow urinary pigments with the blue of the dye, but 
partly also (in positive tests) to the formation of a new 


1. Gellis, S. S., Stokes, J., jun. J. Amer. med. Ass. 1915, 128, 782. 
2, Franke, K. Med. Em: 1931, 27, 94. 
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green compound of bilirubin and methylene-blue. 
' Presumably the bilirubin is oxidised and the dye reduced 


to its leuco-derivative ; in practice, anyway, the test 
appears to act as an indicator of the presence of signi- 
ficant amounts of bilirubin in the urine. 

In this issue Dr. Pollock demonstrates that liver 
function is disturbed early in the disease and that the 
bromsulphalein-excretion test and a sensitive test for 
the detection of bilirubin in urine described by Hunter °? 
can both be used for diagnosis in the pre-icteric stage. 
The bromsulphalein test, though more sensitive, is not 


so specific; and, as it necessitated two venepunctures, 
it cannot be conveniently used on a large scale. In. 


Hunter’s test, the bilirubin in an early-morning specimen 
of urine is concentrated by adsorption on to a barium- 
sulphate precipitate and detected by Ehrlich’s ‘diazo 
reaction ; though not quite’so simple as the methylene- 
blue test it is probably more accurate and can easily be 
performed in any small laboratory. Pollock says that 


Hunter’s test is never positive in healthy people, and © 


38 of 44 cases of infective hepatitis gave positive tests 
in the pre-icteric stage—up to 9 days before the appear- 
ance of jaundice. His results also show that biochemical 
tests have not helped much in the differential diagnosis 
of malaria and infective hepatitis (an ever-recurring 
difficulty in the Middle East). Bilirubinuria may occur 
both in malaria and glandular fever, and it is here 


particularly that the blood-picture is of more value — 


than the biochemistry. In hitherto unpublished work 
Miles has shown that the blood-picture in the early 
stages of infective hepatitis—a neutropenia with a high 
proportion of ‘‘ plasma ” cells—is characteristic, and a 
white-cell count may often, in the hands. of experts, be 
of considerable diagnostic value. 

From a practical point of view the need is for a simple 
laboratory test, and one that will not greatly incon- 
venience the patient. .Both the methylene-blue and 
Hunter’s tests fulfil these criteria, and it remains to be 
seen whether their extended use will confirm the first 
promising reports of théir value. 


NEW HEARTS FOR OLD 


Since 1938 Nikolai Sinitsin of the Gorky. Medical 


Institute, Moscow, has been studying transplantation 
of the heart in vertebrate animals, and in a preliminary 
note * he has lately reported some amazing success. In 
the frog he succeeded in removing the heart and trans- 
planting another heart into the same pericardium. 
After this operation some of the frogs survived for more 
than six months and spawned in a normal way. Micro- 
scopical examination at the end of this period showed 
the structure of the heart to be normal. Sinitsin next 
worked with rabbits, cats, and dogs. In these animals 


he transplanted a second heart into the neck, with both 


halves of the transplanted heart, arterial and venous, in 


circuit with the host’s girculatory system. ‘These animals’ 


are said to have withstood the operation with very slight 
loss of blood and ‘with no apparent effect on the work 
of their own hearts ; 
reacted normally to external stimuli, such as light, 
sound, and pain. The transplanted hearts retained their 


own individual rhythm which is usually slower than that - 


of the host’s heart. The experiments are being con- 
tinued with a view to discovering how long the animals 
can be kept alive and to investigate the possibility of 


transplanting hearts into the abdomen. This remarkable - 


technique should throw light on the neural control of the 
heart and the means whereby this control develops. 
It should also be of great assistance in investigating the 
effect of drugs on the heart. But the hitherto insuperable 
difficulty of persuading a homograft to survive will have 
to be overcome—not to mention the appalling technical 


. Hunter, G. Canad. mar Ass. J. 1930, 23, 823. 
i Natures kand, Nov. 3, 1945, p. 536. 
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problems—before its. more sensational applications 
to man can be explored. Forty. years ago Höpfner was 
transplanting organs by blood-vessel anastomosis, but 
progress has been held up’by the difficulty of overcoming 
the effects of iso-antigenic differences between trans- 
planted organ and host. 


l BACITRACIN : A NEW BACTERIAL 
CHEMOTHERAPEUTIC DRUG 


ANYONE who watches the behaviour of contaminants 
on bacteriological plates will see that many strains of 
gram-positive sporing aerobic bacilli inhibit the growth 
of neighbouring eolonies of other organisms. This 
observation, first recorded in the last century, has been 
confirmed and expanded by a score of workers since 
1907; From the beginning there was general agreement 
_ that definite chemical substances with antibacterial 
properties were concerned, and most workers found that 
they had a lytie effect and were active against gram- 
_ positive bacteria. A few workers noted an action 
against the tubercle bacillus. The active substance 
elaborated by.the bacteria has only in a few instances 


been purified or chemically characterised. Hettche 


and Weber 1 thought that fatty acids and iso-valerianic 
acid were largely responsible. Dubos and Hotchkiss 2 
obtained two crystalline polypeptides, gramicidin and 
tyrocidine, which have been extensively investigated ; 
the crude mixture of the two, tyrothricin, hag been 
successfully used as a local application. Hoogerheide °? 
obtained the same substances from another strain, and it 
is likely that they were also present in the impure product 
obtained. by Stokes and Woodward.‘ Jansen and 
Hirschmann * separated a substance, subtilin, which was 
apparently, quite different from tyrothricin. Gause and 
' Brazhnikova * and their collaborators isolated, investi- 
gated, and made clinical use of a crystalline polypeptide, 
similar to but apparently not identical with -gramicidin 
or tyrocidine, which they called gramicidin S. 
Now from Columbia University comes’ a preliminary 
note on another of these bacterial antibacterial sub- 
stances. A gram-positive aerobic sporing rod produced 
an antibacterial substance in broth and synthetic media 
which has been named bacitracin. The crude brew 
inhibited a hemolytic streptococcus when diluted 1 in 
2000 to 1 in 10,000. Among the most susceptible 
organisms were f£-hemolytic streptococcus, pneumo- 
coccus, some of the clostridia, anaerobic staphylococci, 
and some strains of anaerobic streptococci. Gram- 
negative bacilli were insensitive.: The substance was 
soluble in water and butanol, through which extraction 
was accomplished. It was unstable to alkali, but stable 
to acid and to heating at 100° Cfor 15 minutes. Impure 
extracts were non-toxic to animals (no indication of the 
size of dose was given) and not irritating to the con- 
junctiva. After subcutaneous injection in man “ blood 
levels ” were obtained. No experiments on the effect 
of body fluids or pus on the antibacterial activity were 
recorded. Animal-protection tests showed that this 
substance takes a place with those very rare drugs, the 
true chemotherapeutic agents. Protection was afforded 
to mice against streptococcus infection and to guineapigs 
against gas-gangrene (C. welchit or C.'septicum). In the 
guineapig experiments the initial dose of the drug was 
mixed with the anaerobic bacilli and the two injected 
together, and thereafter injections were given 3-hourly 
subcutaneously ; 80% of the guineapigs survived. In 
_ the mice 80% survival was claimed after a single injection 
1. Hettche, H. O., Weber, B. gich, Hyg., Berl. 1939, 123, 69. 
2. Dubos, R. J. J.e: xp. Med. 1939, 70, I and II. tchkiss, R. D., 
Dubos, R. J.-J. biol. Chem. 1940, 132, 791, 793. Ibid, 1940, 


136, 863. Teed: 1941, 141, 15 
; Hoogerheide, J. C. J. Bact. 1920, 40, 415. J. Franklin Inst. 


. Stokes, J. L., Woodward, C. R. jun. J. Bact. 1942, 43, 253. 
. . F, irschmann, D. J. Arch. Biochem. 1944, 4, 297. 
. Gause, G. FoB B 


M. G. Lancet, 1944, ii, 715. 
` jones , Anker, H., Meleney, F. r Science, 1945, 102, 
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into the peritoneal cavity, which was the site of infection. 
The drug was also active when injected into a distant 


_place—the true chemotherapeutic .effect—for 30—40% 


survived after a single subcutaneous injection and 80- 
90% after repeated 3-hourly subcutaneous injections. 
Results comparable with those of penicillin were said 
to be obtained in the local treatment of infections in 
man caused by susceptible organisms. On the evidence 
so far presented, the new drug seems to. affect a similar 
range of bacteria to penicillin. 


HOLIDAY CAMPS AND STAGGERED HOLIDAYS 


UNDER the new Education. Act disparities between 
holidays in primary and secondary schools seem likely 
to disappear. At any rate, there is to be the same length 
of time and number of terms in all London County Coun- 
cil schools 1—namely, 60 days’ holiday and three terms. 
Christmas and Easter holidays will be 12 days each ; 
summer holidays will be 25 days in primary and 30 in 
secondary schools ; there will be 10 special holidays in 
primary schools during - the year, and 5 in secondary 
schools, and all schools will have one day at Whitsun. 

The problem of holidays is not without its difficulties 
in view of variation in home circumstances. To many, 
time away from school may be as educational as that 


spent with the teacher : such children usually come from 


good homes and have the love and interest of their 
parents, and for them a long holiday isa boon. To many 
others, whose homes are in slums and whose parents have 
little time or opportunity either to cherish or to interest 
them, the long holiday may be a period of steady falling 
back from the school standards. It is not uncommon for 
school medical officers to see deterioration in standards © 
of cleanliness in such children at the end of the school 
holidays. Thus the London County Council are pro- 
bably wise to continue the shorter summer holiday for 
primary schools by the expedient of allotting them double . 
the number of special holidays, the extras to be taken at 
the discretion of the managers. | 

The whole subject of school holidays, however, is likely | 
to come up for review as a result of the report ? made to 
the Minister of Labour, by the Catering Wages Commis- . 
sion, on the staggering of holidays. They found that the 
difficulty of distributing visitors to holiday resorts more 
evenly through the warm months of the year is largely 
bound up with the well-established custom of taking the 
family holiday in August, when the children are free. 
In 1938 thé Board of Education conceded that children 
at elementary schools might be absent from school for a 
week to take a holiday with their parents, and the 
Education Act of 1944 extends this concession to 
secondary schools and lengthens the allowed period to a 
fortnight. But neither parents nor school authorities 
would wish to see wide use made of this privilege, and 
the Commission feel that the situation would be much 
better met by moving the external examinations to 
March, or even to December. This would have the 
advantage of giving the childrén at least a term at school | 


after the.examination, in which they can enjoy some 


general education outside the pattern of a fixed syllabus. 
This change would make it possible to arrange that whole 
towns could take a week’s holiday at a time, on the plan 
of the Lancashire ‘Wakes Weeks; these town holiday 
weeks could be staggered through the months of June, 
July, and August. There are other difficulties about | 
staggering holidays—to do with train services, entertain- 
ment programmes at holiday resorts, and the August 
bank holiday—but all these can be overcome by taking 
thought, as the Commission have shown. Change of the 
school examination dates, however, seems to be a key 
reform. | 

Children’s holidays are long enough to allow for another 
experiment, and we are glad to hear that LCC secondary- 


Report to the LCO Education Committee, Oct. 24, 1945. 
- HM Stationery Office, 1945. Pp. 24. 6d. 


642 THE LANCET] THE COLLEGE 


school children (approximately 13,000 annually) are to 


use experimentally three of the war-time camp schools . 


built for evacuees. The camps will continue to be 
operated by the Camps Corporation, a non-profit-making 
concern, and the average all-in cost per head of approxi- 
mately 41s. 6d. will be borne by the LCC with contri- 
butions, not exceeding the cost of food, by parents 
according to means. It is intended that parties of not 
less than 20 should go from each school for periods of not 


less than two weeks or more than one term between . 


March and November. The camp school is a practical 
expression of the findings of the Fleming Committee that 
children benefit from the experience of living together 
in a youthful community: | 


THE COLLEGE OF SURGEONS 


RESISTING the temptations of pessimism, the Royal 
College of Surgeons proposes to be both better and bigger 
after the war. The report of the council for the year 
ending last July describes preliminary and multifarious 
activities. Dr. R. A. Willis, the first Collins professor 
of human and comparative pathology, has begun the 
reconstruction of the pathological museum; Mr. F. 


Wood Jones, FRCS, FRS, the first Collins professor of | 


human and comparative anatomy, will leave Manchester 
for London very shortly; the.reorganisation of the 
library is well in hand ; and Dr. John Beattie, Bernhard 
Baron research professor, who took part of the laboratory 
staff to Holland to investigate the treatment of starva- 
tion, will be continuing his studies of growth and repair 
following deprivation and trauma. It is intended that 
ophthalmologists and otolaryngologists wishing to become 
fellows shall be allowed to take final examinations in 
their own subjects rather than in general surgery, and 


the council hopes to institute a fellowship in dental > 


surgery (FDS). To give “interested persons” a 
suitable association with the college and its museum, 
the council has agreed to appoint research associates of 
the college. During the year three more societies were 
granted the use of the joint secretariat at 45, Lincoln’s 
Inn Fields—namely, the Association of Municipal 
Specialists, the British Association of Urological Surgeons, 
and the Association of the Honorary Stafis of the Major 
(Non-teaching) Hospitals of England and Wales. Monthly: 
subscription dinners are now held at the college for 
fellows and members of the college and members of the 
Societies linked with it through the joint secretariat, 
and for their guests. 

` Those who hoped for the association of the three royal 
colleges of London under one roof will be disappointed 
by the decision of the College of Physicians to remain 
in Pall Mall ; though this decision is evidently reasonable 
on financial grounds. But even if the colleges are not 
to share buildings, they must often share policies, and 
many of their common purposes will be served if they can 
draw still closer in counsel. 


IN MANY COUNTRIES 


“The small effort can sometimes begin while 
' effort is still in the stage of negotiation.” : 
Tue Friends Relief Service have again and again 
proved the truth of this statement, taken from their 
annual report for 1945. During the war members 
worked mainly among distressed people in Great Britain, 


the large 


but since the victory days they have beea turning their ‘ 


thoughts to Europe. When the report appeared 90 
members were already overseas, and more were waiting 
for transport or in training. Some 40 tons of clothing 
had been sent to Imrope, £4000 had been spent on 
vehicles, and £14,000 worth of food and other supplies 
had gone ahead. The report, illustrated with moving 
photographs, tells of work in France, Germany, Greece, 
Poland, and at home. In all these places there are 
people suffering through war, homeless, hungry, friend- 
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less, hurt physically or mentally. The ‘‘ small effort ” 
can begin at once on the task of easing their misfortunes. 
To do the work the FRS need more money this year 
than they have had to ask before. Last year they 
asked for £42,000; this year £100,000 will be required. 
They are relying on the Society of Friends and the 
general public to meet this need. Cheques may be sent to 
Barclay’s Bank Ltd., 161, Euston Road, London, NW1. 


-RONTGEN CELEBRATIONS 


We are told that Nature never proceeds by leaps; 
medicine certainly does. The discovery of a principle, or 
of a new tool, leads to an era of rapid advance, and the 
summation of these advances produces what we term the 
““ corpus of knowledge ” which the doctor possesses at any, 
one time. With the discovery of principles we associate 
immortal names: ‘Harvey, Jenner, Pasteur. With these 
tools we associate names no less immortal : Leeuwenhoek, . 
Helmholtz, Laennec, Réntgen. We are met to commemo- 
rate the last of these great men. Shall we rise for a minute 
in his honour?—Lorp HORDER at the Royal Society of 
Medicine, Nov. 8. 

In this spirit a dozen learned societies celebrated last 
week the fiftieth anniversary of the discovery of X rays. 
It is difficult, said Sir Lawrence Bragg, FRS, to find any 
other preliminary discovery which has led to such vast 
results in all branches of science. Réntgen’s early papers 
Were impressive evidence of his grasp of the implications 
of what we are apt to regard as a chance discovery. To 
the world at large, as Sir Henry Dale, PRS, pointed out, - 
much of the early interest in X rays centred round their 
potential value to medicine and surgery, and this interest 
has steadily grown. The contributions of many speakers 
displayed the great extent of medical radiology today, 
and its enduring promise. Every radiologist, said Dr. 
A. E. Barclay, should be an investigator ; and he pleaded 
for the further study not only of X rays in the treatment 
and diagnosis of disease but also in the investigation of 
normal function. “In their routine work radiologists 
study the pathological with infinite pains; but how 
many of them have adequate facilities for studying the 
normal, on which their interpretation of the pathological 
should be based?” He is rightly convinced that 
research on these lines would enlarge the ever-widening 
scope of the fifty-year-old science, and he sees fascinating 
country ahead. E > | 


. THE next session of the General Medical Council will 
begin on Tuesday, Nov. 27, at 2 pm, when Sir Herbert 
Eason, the president, will give an address. 


Sir LAURENCE Brock will deliver the twentieth 
Maudsley lecture to the Royal Medico-Psychological 
Association at 1, Wimpole Street, London, W1, on 
Friday, Nov. 30, at 2.30 pm. He is to speak on the 
place of psychiatry in the public health service. Sir 
Laurence, until his retirement this year, was chairman 
of the Board of Control: : 


SINCE the outbreak of peace Cecil Houses have found things 
more diflicult than ever. Food and fuel are scarce, yet the 
closing of the air-raid shelters has increased the number of 
their would-be guests. Two of their houses had to be shut 
during the war and the remaining three are unable ‘to cope 
with the women and girls who ask for shelter. One house in 
a single week, for instance, had to refuse 71 applicants. Their 
popularity is casily understood, for they offer good value for 
their modest charge of a shilling—a bed, a hot bath, including 
a towel, and facilities for washing clothes. Yet once they are 
open the houses pay their own hospitable way and still have 
a little in hand. Despite present difficulties Cecil Houses 
are full of plans for the future and in their 17th annual report 
they appeal for funds to start the residential club for girls, 
planned before the war, in the premises at Gower Street which 
the Canadian Legion is shortly to vacate. Their second 
scheme, to open a home in Kensal Road for. 60 old-age pen- 
sioners, is a new venture ‘which will complete their cycle of 
service for women of all ages. Donations may be sent to the 
treasurer at 193, Gower Street, London, WC1. 
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From time to time we who claim the title of orthopxdid 
surgeons are called on to define the scope of our specialty. 
In so doing we not only remind ourselves of the responsi- 
bilities we have undertaken but also take the opportunity 
of rebutting the challenge of those who are still unwilling 
to accept our jurisdiction over the whole of our chosen 
field of practice. At the risk of repetition, and for the 
benefit of strangers in our midst, I will quote once more 
the admirable definition inherited from Robert Jones, 
which may be regarded as one of the articles of the charter 
of our guild—*‘ The treatment by manipulation, opera- 
tion, re-education, and rehabilitation, of the injuries and 
diseases of the locomotor system.” 

It will be evident that a field so defined is not in the 
strict sense an anatomical or regional specialty. 
definition hints at an intimate concern with function. 
It proclaims that we embrace a wide range of therapeutic 
techniques. Indeed, we look with suspicion, and rightly 
so, on “‘ the man with a method ’’—that most dangerous 
form of specialism. The definition also suggests that we 
have been subjected to the conditioning of influences 
outside the immediate sphere of medicine. For ortho- 
pædics has become closely linked to the problems of 
physical education, to the mechanical hazards of industry, 
and to the social problems of reablement, vocational 
training, and resettlement. Ours is no narrow specialty. 
With Ulysses we can say that we are a part of all we have 
met. Orthopedic surgeons have thus been among the 
first to practise and teach what is now known as social 

medicine, although until recent times, like the hero in 
Moliére’s famous play, many of us have been blissfully 
unaware of that fact ! 


EVOLUTION OFeSPECIALISM IN SURGERY 


So far I have referred to our field of action as a 
specialty. ) 
evolution of specialism in surgery to see where we stand 
in relation to surgery as a whole, or to what. is conven- 
tionally described by that mischievous term “ general 
surgery.” We must look backwards to the 19th century 
for the era of general surgery, if by that term we under- 

stand the whole range of surgery encompassed in the 
practice of a single man. Today such an individual 
would be an anachronism, as would a general physicist, 
general chemist, or general historian. In the early years 
of the 20th century a change came over the scene. 
Within the organism of surgery, a process of differentia- 
tion became apparent. This apt description, abstracted 
no doubt from Herbert Spencer’s famous definition of 
evolution, was applied by Wilfred Trotter to the emer- 
gence of the surgical specialties. We can see how in turn 
orthopedics, urology, neurosurgery, thoracic’ surgery, 
and plastic surgery have achieved autonomy, but have 
remained within the frame of reference of general surgery 
—+still incompletely differentiated—as Trotter would have 
put it. The two world wars have speeded up this phase 
‘of the evolutionary process. Evolution, of course, does 
not stand still ; certain results may reach a blind end, but 
it is always possible to recognise a general direction of 
change. Further changes will occur, however slow the 
pace. I see no indication that the present trend will be 
reversed and the specialisms reabsorbed, as some would 
like to believe. 
continue with the biological metaphor, differentiation 
will not be followed by de-differentiation, a return to a 
primitive and homogeneous state. What seems more 
likely to happen is that new fields of practice will emerge, 


representing a synthesis of medicine and surgery. This’ 


trend again, in the long run, will be a transitory phase in 
* Read to the British Orthopredic Association on Oct. 27. 
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It may be instructive therefore to trace the. 


This was Harvey Cushing’s idea. To 
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an ever-changing pattern. For our immediate purpose 
the surgical specialisms have come to stay—for a little | 
while at any rate. But, as in the various scientific 
disciplines and in the humanities, they have to justify 
their claims to sovereignty. ss 

What can be legitimately demanded from a specialism ? 


' As I see it, two fundamental requirements must be met. 


(1) First, each surgical specialty must continue to _ 
advance the general craftsmanship ofsurgery. I put this 
requirement first, not that I regard it as the more import- 
ant objective, but because historically it is in line with the 
old tradition of surgery as an art. The introduction of 
new techniques and the perfecting of old techniques 
represent what may be called the first-aid policy of the 
art of surgery, a policy concerned with means rather than 
with ends. Such a contribution is designed, consciously _ 


°” or unconsciously, to bring immediate benefits to the con- 


temporary generation, and for that reason is likely to be 
acclaimed with enthusiasm by a society still preoccupied - 
with the notion of an expanding material welfare as the 
highest good. (2) The second requirement, of equal if 
not greater significance, is the contribution by a special- 
ism to general ideas. By general ideas I do not mean the 
enunciation of technical dogmas in the form of so-called 
general principles to be accepted once and for: all as 
sacrosanct and immutable. Orthopsedics has suffered 
over much from the disease of dogmatism, and we must 
beware of claiming too much for our heroes. : 

A specialty which makes no contribution to general 
ideas is barren and should in the course of time undergo 
disintegration. This contribution to general ideas is the ` 
long-term policy of surgical science, with its vision directed 
towards ends rather than means, fully realising that the 
benefits of, new knowledge may fall only to the genera- 
tions to come. I do not think orthopedic surgeons will 
fail to make contributions both massive and audacious to 
technological advances ; but I foresee the danger that our 
contributions to general ideas may be negligible, unless we 
can ensure the recruitment to our specialty of men (and 
women) trained in the scientific and historical method 
and imbued with the standards of high scholarship. 

-= One of the most significant episodes in the evolution 
of specialism in surgery is related to the phenomenal rise 
of abdominal surgery and the rôle of the abdominal 
surgeon in modern times.. The story is germane to my 
present argument. During the first quarter of the 20th 
century the field of surgical‘action was dominated by 
what I have elsewhere called the abdominal revolution. 
The senior members of our Association—the old guard— 
were brought up under the spell of the great masters in 
this field. Their influence in British surgery was such 
that, despite the fact that they created a new specialism, 


_they continued to claim the outmoded title of general 


surgeon, and do so to this day. I like to regard the 
advent of abdominal surgery as the romantic movement 
in surgery and to contrast it with the ancestry of our own 
specialty, which embraces a large part of the general 
surgery practised by the 19th-century surgeon. Our 
roots are in the classical period of surgery, and ortho- 
_peedics is thus something more than a modern specialism. 
It has been said that among the characteristics of the 
romantic movements are emotionalism and irrationalism. 

The abdominal wave has, I think, spent its force for the 
time being. Today among the abdominal surgeons the tra- 
dition of fine craftsmanship remains. But the automatic 
right of the abdominal surgeon to assume leadership in 
the affairs of surgery and to occupy every university 
chair in surgery can no longer be admitted. In his 
capacity to contribute to techniques and to general ° 
and fundamental notions he is now only one amohg 
many. All this may sound like a challenge. I intend 
that it should be so regarded. 


UNDERGRADUATE EDUCATION 


As a surgical specialty, orthopedics is undoubtedly 
the largest field so far abstracted from surgery as a whole. 
In this respect, as I have said on a previous occasion, f 
the position of orthopedics is analogous to that of neuro-* 
logy vis-a-vis general medicine. Our field is both wide 
and deep, and we have to deal with many of the 
commoner disabilities of mankind which present them- 
selves in large numbers in the outpatient clinics and wards 
of every general hospital. There is a current view still 


t Lancet, 1944, i, 95. 
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held by some clinical teachers, and oceasionally 
expounded by members of that worthy order the deans 
of medical schools (who should know better), that ortho- 
peedics and indeed all other specialties are essentially 
‘postgraduate subjects. This notion simply cannot stand 
the test of critical analysis. It can be defended only by 
those who are either frankly prejudiced or belong to the 
genus of surface thinkers, Homo superficialis. We must 
admit, however, that in the past the orthopedic surgeon, 
in common with other specialists, has too often displayed 
a preoccupation with the development of complicated 
techniques ; and these techniques, transformed by some 
mysterious intellectual process into so-called general 
parapis, have represented the sum total of his contri- 
ution to the common pool. ; 
If this were all we had to offer to the content of under- 


graduate education, we could not reasonably expect to - 


fill a major rôle in the hierachy of clinical teachers. But 
- who is to introduce the undergraduate to the clinical 
phenomena of the disorders of movement and locomotion, 
to explain the meaning of such phenomena, to teach the 
importance of the biological and social background of 
crippling disease, and to expound the application of some 
of the oldest forms of therapy known to man—rest, 
fixation, and purposive movement ? It is surely obvious 
that this is the function of the orthopeedic surgeon as a 
clinical teacher. We cannot, if we would, turn this 
responsibility over to others, who.by training and experi- 
ence afe less qualified to undertake the task. 
Orthopzedics is therefore not a specialty to be super- 
added to a so-called general curriculum. If the wide 
diagnostic and therapeutic field represented by ortho- 
peedics is envisaged as an integral part of clinical medicine 
and surgery, the teaching of this subject must permeate 
_the three clinical years of the undergraduate’s education. 
Orthopeedics in this sense and the orthopedic teacher 
must appear in the introductory course at the beginning 
of the student’s career. During the first two clinical 
years all students should spend part of their surgical 
dressership on the orthopzedic unit and should attend a 
comprehensive course of systematic lectures covering 
both .“‘ trauma ”’ and ‘“‘ cold orthopedics.’’ In the 6th, 
the final clinica] year, teaching should be available in the 


general orthopeedic outpatient clinics and major fracture © 


clinics and in revision classes and seminars, where small 
groups can be brought into contact with the orthopedic 
clinical tutors. During this year, one or more large-scale 
demonstrations should be staged in a country hospital, 
where the long-term therapeutic and sociological policies 
of orthopeedics can be brought vividly to the notice of the 
student, now in his most receptive mood, on the eve of 
‘qualification. In my own. university the programme I 
have briefly outlined has been an integral part of the 
teaching of clinical medicine and surgery for the past ten 
years, and many if not all its features are now represented 
in the curriculum of other medical schools. - l 

I should like to have said something in more detail 
about the place of the orthopedic teacher in the modern 
introductory course which is becoming one of the most 
significant phases in undergraduate education. The intro- 
ductory course is designed to bridge the gap between the 
farewell to anatomy and physiology and the more mature 
clinical responsibilities of the periods of dressership and 
clerkship. Much time and thought is still being devoted 
to the planning of the content of the ideal course. Each 
medical school will,no doubt develop its own distinctive 
pattern. Most teachers agree that its objects are to 
explain the meaning of clinical phenomena in the context 
‘ of physiology and anatomy and to give the student a lead 
in*his first approach to the problems of the sick man. In 
his preclinical biological education he has seen man as 
species ; now, as a future doctor, it is our task to present 
manas persona. The locomotor system with its reaction 
to disease and injury lends itself admirably to the objec- 
tives of theintroductory course,for man became interested 
in the function and vagaries of his organs of locomotion 
long before he had any understanding of the meaning of 
his viscera. Here is the chance of the orthopedic teacher 
to take his place in the forefront of undergraduate educa- 
tion and play his part in a team of all talents. 


POSTGRADUATE EDUCATION 


In postgraduate education three types of instruction 
are to be considered. 


THE PLACE OF ORTHOPEDICS IN MEDICAL EDUCATION ` 


.already been done in this direction. 
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(1) Training of the Orthopedic Surgeon of the Future.— 
On this subject our Association has already indicated its 
views in memoranda to the Royal Colleges and to the. 
Goodenough Committee. We are in agreement with the 
outlines of the admirable scheme of the Association of 
Surgeons. In this the essential training period is divided 
into two stages: a preliminary phase combining clinical 
experience in resident posts and higher, education in the 
basic sciences, culminating at the end of three years in the 
acquisition of the fellowship of one of the Royal Col- 
leges ; and a second stage of true apprenticeship as whole- 
time chief assistant, registrar, or resident surgical officer. 
Opinions are divided on the length of this stage, but the 
majority view is that a further three years is the minimal 
time needed to turn out a fully trained orthopzedic 
surgeon who has carried out every type of major opera- 
tion under supervision. For the training of the future 
university. teacher a longer period is needed, and it is 
hoped that the new treasury grants for medical education 
will provide ample remuneration for a number of such 
special posts. | 

(2) Short Courses.—The second type of postgraduate 
instruction in orthopedics is the short intensive course, 
either for younger orthopedic trainees only or designed as 
part of a refresher course for the general practitioner. It 
seems clear that the main burden of this type of post- 
graduate education will in future be laid on the special 
orthopedic hospitals and the orthopzedic departments of 
the larger general hospitals not engaged in undergraduate 
teaching. ` 

(3) Higher Degrees or Diplomas.—The third type of 


‘postgraduate education arises out of the institution of 


higher degrees or diplomas in orthopædics. In the years 
between the two world wars the degree of M Ch Orth, 
offered by the University of Liverpool, and the course of 
instruction demanded by that university played a notable 
part in the education of young orthopædic surgeons, then 
in short supply. After the death of Sir Robert Jones the 
energy and leadership devoted by Prof. T. P. McMurray 
to the Liverpool school of postgraduate orthopedics 
was an achievement which brought great prestige to our 
Association. We have now to decide whether there is 
any place for a special degree or diploma in orthopædics 
in the comprehensive scheme of training to which we are 
already committed ; and also whether, in the long run, 
specialist diplomas are in the interests of surgical science 
as a whole. Opinions on these questions are necessarily 
divided. It should be stated, however, that the present 
attitude of the Council of the Royal College of Surgeons 


-of England is one of opposition to any modification of its 


Fellowship, except for the fully differentiated specialisms 
of ophthalmology and otolaryngology. Moreover, it is 
held that the Fellowship of the College or of the sister 
Colleges, followed by an adequate period of training, 
renders unnecessary the creation of further special 
diplomas or degrees. ; ‘ 

From what I have said there can be little doubt that 
orthopeedic surgeons have an essential and increasingly 
important rôle to play in both undergraduate and post- 
graduate education in the future. But in every teaching 
centre, whether undergraduate or postgraduate, much 
planning and organisation remain to be carried out. If 
orthopeedics is to take its due place it must, with other 
major specialties, be accorded autonomous university 
status in the form of a chair or university department with 
its own budget. Such recognition demands something in 
return. In future the academic head of a university 
department of orthopedics will need to give up the greater 
part of his time to teaching, to the direction of research, 
to the training of the teachers of the future, and to 
advising on regional hospital schemes. It is manifest 
that he cannot be engaged in unrestricted consulting 
practice. He must at least be on a full-time if not a 
strictly whole-time basis. In the provincial and Scottish 
universities there should be little difficulty in establishing 
the full academic status of orthopedics. Much has 
The problem in 
London, with its 14 autonomous medical schools, is more 
formidable. In my view, London should have two 
full-time university chairs, one undergraduate and one 
postgraduate. Unless such academic departments are, 
established in the metropolis, not all the glamour of 
Harley Street will save it from the risks of intellectua 
extinction ! 
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REGIONAL HOSPITAL SERVICE 
The idea of a region based on a university medical 
school as the natural unit for the planning of hospital and 
specialist services has.met with almost universal approval. 


Speculation regarding the authorship of this notion . 


would be idle, but perhaps the chief credit for its pro- 
' pagation should-be accorded to the Nuffield Provincial 
Hospitals Trust. Planning bodies, such as the BMA 
Planning Commission, the Beveridge Committee of the 
Royal -Colleges and Specialist Associations, ard the 
authors of the various hospital surveys, have all adopted 
the principle of regionalisation as their main text. 
‘There seems reason to believe that, in this respect at 
least, the new Minister of Health is on the side of the 
angels. . a | . 
In the regional hospital pattern are envisaged a number 


of what Rock Carling has called natural catchment areas 


based on hospital centres serving communities ranging 
from 50,000 in less populated regions to 150,000 in more 
densely populated regions. In these area or district 
hospital centres a full range of clinical departments, with 
some exceptions to be noted, will, if not already in exist- 
ence, be setup. Itis believed that certain highly special- 
ised services, such as neurosurgery, thoracic surgery, and 
radiotherapy, for the present should be concentrated 
in the regional centre, or, in more densely populated 
regions, in both the regional centre and one or more 
divisional centres which serve wider communities than 
individual areas or districts. The function of the uni- 
versity regional centre will be to set the intellectual and 
scientific standards for the region and to act as a court 
of appeal. It has never been suggested that a regional 
centre should control or regiment divisional or area 
centres, although this fear has formed the basis of petty 
opposition to the regional idea in various quarters. How 
can orthopeedics fit into this pattern ? We have already 
touched on the functions of a university department of 
_ orthopedics. If we envisage the orthopedic services of 
a densely populated region we come, I think, to these 
' inescapable conclusions. 


(1) An area unit of population will provide ample 
clinical material for the establishment of an orthopeedic- 
accident service in the key hospital. (My own estimate 
of the staff of the surgical division of an area hospital 
serving a population of 150,000 is two general surgeons 
so-called -and one orthopeedic-accident surgeon). The 
clinical material of an area hospital orthopedic depart- 
ment, predominantly concerned with the preblems of 
trauma, should be sufficient in amount and variety to 
enable the surgeon in charge to acquire and maintain a 
high standard of skill, to try out new techniques, and to 
fulfil his obligation to contribute to the advancement of 
- knowledge. Such appointments would in my view 
provide a satisfying career. Some men may regard them 
as stepping-stones to larger commands. This is to be 
encouraged. It should always be possible for surgeons 
at the periphery to consider themselves as future can- 
didates for appointments in the regional centre. 


(2) An area unit of population will not, however, 
supply enough examples of the rarer orthopedic problems 
which belong for the most part to the field of ‘ cold ”’ 
orthopeedics—e.g., congenital dislocation of the hip; 
bone tumours—to enable the peripheral orthopedic 
surgeon, in anything short of a lifetime, either to become 
-expert in their handling or to use such material for the 
advancement of knowledge. In any event the local 
authorities have statutory responsibility for the long- 
term care of the crippled child and for surgical tubercu- 
losis, so that these orthopzedic problems are already in 
effect divisional or regional. The advent of new legisla- 
tion, as already exemplified in the new Education Act, is 
unlikely to reverse thistrend. We must therefore foresee 
the regular flow of a considerable proportion of the more 
specialised orthopedic problems on the one hand to the 
university centre—for this is essential if orthopedic 
science is to stand on the advancing edge of knowledge— 
and on the other hand to the country orthopedic hos- 
pitals where all necessary climatic, educational, and 
rehabilitation facilities are provided for the long-stay 
patient. Our larger country orthopedic hospitals are 
already regional if not indeed national in their sphere of 
influence. It is clear that motives of personal vanity 
should not be allowed to stand in the way of this natural 


| 


and Service personnel. 


distribution of clinical material, which will benefit both 
the patient and surgical science. | ; : 

It remains now to devise some form of link between the 
area, or district orthopedic-accident departments, the 
long-stay divisional or regional orthopedic centres, and 
the university departments. The link with the long- 
term hospital should offer little difficulty. The system 
of appointing the peripheral surgeon on the associate 
staff has already been tried in certain parts of the coun- 
try. The university department with all its facilities 
should manifestly be thrown open to the surgeon in the 
periphery, who will want to bring his difficult problems 
for discussion. It should be possible to arrange a system 
of regular clinical conferences in the regional headquar- 
ters. When departments of experimental medicine and 
surgery become available in all university medical 
schools, the area surgeon should be afforded facilities for 
laboratory research. At this stage in the shaping of a 
unified regional orthopéedic service we should not try to 
lay down a hard-and-fast system of linkage between the 
periphery and the university department. This is one of 
the great experiments which lies before us, and its solu- . 
tión will depend on the quality of that small group of men 
who will be called upon to take charge of the academic | 
departments of orthopedics in the university medical 


“schools. 


Special Articles o 


HEALTH OF PRISONERS-OF-WAR' 
EVACUATED FROM HONG KONG 


P. JONES J. BRADLEY-WATSON 
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IN view of the recent accounts published concerning 
inmates of German prison camps and the methods 
adopted in their treatment it has been considered worth 
while to give a brief outline of the health of prisoners 
taken from Hong Kong. 

HMHS Ozfordshire arrived in Hong Kong from Subic 
Bay on Aug. 30, 1945, entering the port with the occupy- 
ing naval force. The following day she went alongside, 
and admission of patients began during the same after- 
noon, Service prisoners reaching us from Sham Shui Po 
camp and the CBS hospital in Kowloon. ‘ Civilians 


were later taken on board from Stanley camp and 


hospital situated on the island. * The 
captivity was from about December, 1941. 

During the 4-day period 325 patients were admitted 
to the ship, which then left for Manila, where 34 Cana- 
dians were evacuated ashore for onward passage. Of 
the remaining 291 patients retained for transfer to 
Australia the most serious cases (apart from officers) 
numbered 101 and were treated in the main medical 
wards. : One of these died of extensive pulmonary 
tuberculosis and malnutrition after the first few days at 
sea, leaving 100 who form the subject-matter of this 
report ; 37 Indians were also under our care but, owing 
to the special dietary arrangements necessary, were 


duration of 


nursed in a separate ward irrespective of diagnosis. 


\ 
GENERAL CONDITION ON ADMISSION | 


The large majority of patients bore evidence of severe 
wasting, whatever ‘their diagnosis, though it could be 
noted that the younger age-groups, and those that had 
spent a large part of their captivity in hospital as opposed 
to camp, were in the most favourable state of nutrition. 
While the ship was at sea, facilities for weighing the 
patients were not available. Reports on the dietary 
standards endured were obtained from both civilian 
Servicemen had 15 oz. of rice 
a day with 1-2 oz. of vegetables, small quantities of 
sugar, Jam, and peanut butter, and occasional supplies 
of meat or other tinned food from Red-Cross parcels, 
throughout their internment. Civilians received 12 oz. 
of rice a day, small amounts of vegetables, and 2 oz. 
of meat daily until mid-1944, when meat became 
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unobtainable. Vitamin supplements were in use in the 
hospitals at Stanley and Kowloon, but for those in camp 
there was insufficient for maintenance dosage. 

Prickly heat and pustular dermatitis were very preva- 
lent on admission, because the atmospheric temperature 
remained high at that time of the year. 


PREVIOUS HEALTH OF PATIENTS 


The 100 white patients gave histories of recovery 
from the following illnesses during captivity : 


Diarrhea .. 36% Beriberi 16% 
Pellagra 36% | Ascariasis 3% 
Malaria 23% 


The diarrhoea was often said to have been due to 
bacillary dysentery—statements at variance with our 
findings as enumerated below. . | 

Pellagra, indicated by glossitis, stomatitis, sym- 
metrical dermatitis, and ‘‘ water blisters ’’ of hands and 


feet, seems to have developed mainly during the early 


phase of internment and to have responded well to 
treatment. The incidence at that time is in contrast 
with that on admission, when only one case was diag- 
nosed, although many still had pigmented areas on lower 
legs and forearms and a few had patches of pigmentation 
on the hard palate. : 

Malaria was frequent because, although quinine and 
mepacrine were available for treatment, supplies did not 
allow of routine suppression ; hence many of the patients 
had had multiple attacks. 

The term beriberi is used both now and later to include 
all forms of cedema and neuritis unless other causes for 
these were obvious. The percentage enumerated above 
indicates only cases that had made full recovery before 

-admission—an uncommon event. 


DIAGNOSES ON ADMISSION | 


Among the 100 white patients treated by us the 
incidence of diseases on which prison life probably had 
some bearing was as follows : 


Beriberi 68% Pellagra ; 1% 
Tuberculosis 21% Sprue syndrome .. 1% 
Dyspepsia 8% Hysteria .. 1% 
Ascites 2% Psychosis 1% 


Clinical examination of beriberi cases did not include 
an accurate estimation of sensory changes, neuritic 
lesions being diagnosed on subjective evidence, signs of 
gross motor lesions, alteration of gait, and reflex and 
proprioceptive abnormalities. The distribution of 
lesions in the 68 cases was roughly as below : 


Wet beriberi nil Sensory. . 44 cases 

Mixed beriberi 20 cases aes sa a% se 2 
iberi.. 48 isu eis dg eo 

ee ae Auditory sw © 4 


Visual symptoms of malnutrition were of three main 
types: 

(1) Corneal ulceration, not seen by us, though several patients 
bore scars. 

(2) Blindness, fairly complete and of rapid onset but equally 
quick in recovery after thiamine or nicotinic acid. 

(3) Slowly progressive central blindness, with peripheral 
vision remaining as the only satisfactory means of seeing 
to getabout. Examination of the disks showed temporal 
pallor well-marked in nearly every case, with nasal 
pallor also present in the more severe cases. Whether 
a lack of thiamine or riboflavino or a multiple deficiency 
was the cause is not known. 


ROUTINE PROCEDURES 


All of the 100 patients underwent radiography of the 
chest, one microscopical examination of the stools, 
urine analysis, and estimation of plasma proteins by the 
copper-sulphate gravity method. By radiography of 
the chest a further 8 cases of tuberculosis and 3 doubtful 
ones were found. This figure of 8% may be compared 
-with that of 18% (54 cases) among the 290 brought on 
from Manila, and with the 21% in the 100 patients under 
review. The total incidence of 29 in the 100 patients 
is high because admission to this ship rather than to 
a troopship was after selection in Hong Kong. 

Stool examination brought to light 2 cases of ascariasis, 
2 of amebiasis, and 15 of functional diarrhoa—i.e., 
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an increase in fatty acids and undigested food remains. 
The absence of bacillary exudates is remarkable in view 
of the high incidence during captivity. Unfortunately 
it was not feasible to culture all specimens, but such as 
were done did not reveal pathogens. 

Treatment with a codeine, belladonna, and pheno- 
barbitone mixture usually led to rapid relief despite 
the sudden increase in diet experienced by the patients; 
the case of sprue responded poorly, but the remainder, 
although repeat examinations were not often made, 
apparently regained normal bowel function. 

The blood-protein estimations gave the following 
results : l l 

4 —44 g. per 100 ccm. 1% |`54—6 g. per 100 c.cm. 3% 

44-5 ” 9 2% 6 —64 93 oo’ 8% 

5 —54 99 29 4% 64-74 ” 29 82% 

The lowest figures were in the 2 patients with ascites, 
whereas the intermediate levels were usually in cases 
of beriberi complicated either by old age or by inter- 
current disease, such as tuberculosis. Some of the 
Indian patients were examined, and among them 
occurred the lowest figure: 3-1 g. per 100 c.cm. in a 
case of gross albuminuria, ascites, hydrothorax, and 
beriberi. Blood-hemoglobin estimations were done on 
40 patients only : most of them showed a level of 65- 
75%, but an Indian with chronic malaria, postdysenteric 
sprue, and megalocytic anemia had only 39%. 


ROUTINE TREATMENT 

All patients in hospital received vitamin supplements ` 
by mouth and parenterally if necessary ; a good mixed 
diet was available, with abundant supplies of tinned fruit 
and fruit juices. Stringent poststarvation diets, as 
used in Europe, were not necessary. Liver was given 
both in the diet and as extract by injection to severe 
cases of beriberi, but supplies were low. 

Mepacrine suppression of malaria was enforced during 
the first 5 days in view of the high incidence reported 
from shore. However, when the drug was stopped with 
a view to revealing latent cases, no active disease 
developed during a further 14 days. - 


PROTEIN ADMINISTRATION 


The 10% of patients with plasma-protein levels below 
6% were given serum-albumin solution (25 g. per 100 
c.cm.) or double-strength plasma by daily intravenous 
drip. On repeat examination a week later ‘normal 
levels had been established except in the 2 cases of ascites. 
No diuresis was provoked in these latter by the additional 
protein—in one of them the equivalent of 19 pints of 
plasma in 12 days led to little improvement. Patients 
with levels below 6:5% were also checked, but all had 
become normal after a week, except one with dry beriberi 
whose level fell despite the intake of a normal diet. -> 


PSYCHIATRIC DISABILITIES | 
One patient gave a history of hysterical illness through- 
out most of his captivity, and one was admitted with a 
delusional psychosis, suggesting schizophrenia—a case 
in which, although deafness was the only element of 


_ vitamin-lack elicited, it seems possible that a nutritional 


factor was operative. 

- During the first 48 hours the large majority of patients 
were elated at their release and newly found comfort, 
and insomnia was prevalent; only after several days 
did such cases as dyspepsia, bronchitis, and hypertension 
develop the more usual sequence of complaints. . 

Most of the patients were slow during the history- 
taking, recognised the deterioration of their memory, 
and were inclined to be garrulous. 


RESULTS OF TREATMENT 


Results could be assessed only very generally, but the 
following impressions emerged: (1) gain in weight and 
well-being in most ; (2) moderate improvement in cases 
of beriberi neuritis; (3) no improvement in cases of 
deafness or of retrobulbar neuritis; (4) rapid improve- 
ment of septic dermatitis, especially among those nursed 
in the air-conditioned ward. 


SUMMARY | 
A brief report is given of the health of 100 white 
prisoners-of-war evacuated from Hong Kong. 
Severe wasting was usual, especially in the older men. 
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Diarrhoea, pellagra, and malaria had been common 


‘during captivity. - 3 


The incidence of cedema and neuritis (presumably 
beriberi) was 68%, and of tuberculosis 21%. Retro- 
bulbar neuritis was common and did not improve ona 
fall diet with vitamin supplements. 

We have to thank the Medical Director General of the 
Navy for permission to publish this report, and Surgeon 


‘Captain H. M. Willoughby, RNvR, medical officer in charge 


of this ship. The medical-ward sisters and sick-berth staff 
rendered untiring help. 


TERMINOLOGY OF WOUND CLOSURE * 


THE terms ‘primary suture,” “delayed primary 
suture,” and ‘‘ secondary suture,” which have been freely 


_ used in writings on wound surgery, are convenient rather 


than scientific terms, and they are not capable of exact 
definition. In general, primary suture means suture 
at. the time of the first surgical intervention, usually 


within 24 hours of wounding ; delayed primary suture 


means suture while the wound has still the appearance 
of a primary wound, and its edges can be approximated 
with very slight trimming or none at all; it is usually 
performed 3-6 days after the first excision. Secondary 
suture means suture after the processes of repair have 
appeared in the wound surfaces, usually about the 3rd 


_ week or later ; as a rule it must be preceded by excision 


of the skin edges and of the granulations lining the 
wound. | 


But suture is not necessarily preceded by 


` excision ; and if delayed more than a day or two it merges 


` 


into delayed primary suture ; this, in turn, is not separ- 
ated by any clear boundary from secondary suture. More- 
over, ‘‘ suture ” is only one way of providing skin cover 
to a raw surface ; this purpose may also be achieved, 
for example, by swinging skin-flaps or free skin-grafts. 
Accordingly, a number of definitions were drafted by the 
War Office, not because they had any claim to special 
accuracy or finality, but because their general adoption 
would belp in correlating the findings in different surgical 
reports. These terms were submitted to the War 
Wounds Committee of the Medical Research Council 
and endorsed by a majority of the members. Before 
further action could be taken the war.came to an end, 
but it may be of historic interest to give some account 
of the terms and discussions. 


RECOMMENDED TERMS 
Four terms are recommended : 


(1) The term closure should be used in place of suture. 

(2) Primary closure is closure at the time of the first surgical 
intervention. Abbreviation : PC. 

(3) Delayed primary closure is closure during the lst week. 
Abbreviation : DPC (4). The figure in brackets indicates 
the time in days after the first surgical intervention. 

(4) Secondary closure is closure after the lst week. Abbrevia- 
tion : SC (15 + grafts or plastic procedure). The figure 
and words in brackets indicate the time in days after 
wounding and the method of closure. 


SOME DEFECTS 


Complete agreement on a matter of this kind was 
perhaps more than could have been expected among a 
large number of actively-minded medical men. There 
is no ‘point in trying to force all descriptions -of wound- 
surgery into a mould too narrow to contain their mean- 
ing ; therefore it is worth noting the criticisms brought 
against the terms accepted by the majority. 

Use of the word ‘‘ closure ” in place of ‘‘ suture ” raised 
difficulties in some minds. As one surgeon pointed out, 
wounds are often closed by means of plaster-of-paris 
encircling the limb or by pulling the margins together with 
strapping, but that is not wound suture although it is 
certainly wound closure. Again, others have objected 


that a wound cannot be secondarily closed unless it has 


been primarily closed. They prefer the term “ delayed 
closure.” to ‘‘ secondary closure.” . A valuable suggestion 
was that the word ‘‘ complete ” or ‘“ incomplete ” should 
be inserted after the appropriate entry. 


** This article also appears in the Bulletin of War Medicine for 


October, 1945. 
1. Army Medical Department Bulletin (1945) May. Suppl. 22. 
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Other objections were that terms gradually change 
their meaning, no matter how carefully they are first 
defined ; that details of treatment should be timed from 
the event of wounding rather than first surgical inter- 
vention, which may vary so much from the time of 
wounding ; and that there was a risk of numbers being 


wrongly interpreted unless it was made clear whether 


day 1 was the day of wounding or the Ist 
wounding. | 
There is obviously a lot to be said for these arguments, 

and for discarding terms that cannot be exactly defined. 
For example, we could with advantage adopt D as the 
day of wounding, D + 1 as the day after wounding, and 
so on. We could also have the terms ‘‘ wound ”’ (W),. 
“ suture ” (S), “ graft ”? (G), ‘“‘ plaster ”’ (P), and “ wound 
made good ” (WMG). “ Wound made good’ would 
cover the event of surgical cleansing without an attempt 
at ‘‘ closure ” (C). Thus, if we may postulate an example 
more because of its illustrative opportunities than its 
surgical probability, we might have to record of a wound 
that it was surgically cleansed on the day of wounding, 
put in plaster the following day, partly closed by suture 
5 days after wounding, and completely closed by skin- 
graft 12 days after wounding. This account would then 
be tabulated with great precision and brevity as follows : 
WMG (D); (P, D + 1); WC (S, partial, D + 5); WC 
(G, complete, D + 12). If the exact time of wounding 
is known, it would be an advantage to record this and to 
note events that followed soon after in terms of hours as 
well as days. 

. It is unfortunate that there was no agreed terminology 
throughout the war, but this description of the problem 
and the attempts that were made to solve it may perhaps 
give a sufficient indication of the difficulties that were 
met. In the peace-time army and in civil life there will 
be a certain amount of wound-surgery, and those who 
record it may care to consider their terminology in the 
light of these suggestions with a view to removing vague- 
ness, and possible grounds for misunderstanding from 
accounts of their work. E ! | 


day after 


( 
On Active Service i 


CASUALTIES . 
ACCIDENTALLY KILLED 
Major JOHN FRENCH, MRCS, DMR, RAMC 


AWARDS 
MBE 
Major D. L. CHARTERS, MB GLASG., RAMC 
Captain A. L. COCHRANE, MB CAMB., RAMO 
Captain R. F. K. WEBSTER, LRCPE, RAMC 


RNVR OFFICERS’ DECORATION 
Surgeon Commander H. P. WIDDUP, MB LPOOL 
Surgeon Lieut.-Commander P. D. DALY, LROCPI 
Surgeon Lieut.-Commander M. G. STRATFORD, MB LOND. 
Surgeon Lieut.-Commander W. G. CAMPBELL, CH M ST. AND». 
Surgeon Lieut.-Commander WILFRED GOUGH, MRCS 


a e e e e e 


Dr. W. E. CHIesMĪMaN has been appointed medical adviser 
to the Treasury in succession to Sir Henry Bashford who 
retires at the beginning of December. 


` Dr. Chiesman is a graduate of Cambridge and a member of the 
Royal College of Physicians of London. In 1925 he qualified in 
medicine at St. Thomas’s Hospital, where he held house-appoint- 
ments, later becoming first assistant to the medical unit. His 
published work includes papers on tuberculous empyema, the 
mortality of hemorrhage from peptic ulcer, and various aspects of 
industrial medicine, and he has reported on the treatment of 
injuries caused by mustard gas. In 1935 he was awarded the 
Copeman medal for research, and last year he visited Canada and 
the United States to study problems of chemical warfare and the 
effects of uranium on the health of those working with it. Dr. 
Chiesman was a member of the medical staff of Imperial Chemical 
Industries till he joined Sir Henry Bashford’s staff a few months 
ago as his assistant and successor. 


A SAVE the Children Fund relief unit is now assembled in 
London ready to start for Malaya. The medical officer will 
be Dr. R. W. Ross, who has served with the RNVR in the 
tropics. | : 
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In England Now.” 


A Running Commentary by Peripatetic Correspondents 
THOSE of us who have worked in UNRRA know of its 
shortcomings, but we also know the difficulties that have 


been, and still must be, surmounted—difficulties that it. 


would be unwise to emphasise until the pressure is less 
and they have been mastered. For UNRRA is beginning 


to show that it has done something—very little compared | 


with the vast tasks it has undertaken ; but very much 
compared with many a man’s day’s work. Perhaps it is 
this re ative smallness that has led to the talk that 
-UNRRA has failed and is about to collapse, just at a time 
where it is beginning to come into its own. But even if 
Congress were to refuse supplies and UNRRA were to fail 
as an organisation this time ; it is not going to fail as an 
Ideal. It represents a new idea which fits in with 
Wendell Wilkie’s conception of ‘‘ One World.” Just 
as individual charity can no longer care for the sick of 
the nation, and the State has had to step in for that 
purpose ; so no single charity can care for those who, 
through no fault of their own, are thrown into distress 
in any part of the world. The day of Lord Mayor’s 
collections for Messina earthquakes-is past, though 
they may remain as valuable accessories UNRRA must 
remain as a permanent organisation ready to move to 
any part of the world at a moment’s notice, and person- 
ally I think it should work for both sides in a war. 
* % * 
On the way in from the air-port the bus had a puncture, 
but we eventually arrived in Vienna just as it was getting 
dark. Today it is a drab and rather smelly city, and 
the smelliness is perhaps associated with the heaps of 
rubble in the streets and the peculiarities of the local 
diet. People are rather less colourfully dressed than 
` they are in London, but the material is better and the 
women still have, for the most part, elegant silk stockings. 
Notwithstanding the impression we have gained in 
England, there is less war damage per unit area in 
Vienna than in London. In the suburbs there is a good 
service of trams, but they are not ‘yet running on the 
ring road in the centre of the city where repairs to the 
track and wires are busily going on. All public trans- 

ort is very overcrowded, with people hanging on to 
both sides of trams ‘and underground trains, and even 
sitting on the buffers. Quite a number of picture-houses 
are open, showing ten-year-old films; and opera, good 
by English standards, is being performed nightly. The 
State opera house and the beautiful gothic cathedral of 
St. Stephen were both burned down by the Germans 
before retreating, and the Russians have recently given 
the equivalent of about £50,000 towards restoring the 
former. Most of the shops, except those which sell 
books, are shut, and black markets operate furtively in 
the parks and open spaces on the edges of the city. 

The food position is better than it was, since from the 
liberation until recently the Viennese were living 
entirely on black bread and dried peas. Now, however, 
a little animal protein and fat are beginning to appear. 
The calorie value of the rations for sedentary people 
who do no work is 1500-1600, with proportionate 
increases for various grades of physical activity—an 
assistant to a medical professor, for example, gets 
2200 calories. So far, however, this diet does not seem 
to have produced loss of weight or ohvious changes in 
the type or incidence of disease, according to the Pro- 
fessor of Internal Medicine, with the exception of a few 
cases of pellagra among old people living at home, and 
a slightly increased tendency towards hemorrhagic 
diseases, and an earlier onset of cedema in diseases in 
which this is normally to be expected ; but there may 
have been an element of wishful thinking in the diagnoses 
of these tendencies. Fuel is probably a more acute 
question than food, since there is no coal or gas, by 
which most of the cooking is normally done. Arrange- 
ments are being made to fell part of the Wiener Wald, 
the wooded area outside the city, but the limiting factor 
is likely to be transport, in view of the large amounts of 
wood which will have to be brought in by the time the 
really cold weather begins. 

The most important medical problem is venereal 
disease, and the dean of the medical school, who is 

also a specialist in this, estimated that there are at least 


100,000 women in the city with gonorrhoa—much of it 
due to sulphonamide-resistant strains of the gonococcus 
—and at least as many cases of syphilis. The medical 
courses have been somewhat disorganised by the denazi- 
fication of the staff, which appears to be, when profes- 
sionally viewed, a somewhat double-edged proceeding. 
But some research is starting. The department of 
physiology is studying the blood-sugar in birds and 
their glucose-tolerance and renal thresholds. The 


psychiatric department is investigating new methods 


of electrocardiography, with a combined team of 
doctors and physicists. There have been no British 
medical journals since 1939 and the editor of the Wiener 
Archiv für innere Medizin is asking for papers from 
English, French, and American contributors for this 
journal in their own languages, which he hopes to publish 
with summaries in two other languages. - 

The four zones—British, American, 
Russian—are not hard and fast, and one can wander 
about freely; but it is clear that however good zoning 
may be from the point of view of European politics it 
is bad for the local inhabitants because of the different 
treatment meted out, and the incomplete cdérdination 
between zones. The most obvious difference between 
the: British and Russian .areas in the rest of Austria is 
the much larger amount of work being done in the 
British by the inhabitants themselves, both on the roads 
and in the fields; indeed in one place I noticed a new 
house actually being built with nothing temporary or 
prefabricated about it. Movement into and out of 
Vienna is controlled by the Russians, but the production 
of two cigarettes may (and did on one occasion when 
returning from Graz) secure passage of the barrier 
without any scrutiny of passes. Graz, which is in the 
British zone, is very well lighted and has several clocks 
which show approximately the right time, whereas in 
Vienna there are no street lights and no clocks. There 
are also many more shops open in Graz, and the butchers 
have meat (it may have been horse but it was at least 


meat) and the usual large number of very unattractive- 


looking sausages. 
It is difficult to know what to believe in a conquered 


city inhabited by a pleasant, highly cultured, intelligent,. 


but rather superficial people which is occupied by four 
different nations. When an Austrian is speaking to 
an Englishman everything wrong is attributed to the 
Russians; but one wonders how much the reverse process 
goes on, and there is an undoubted tendency for the 
Viennese to magnify their misfortunes in an under- 
standable effort to gainsympathy. This was borne out the 
very next day after my return to England by a Viennese 
lady among the Sunday afternoon tea cups, who, on being 
assured that although the cathedral and opera house were 
both badly damaged the rest of the city was probably less 
damaged than London, exclaimed, ‘‘ Oh, but in London 
you have not lost anything of cultural value! ” 
xk xk * 


In Victorian times the young wife was very shy about 


French, and 


announcing a new pregnancy. No wonder, because 


the news was often received with expressions of dis- 
approval depending in their intensity on (a) the relation- 
T of the hearer (mother-in-laws generally thought it 
indecent); and (b) the number of previous announce- 
ments. My father, as a family doctor, had often to 
make his discovery through a wall of-corsẹt and a mist 
of innuendo. All this is ended. Today even the most 
bashful of wives has only to show her husband a new 
rubber hot-water bottle and the news is broken. 

` I fail to see why the Board of Trade should so favour 
expectant mothers. By all means let them have milk 
and vitamins, but surely in the matter of rubber h.w.b. 
they should give place to kindly middle-aged rheumatic 
gentlemen like me. No-one will give me a certificate 
of sickness, yet the knobs on my fingers have raised 
my handicap from 12 to 22. When I hack a divot I 
cry aloud in the daytime, and in the night season I take 
no rest. Yet that girl over there at No. 39, strong as 
an ox and able at five months, mark you, to give me 
three strokes and win, nurses her rubber trophy with a 
priority grin of contemptuous triumph. Of course, ina 
well-ordered household like that of my married daughter, 
the young wife presents the h.w.b. to her husband, who 


r 


in turn passes it on to an ageing relative whom he wishes- 


to propitiate with gifts. 
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Parliament ' 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP i 


Tais has been a week of small Bills and big statements. 
Not that all the Bills can strictly be called small, but in 
these days of vast Budgets and sweeping plans of 
nationalisation a Buildings Restriction or a Civil Defence 
(Suspension of Powers) Bill are only bits of clearing-up 
work. There have been questions about MPs going off 
to Yugoslavia, but it turns out they did so at the invita- 
tion of the Yugoslav Government and at no.expense 
to ours. Indeed, MPs are now going here, there, and 
everywhere on the Continent of Europe—and much 
farther afield too—and coming back with reports of 
conditions in this strange post-war world in which even 
the most modest utopia seems far away. 

Great use is being made nowadays of the only oppor- 
tunity the private member has left to raise specific 
issues, and questions moved on the adjournment this 
week included release of requisitioned industrial 
buildings, expulsion of German population, retail business 


licences for ex-Servicemen, the retention of officers 


due for demobilisation on grounds of military necess- 
ity, and the welfare of the 127,000 mental patients 
who are treated either in rate-aided institutions or in 
institutions under private management. Mm John Lewis 
(Bolton) and Dr. Stephen Taylor (Barnet) painted 
æ black picture of conditions which the Parliamentary 
Secretary to the Ministry of Health did his best to 
lighten. | But not very convincingly. True, the number 
of mental patients has fallen from 133,000 in 1939 to 
127,000 in 1945. But the explanation may well be the 
reduction in the number of beds (Mr. Lewis’s idea) or the 
return of the lighter cases to their homes (Sir Ian Fraser’s), 
rather than in any real decrease in the number of patients. 
There is.a feeling in the House that the treatment of 
mental patients in our public institutions is not as 
satisfactory as it ought to be, and this discussion is 
only one of many signs of a heightened interest 
in all problems affecting the health of the nation. 
Another symptom was the announcement in the press 
that the Cabinet had decided to nationalise all the 
voluntary hospitals in the country and bring them into 
one scheme with the publicly owned hospitals. Mr. 
Churchill seemed to think that the report was an inspired 
‘anticipation of events to come and deprecated the 
circulation of such statements unless they expressed 
Cabinet policy. But the press in this country is free— 
even free to make embarrassing misstatements. 
Behind the scenes in Parliament there has been much 
discussion and exchange of conjecture with regard to 


the form the National Health Service will take. The 


. Coalition white-paper can no longer be taken as the be-all 
and end-all of any plan. The newspaper report of 
nationalisation of the voluntary hospitals shows that 
speculation is seeking new lines of development. Another 
suggestion is that special attention must be given to 
the teaching hospitals in view of the urgent need for 
increasing the intake of medical students. 

After question-time on Thursday Mr. Aneurin Bevan 
made a statement about conditions in the nursing 
profession which will mean a considerable improvement 
over the present Rushcliffe scales. it is hoped that this 
raising of standards will appreciably ease the situation— 
—and indeed without an improvement of the nursing 
position the difficulties facing ʻa National Hospital 
Service will be great indeed. 

-The high light of debate during the week was that on 
our relations with the USA. The atomic bomb loomed 
large in the discussion, and contradictory statements 
were made on the possibilities of the development of 
atomic energy. A significant feature was the reference 
_to the attitude of the scientists who had worked and 
are working, on the application of these new discoveries 
both to warfare and to industry. The scientists—and 
they are men of many nations—feel that their duty to 
society forbids them to be silent when questions of the 
use and control of the atom bomb are considered. 
Professor Oliphant of Birmingham and others have 
made it abundantly clear that they will do their best to 
prevent this new power being used to destroy a large 
part of our civilisation. But Mr. Churchill challenged 
the right of the scientists to intervene in world affairs. 
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~ Churchill admitted this. 


_ from 300 to 700 patients. 
general hospital costs £4 10s. a week, but only 30s. is 
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He invoked the Official Secrets Act against them, and 
said there had been a disclosure of confidential informa- 
tion. But the Stationery Office publication of August, 

1945, shows that little secrecy is possible ;. indeed, Mr. 

It would:seem that the release 
of atomic energy has not only opened a gateway into new 
realms of Nature but has also revealed to the scientists 
that they have a new function as guardians and directors of 
knowledge to the use, and not the destruction, of: mankind. 


FROM THE PRESS GALLERY 
Mental Hospitals 


On Nov. 6 on the adjournment Mr. JOHN LEWIS made 
an appeal on behalf of the 127,000 patients now in our men- 
tal hospitals and of the staff who are looking after them 
under difficult conditions. ‘The problem, he said, was 
urgent, for these patients were only a fraction of the 
people in need of mental treatment. Though the best 
opportunity for recovery lay in early treatment, Mr. Lewis 
thought that most of our mental hospitals offered few 
inducements-to patients to enter voluntarily. They were 
@either beautiful nor cheerful. In many municipal 
mental hospitals the accommodation was hopelessly 
inadequate. In genera] hospitals 120 sq. ft. is allotted 


per bed, in mental hospitals only 50 sq. ft. Deaths | 


from tuberculosis i in 1942 in our mental institutions were 
15 times as high as in the normal population. Food was 
usually served from a central kitchen and often reached 
the ward cold. In his view an ample and well-balanced 
diet was for these patients the first step towards recovery ; 
yet the standard of diet in many institutions was at the 
public-assistance level. The medical staff were over- 
worked ; there was an average of one doctor to anything 
To keep a patient in a 


needed to keep a patient in a mental hospital. 

Mental hospitals, he suggested, should be divided into 
two categories—those for the chronic cases which repre- 
sented 70% of the asylum population, and those for the 
treatment of acute cases, where modern scientific methods 
could be employed. These treatment centres should be 
built near universities or medical schools, of which their 
superintendent should be a teaching member. There 
should also be two types of nurses—the kind-hearted 
woman prepared to undertake the care of chronic pa- 
tients, and the double-trained sister for the acute cases. 
The mental health of the nation, Mr. Lewis declared, 
should not be left, as far as local administration was 
concerned, to a subcommittee of a public-health com- 
mittee. There should be a special hospitals committee 
directly responsible to the Minister. 
must be amended and the Board of Control] swept away, 
because it was intolerable that lack of means should 
decide whether a person should lose his freedom or not. 

Dr. STEPHEN TAYLOR agreed with much that Mr. Lewis 
said but thought he had overpainted the picture a little. 
For example, one reason why so many mental patients 
got tuberculosis was that it was difficult to feed those 
suffering from depression. On the whole, the temporary 
treatment section of the Mental Treatment Act had not 
worked badly, and it had enabled many. people to be 
treated without certification. But the treatment of 
mental disease was hampered by lack of facilities for 
treatment. There was a shortage of outpatient or advis- 
ory clinics, while inpatient facilities for the neurotically 
ill were almost non-existent. The Ministry of Health’s 
survey of hospitals in the Eastern counties showed that 
there were under 10 psychjatric beds—apart from mental- 
hospital beds—in the whole region. He hoped that Dr. 
C. P. Blacker’s survey of the psychiatric services of the 
country would be published along with the other hospital 
surveys. Our old-fashioned mental hospitals were an 
anachronism. If we must have them, let us have small 
units of about 250 beds. We should also increase the 
boarding-out system which had worked well in Scotland. 

A psychiatric service could only be dealt with as part 
of the main National Health Service. It must be tackled 
on the same lines as the other specialist fields, with out- 
patient services, and specialists to. visit the home if 
necessary, and there was need for long-stay hospital 
blocks, as in other chronic diseases. The voluntary 
registered hospital should be absorbed in the national 
service, the private mental hospital made redundant. 
Above all, he appealed for the abolition of Broadmoor. 
It was a bad place for patients and threw a terrific strain 
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The lunacy laws 
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on the staff. So-called criminal lunatics should be 
treated under the ordinary psychiatric service. 
The staff of the mental hospital service were isdlated 


spiritually and physically. The remedy was to bring ~ 


them into the outpatient service, the psychiatric-clinic 
service, or the psychiatric-block service in the main 
general hospital, and swing them about between the 
, general hospital, the epileptic hospital, the mental- 
defectives colonies, and even the prison medical service. 
He would also like to see a general linking-up of the 
psychiatric services with the Colonial psychiatric services, 
which are at present nearly non-existent. 

Mr. C. W. Key, who replied, said he would be the last 
to say that everything was well with the mental-hospital 
services in the country, but he pointed out that since 
1939 the number of people under care had fallen from 
133,000 to 127,000. During the war some overcrowding 
had been inevitable, but by the end of October 2273 
beds had been restored this year to the mental hospital 
‘service. Since 1941-42 the incidence and death-rate of 
tuberculosis in these institutions had fallen. Of the 101 
public mental hospitals no fewer than 60 provided separ; 
„ate admission and convalescent units. He could not 
agree that their diet had been brought down to the 
public-assistance level. Despite the black picture which 
had been painted of the people admitted to the merital 
hospitals, nearly half are now voluntary patients. 


QUESTION TIME | 
Future of the Hospitals 


_ Mr. Winston CHURCHILL asked the Prime Minister whether, 
in view of the public anxiety aroused, he was in a position to 
state the decision reached by the Government on the future of 


hospitals, both voluntary and municipal.—Mr. C. ATTLEE. 


replied : The Government cannot.be held responsible for any 
anxieties caused by unauthorised statements in the press. 
They are not in a position to make any statement at present. 

Mr. CHurcHILL: Will the Prime Minister take into con- 
sideration that harm has been done by this‘ unauthorised 
statement from many points of view, and the springs of charity 
may be dried up before the tides of public benevolence have 
begun to flow? Is the Prime Minister aware that literally 
from day to day people are giving large sums to the voluntary 
hospitals or leaving them in bequests, and that great disturb- 
ance has been caused by this unauthorised publication ? Has 
he taken any steps to ascertain how this leakage occurred and 
what is the foundation of it ?—-Mr. ATTLEE: I am not pre- 
pared to admit that there has been a leakage. I have made 
inquiries and I cannot find that there has been a leakage. 
The right honourable gentleman is well aware of the enterprise, 
intelligent anticipation, and sometimes the imagination of the 
press. I am sure that the press will take full notice of my 
right honourable friend’s admonition, and I hope the general 
public will not be deterred in view of the statement. 

Mr. CHURCHILL: Is the Prime Minister aware that the 
Daily Herald, the official organ of the Socialist Party, 
published a statement beginning ‘‘ The Cabinet has decided,” 
and so on? Can he not use his influence—which I trust is 
greater under present conditions than it was in the late 
administration—with that organ ; and will he not say some- 
thing to give stability to the present position until he is 
prepared with proposals for changes ?—Mr. ATTLEE: The 
right honourable gentleman knows the difficulty I should be 
in if I tried to subedit the newspapers. As a matter of fact, 
this story first arose in the Sunday Pictorial, which is not an 
organ of this party. Our intention is that all statements shall 
be made to the House of Commons, and we cannot be held 
responsible for intelligent or unintelligent anticipations or 
imaginations in any section of the press. 


Medical Man-power 

Commander D. MARSHALL asked the Minister of Health if 
he had an estimate as to how many civilian doctors per head of 
population there would be available in the United Kingdom 
this winter.—Mr. A. BEVAN replied : The present proportion 
of civilian doctors of all kinds to population is about 1 to 1350, 
or in the case of general practitioners only, 1 to 2500. The 
extent to which this position will be improved during the 
winter depends on the number of doctors to be released from the 
Forces, which is receiving the urgent consideration of Ministers. 

Commander MARSHALL: In view of the shortage of civilian 
doctors in the United Kingdom, what arrangements are 
being made to form any mobile units during this coming 
- winter ?—Mr. Bevan: I am afraid that the shortage of civilian 
doctors is itself an obstacle to organising in advance any such 
units, although I have no doubt that, if the need arises, mutual 
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assistance will be arranged locally. . I have arranged with the 
Service Ministers for the loan of serving medical officers as far 
as their resources permit, if an urgent need arises, 

Major A. L. Symonps asked the Minister whether, in view 
of the shortage of doctors, he was taking steps to ensure that 
the Temporary Registration Order of 1941, by which refugee 
doctors were permitted to obtain posts in hospitals or to work 
as assistants to medical practitioners, was extended beyond 
February, 1946, after which time it would otherwise lapse.— 
Mr. Bevan replied: The Emergency Laws (Transitional 
Provisions) Bill introduced on Nov. 6 includes provisions for 
the continuance of the order beyond the date mentioned. 


Diphtheria Immunisation 


Replying to a question, Mr. Bevan stated that the numbers 
of children under 15 immunised against diphtheria in England 
and Wales under local authority arrangements during the past 
five years were as follows : 

1940 and 1941* .. 2,365,400 1943 

1942 sa -» 1,399,750 1944 

* Separate totals not available. 

In the same period, during which diphtheria mortality in 
this country fell by nearly two-thirds, of 135,431 children noti- 
fied as suffering from diphtheria 17,084 were immunised and 
118,347 unimmunised ; and of 3346 children who died from 
diphtheria 118 were immunised and 3228 unimmunised. The 
cost of carrying out immunisation falls on local authorities 
except for the cost of the toxoid supplied to them free by the 
Government; which has averaged about £13,500 a year. 


Cars for Doctors 


Mr. J. FOSTER asked the Minister of War Transport whether 
he would consider granting permits for reconditioned motor- 
cars to doctors demobilised from the Services in view of the 
fact that many of these doctors find that the price of new 
motor-cars is beyond their means.—Mr. A. BARNES replied : 
The present limited supply of these vehicles falls far short 
of the number of very deserving applications from disabled ex- 
Servicemen, nurses, and midwives, for whom they are being 
reserved. I regret therefore that I cannot adopt this suggestion. 

Major T. Beamisu asked the Chancellor of the Exchequer 
whether he would arrange for qualified medical practitioners 
to be allowed to buy motor-cars free of purchase tax for use in 
their professional duties.—Mr. E. H. J. DALTON replied: 
All motor-cars sold in this country are subject to purchase 
tax, regardless of user. | 


Coupons for Surgical Appliances 

Mr. B. TAYLOR asked the President of the Board of Trade 
if he would arrange for the purchase of surgical appliances 
to be coupon-free.—Sir STAFFORD CRIPPS replied: Surgical 
appliances which are not a substitute for ordinary clothing 
are already coupon-free. In other cases, coupons must in 
fairness be surrendered. Supplementary coupons are, however, 
normally given to people who have to wear surgical appliances 
for the first time and in other cases of exceptional difficulty. 

Mr. J. Maxton : Will the Minister look at the list and realise 
that nobody wears any of these things either for show or for 
entertainment ; and would he consider making the whole list 
free of coupons? No further reply was given. 


Raynaud’s Disease 

Dr. H. B. Moraan asked the Minister of National Insurance 
whether any reports had yet been made to him of the number 
of cases, with an increasing incidence, of alleged Raynaud’s 
disease or dead hand or disabilities classified as vibrational 
diseases as the result of handling by workmen at work of 
vibrating rotating machines in a factory at Trafford Park, 
Manchester ; what medical inquiries or investigations had 
been or were being conducted by his departmental officers ; 
whether he was aware that many such cases had been so diag: 
nosed and certified by local medical practitioners; and that 
claims for compensation cannot succeed because the disease 
was not scheduled, and the judge in common law cases would 
not accept the medical evidence as sufficient.—Mr. J. GRIF- 
FITHS replied : I have no information in regard to such cases 
at a factory at Trafford Park. Extensive investigations have 
been carried out by the Medical Inspector of Factories and the 
Medical Research Council, in collaboration, into the effect of 
electrically-driven vibrating tools in factories in Lancashire 
and Cheshire. These have not disclosed evidence of dis- 
ability beyond frequently recurring transient effects, which in 
some cases may be sufficient to cause the man to seek a change 
of employment. I am advised that there is not sufficient 
evidence that Raynaud’s disease is so specific to employment 
as to justify its inclusion in the Schedule of Industrial Diseases 
under the Workmen’s Compensation Act. 
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_ Letters to the Editor 


THE TEACHING OF HUMAN ANATOMY 


- Smr,—We have become accustomed of late to hear pf 
plans for reducing the time and the content of the curri- 
culum in human anatomy. It may happen that, with 
all the younger sciences demanding his attention, the 
medical student will be forced to effect some economy in 
the time spent in obtaining first-hand knowledge of the 
structure of the human body, pub i it is dangerous to 
assume that this knowledge is becoming less necessary to 
those who are to engage in tHe active practice of their, 
profession. 

Probably all will agree that, if any pruning is to be 
done to the curriculum in human anatomy, it is essential 
that it should be undertaken by men who are themselves 
` medical graduates and who have specialised in the study 
and in the teaching of the structure of the human body. 
Only thus can it be ensured that our future physicians 
and surgeons will obtain the knowledge necessary for 
dealing with the everyday problems of their professional 
work. We cannot contemplate without very real mis- 
givings a state of affairs in which the teaching and 
examining of medical students in the subject of human 
anatomy is handed over to anyone not medically quali- 
fied nor possessing that first-hand knowledge of the 
structure of Man that can be attained only by the long 
apprenticeship hitherto considered as an_ essential 
'. qualification for the tenure of a chair of human anatomy. 


J. C. BRASH H. A. HARRIS M. A. MAcCONAILL 
E. R. A. COOPER W. C. O. HILL J. W. MILLEN 
D. V. Davies R. G. INESTER W. R. M. MORTON 
J. DAVIES E. B. JAMIESON E. L. PATTERSON 
W. L. H. Ducr- J. Kay Jamerson G. F. ROMANES 
WORTH J. TUDOR JONES J. H. ScoTT 

D. A. W. Epwarps F., Woop JONES D. STEWART 
J. D. GREEN ARTHUR KEITH R. WALMSLEY 
H. L. H. Green R. D: LocKHarRTtT T. WALMSLEY 

- R. B. Green A. Low W. H. Woop 
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DOCTORS AND SPECIALISTS 


- SIR, —I was surprised to hear a patient remark recently 
that: he only believed in specialists, not doctors. This 
~ attitude of mind is encouraged, I think, by the extensive 
use of the “‘ specialist ’’ in the Services. The Service 
equivalent of the general practitioner is looked on as a 
stepping-stone to a “higher opinion ” and often dissatis- 
faction is caused if he attempts to diagnose and treat. I 
think that if the profession is to look healthy to the out- 
sider and—what is more important—is to obtain confi- 
dence, general practitioner and specialist must share 
responsibility in diagnosis and treatment. 

‘ Sheerness. -T, P. DAVIES. 


GALL-STONE OBSTRUCTION OF THE BOWEL 


Sık,—I was interested to read Mr. Moroney’s letter 
describing his experience of gall-stone obstruction of the 
ileum and would like to report the following case of 
galt-stone obstruction of the small intestine which 
was admitted to the Manchester Royal Infirmary on 
Sept. 14, 1945. 

A widow, aged 78, hed had her bowels completely obstructed 
for 7 days, during which time she had colicky epigastric pain, 
and repeated vomiting; she had passed neither flatus nor 
fæces by rectum. Her illness began two years ago and was 
characterised by gradual loss of appetite and gradual weght 
loss (3 st.), punctuated by occasional attacks of colicky 
epigastric pain ; these attacks were accentuated by attempts 
to take solid food, only a fluid diet being tolerated. Previous 
health had always been good. ` 

On examination, the temperature was 97-4° F, pulse-rate 96, 
and respirations 16. There were obvious emaciation and 
dehydration, and the tongue was dry and heavily coated. 
The abdomen was not distended, and no tenderness, rigidity 
nor mass were detected, though there was a sense of resistance 
in the epigastrium. A tentative diagnosis of carcinoma of the 
stomach was made. Intravenous saline by drip infusion was 
begun ; a Ryle’s tube was passed to allay vomiting, and 
instructions were given for this to be aspirated hourly. The 
first four aspirations returned gastric secretions, but the fifth 
consisted of thin dark-brown feculent material. On examina- 
tion of the abdomen, a slight peristaltic wave was now seen to 
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permission to record tbis case. 
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arise from the left. hypochondrium and disappear at the 
umbilicus. 

Laparotomy was performed under spinal anesthesia, and a 
hard mass, causing complete obstruction, was found in the 
lumen of the distended jejunum. There were no signs of | 
necrosis or stricture at the point of impaction. The gall- 
bladder was easily palpable and did not contain any stones, 
but the common bile-duct felt somewhat fibrotic. The bowel 
was opened transversely between clamps and a large stone 
removed. The bowel was closed by a double inversion 
suture. The stone measured 5-5 cm. in length by 3 cm. 
diameter, and was found on section to contain a pure 
cholesterol gall-stone, 2 cm. in diameter, covered. by fecal 
material. Continuous gastric suction was instituted by 
Wangensteen’s apparatus for 48 hours postoperatively, after 
which parenteral’ fluids and Ryle’s tube were withdrawn.. 
Subsequent convalescence was uneventful. 

This case seems remarkable in the two-year history | 
of intermittent obstruction produced by the stone, and 
also in that the patient survived: an obstruction of the 
jejunum which had apparently been complete for 7 days. 

My thanks are due to Mr. John Morley, FRCS, for 


PERCY JEWSBURY, 
Manchester Royal Infirmary. _ Resident Casualty Officer. 


TRICHLORETHYLENE IN DENTAL SURGERY 


Sır, —We have regularly used trichlorethylene (‘ Tri- 
lene y as an adjuvant to ‘gas-and-oxygen anesthesia in 
the extraction-room of the dental department of this . 
hospital during the past eighteen months, and can 
confirm Dr. Galley’s good opinion of it. 

One of us (F. F. C.) thought that trilene might prove 
a more efficient substitute for vinyl ether as a single- 


. dose anesthetic for children, and employed for this 


purpose, first, trilene and air by means of a Goldman’s 
inhaler (Cartwright’s modification) and secondly, gas, 
oxygen, and trilene by means of Clover’s inhaler. The 
first series of administrations gave a duration of anesthesia 
comparable with. vinyl ether, open ethyl chloride, or 
well-given ‘straight’’ nitrous oxide. The second 
method gave a far longer anesthesia than any of these 
three methods. The satisfactory anesthesia obtained, 
absence of after-effects, and ease of administration 
encouraged us to proceed with the method about to be 
described. This method has not been modified since 
we first employed it. 

To the Guy’s Hospital pattern Walton gas-and-oxygen ~ 
apparatus is attached, by means of a male joint, a Row- 
botham’s chloroform vaporiser; the elephant tubing con- 
necting the facepiece being plugged onto the vaporiser by a 
female joint. The Rowbotham’s inhaler is of the wick type 
and is designed to contain about an ounce of chloroform. 
Control is by means of a small burred wheel to which is 
attached an indicator sliding over a scale graduated to give 
a rough percentage of chloroform vapour, with a maximum 
of 6%. A red line is marked on the glass of the container 
and it should not be filled above this line. 

In the adult patient, anesthesia is induced with 
nitrous oxide, the trilene being switched on after a few 
breaths and oxygen added according to the patient’s 
requirements. With children we have found it better 
to begin with nitrous oxide and oxygen, using 5-10% 
of oxygen at the start and increasing at need. In both 
cases, the amount of trilene necessary is almost incredibly 
small; for the average adult it is rarely desirable to, 
exceed 3%. It is our usual practice to adopt the con- 
tinuous method of administration by the nasal route, but, 
especially in non-codéperative children, we have used the. 
single-dose (straight gas) method with trilene and have 
obtained very satisfactory ansesthesia. 

Our results have been uniformly satisfactory. One 
or two cases of nausea and vomiting did occur, but these 
were always referable to the over-enthusiastic use of 
trilene ; in one instance 6% was administered for a long 
period. When only a small percentage is used, the 
patient awakes as quickly as from gas and oxygen alone, 
can walk from the chair within the normal] time, and is 
unaffected afterwards. 

Although, for purposes of trial, we have used trilene 
for most of our patients during the last eighteen months, 
we do not suggest that nitrous oxide and trilene anzs- 
thesia is preferable to, or should supersede, gas and oxygen 
for the normal adult patient. We do, however, most 
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thoroughly agree with Dr. Galley that trilene has largely 
solved the difficulty of the ‘‘ tough ’’ patient and the 
child. Unless given by the most skilful expert, gas- 
and-oxygen anesthesia is always unsatisfactory in 
children. We have found that the slightly deepened 
anesthesia and the far higher percentage of oxygen 
possible with trilene has given us an incomparably 
smoother anesthetic in children. The same is true of 
the tough patient, and since the introduction of trilene 
we have found that it is practically never necessary to 
fall back on such makeshifts as spraying ethyl chloride: 
= on the mouth pack. 

Owing to war conditions, m great number of the 
anæsthetics in the gas-room have been administered 
without expert supervision, and in nearly all cases by 
students. On a number of occasions it has been neces- 
sary for relatively untrained house-surgeons to give the 
anesthetic without any supervision at all. The fact 
that no trouble has occurred speaks highly for the 
safetv of this method. 


F. F. CARTWRIGHT. 
JOHN JAMES. 


Department of Dental Surgery, 
King’s Golesi Hospital. 


A. S. MOORE. l 
W. N. L. WADE. 


HYPOPIESIA 


SıR,—In regard to the considerable cotrespondence 
on this subject, the major point at issue appears to be 
whether the existence of low blood-pressure is a cause 
of symptoms. From clinical experience I have no 
doubt whatsoever that a large number of patients with 
blood-pressures well below the average accepted normal 
have no symptoms attributable to their hypopiesia. 
I respectfully agree with Sir Maurice Cassidy that this 


is true of normal people ; but it is equally true of the — 


large number of hypothalamic-pituitary constitutional 
and familial adipose people, in which group I have drawn 
attention to the not infrequent occurrence of low blood- 
pressure in the neighbourhood of 85 mm. of Hg systolic, 
and 60 diastolic, and in the absence of any gross intra- 
cranial lesion (British Encyclopedia of Medical Practice, 
Interim Suppl. 35, September, 1945). It is also true 
of many patients with Addison’s disease and Simmonds’s 
disease, who are being maintained in a good clinical 
condition by substitution hormone therapy but continue 
to have blood-pressure below normal. However, an 
aggravation of their insufficiency, with a concomitant 
sudden fall of blood-pressure, will produce symptoms 
that might be attributed to the latter. 

While working at the Mayo Clinic in 1930-31, I saw 
a large number of patients, in a special clinic, suffering 
from “postural hypotension. Their blood-pressure in the 
recumbent position might be normal, or even above 
normal, but on assuming the erect position there was a 
considerable fall of blood-pressure, systolic and diastolic. 
All these patients had symptoms. It would appear, 
therefore, that it is the fall of blood-pressure, whether 
associated with vasomotor instability or endocrine 
disease, or other causes, rather than the chronic and 
steady existence of low blood-pressure, which produces 
symptoms. 

London, W1. S. L. SIMPSON, 


VITAMIN-A VALUE OF ROSE HIPS 


Sır, —In his interesting article of Aug. 11, Dr. Burgin 
‘made some statements which require correction and 
amplification. 

In a reference to a communication from these labora- 


tories (Wokes, Johnson, Organ, and Jacoby, Nature, ` 


Lond. 1943, 151, 279) he attributed to us the finding 
that ‘ British rose hips contain an amount of vitamin A 
roughly equivalent to the amount in carrots ” and states, 
in evidence of this, that we found a ‘“‘ dried rose hip. 
extract to have'a carotene content of 600 IU per 100 g.’ 

Rose hips, of course, do not contain any vitamin A; they 
contain beta-carotene or provitamin A. The statement 
we actually made was that in dried rose hip extracts we 
found ‘‘ carotene contents equivalent to about 6000 IU 
of vitamin A per 100 g.” It should be noted, first, that 
this is ten times as much as is stated in Dr. Burgin’ 5 
article, and, secondly, that the carotene content of the 
hips themselves is actually even higher than will be 
indicated by this figure because, in the manufacture of 
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the extract, there is a certain amount of loss of carotene 
(see Wokes, Johnson, and Jacoby, Quart. J. Pharm. 1944, 
17, 196). A fairer indication of the vitamin-A value of 
rose hips was provided by Jacoby and Wokes (Biochem. 


_ J. 1944, 38, 279), who showed that the beta-carotene 


content of the flesh of 15 common varieties of rose hips 
obtained from Dr. Melville at the Royal Botanic Gardens, 
Kew, ranged from 41 to 671 yg./g. and averaged 
172 ug./g. These values may be compared with the 
mean of 135 yg./g. recently obtained by Dr. Vernon 
Booth (J. Soc. PA Ind. 1945, 64, 162) in 179 samples 
of carrots, taken over a period of four seasons. his 
evidence supports our suggestion in .1943 that British 
rose hips may have a vitamin-A value similar to that 
of carrots. Some of our more recent unpublished results 
showed that Scotch rose hips contain much less carotene 
than English rose hips. 
FRANK WOKES, 


- Ovaltine Research Laboratories. Director of Research. 


A USEFUL CULTURE TUBE 


Sm,—When on a tour of inspection in Germany 
recently I came across a simple modification of a test- 
tube for agar slopes which seemed to me worth recording, 
since (though I am no bacteriologist) I 

‘have not come across this type 
. ‘in Britain. These so- 
called ‘‘ slipper ” 
(Pantoffel) tubes 
allow large surface 
slopes to be made easily and with economy. They can 
be stacked in the incubator flat or put in test-tube 
stands according to which is the more convenient. ` The 
length of the tube is 20 cm., of the flat side 12-9 cm., and 
of the unshaped tube:7-4 cm.; the internal diameter is 
3-4 cm,, and the thickness of the ‘wall 2 mm. ` 


London. W. P. KENNEDY. 


Public Health 


CONTROL OF COMMUNICABLE DISEASES 


IN 1916 a committee of the American Public Health 
Association prepared standard regulations for’ the 
guidance of health officers and others concerned in the 
administrative control of infectious diseases, and their 
report has now been revised for the fifth time.! The 
US Public Health Service—a government organisation 
—has officially approved each revision and has published 
the recommendations in their Public Health Reports. 
The limited circle in this country among whom these 
reports circulate are familiar with the synoptic format of 
this manual and can testify to its value as a handy 
reference booklet. The present edition was intended for 
much wider circulation. Undertaken with military 
needs in view, it provides identical advice for the civil, - 
naval, and military practice of the control of infectious 
diseases. Moreover, the text of certain diseases which 
occur in the United Kingdom has: been prepared in 
agreement with representatives of our own Ministry of 
Health. With all this official backing, it is clear the 
manual is authoritative. 

The diseases are listed in alphabetical order and each 
is treated in exactly the same synoptic way. Each 
paragraph or section is numbered, and the same order is 
observed in each disease, so that section 2, for example. 
is always a brief description of the setiological agent, and 
section 9 a summary of the methods of control. No. 
routine question about any of the listed diseases is 
evaded, and the booklet provides much information 
not easily obtained elsewhere. Much space is devoted 
to measures of control, and the following example from 
meningococcal meningitis is typical of the type of advice 
given and the manner in which it is presented. 


9. Methods of Control : 


A. The infected individual, contacts and environment : 


1, Recognition of the disease and reporting: Clinical 
symptoms confirmed by the microscopic and kac- 
teriologic examination of blood or spinal fluid. 


a ee 


i: Control of Communicable Diseases. (6thed.) A Manual of the 
eee Ee Health Association: Office of War Information, 
JSA p 
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. Isolation: Of infected persons until 14 days after 
onset of the disease or until negative swabs are 
obtained from the nasopha : 

. Concurrent disinfection: Of discharges from the 

nose and throat or articles soiled therewith. 

. Terminal disinfection: Cleaning. 

. Quarantine : None. 

. Immunisation: None. . 

Investigation of source of infection : Impracticable. 

i Prompt therapeusis of the patient and chemoprophy- 
lactic treatment of contacts with a sulphonamide 
drug such as sulphadiazine, under medical super- 
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vision, is useful in limiting communicability and | 


preventing secondary cases. 
B. General measures : 

1. Education as to personal cleanliness and necessity 
of avoiding contact and droplet infection. 

2. Prevention of overcrowding such as is common in 
living quarters, transportation conveyances, working 
places, and especially in barracks, camps, and ships, 

C. Epidemic measures : 

1. Increase the separation of individuals and the ventila- 
tion in living and sleeping quarters for such groups 
of people as are especially exposed to infection because 
of their occupation or some necessity of living condi- 
tions. Chilling, bodily fatigue, and strain should be 
minimised for those especially exposed to infection. 

. If a community—civil, industrial, or miitary—is 
suffering from an unusual risk of infection and the 
general administration of . chemoprophylaxis to 
exposed persons under medical supervision is practic- 
able, small doses of sulphadiazine will lower markedly 

_ the carrier rate and prevent the spread of the disease. 


It is not to be expected that everything in the manual 
will be generally acceptable, but the committee, by 
repeated revision, are able to present sound, up-to-date 
advice. The vexed question whether pupils in resi- 
dential schools should disperse on the appearance of 
poliomyelitis is not decided, however. The Medical 
Officers of Schools Association (whose Code for the 
Control of Communicable Diseases in Schools follows 
this American manual closely) are setting up a committee 
to decide this point, and it would have been useful to 
have American views. 

The Ministry of Health have already distributed copies 
of this manual—chiefly to medical officers of health and 
school medical officers; but it is not available to the 
profession generally. This is a pity; for, though it 
contains only the -bare bones of the subject, it is a 
splendidly articulated skeleton. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED NOV. 3 

Totifications.—The following cases of infectious disease 
were notified during the week: smallpox, 1 (imported 
case at Camberwell); scarlet fever, 1819; whooping- 
cough, 1041 ; diphtheria, 585 ; paratyphoid, 6; typhoid, 
9; mea sles (excluding rubella), 496 ; pneumonia 
(primary or influenzal), 458; puerperal pyrexia, 146; 
cerebrospinal fever, 35; poliomyelitis, 24 ; polio- 
encephalitis, 1; encephalitis lethargica, 0 ; dysentery, 
211; ophthalmia neonatorum, 61. No case of cholera 
or typhus was notified during the week. 

The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on Oct. 31 was 1134. During the 
previous week the following cases wero admitted; scarlet fever, 
83; diphtheria, 41; measles, 12; whooping-cough, 32. 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, 1 (0) from measles, 1 (0) from scarlet fever, 
5 (3) from whooping-cough, 4 (0) from diphtheria, 
52 (7) from diarrhcea and enteritis under two years, 
and 13 (2) from influenza. The figures in parentheses 
are those for London itself. 

The number of stillbirths notified during the week was 
185 (corresponding to a rate of 27 per thousand total 
births), inclu ding 22 in London. : : 


ASSOCIATION OF INDUSTRIAL Meba OFFICERS.—The 


following have been elected office-bearers for 1945-46: chair- 
man, Dr. W. Blood; secretary, Dr. P. Pringle ; treasurer, 
Dr. Patricia Shaw ; members of executive committee, Dr. 
J. A. Amor, Dr. J. G. Billington, Dr. J. C. Bridge, Dr. T. A. 
Lloyd-Davies, Dr. C. L. Potts, and Dr. R. S. F. Schilling. 


‘honours at the University of 


Obituary 


WILLIAM DAVID HENDERSON STEVENSON 
CIE, MD GLASG., FRFPS, DP H, IMS 


Lieut.-Colonel Stevenson, who retired from the Indian 
Medical Service in 1927 and had been director of the 
Government Lymph Establishment since 1930, died on 
Nov. 3 at the age of 67. Many will recall tbat serious 
and helpful personage, the logical mode of thought and 
speech which was characteristic 
of him whether in his research 
work or as an administrator, 
and the gentle consideration 
for others ‘which could be 
roused to give battle against : 
insincerity or selfishness. 

The eldest son of the. Rev. W. 
Stevenson, he graduated with 


Glasgow and joined the Indian 
Medical Service in 1906. He. 
saw service in the next two 
years on the North-West Fron- 
tier. His laboratory work 
began in Bombay, at a time 
when the Research Department 
of the Government of India— 
the forerunner in India of the 
Medical Research Council— 
was becoming imperial rather than provincial. 


His 
plague. research. done in Bombay is still quoted as 


authoritative. 

“ In the First World War,” writes W. F. H., “ we find 
Stevenson engaged on medical service in operations 
against the Mohmands and Swatis, with an early transfer- - 
ence to the Mesopotamian Expeditionary Force. Officers 
of the Research Department engaged in laboratory and 
sanitary work were fairly numerous all along the river 
route from Basra to Baghdad. One incident of this 
period may have been instrumental in getting him his 
CIE, which was a military award. Stevenson had come 
down river on duty to the bar astride the mouth of the 
Shatt-el-Arab at the head of the Persian Gulf. A large 


- transport with troops on board lay at anchor there. 


Soldiers in full kit with packs and in closed rank were 
awaiting transference to the smaller vessel which was to 
take them up to Basra. Although they were under 
awnings and so far protected from the sun, Stevenson 
saw the danger of heat-stroke. -He strongly advised 
that they should fall out of rank and be givena sufficiency 
of air. ‘His advice was taken. Thus he averted what 
might have been a tragic disaster such as had already 
occurred. When he left Mesopotamia, after doing some 
fine work on the control of dysentery and enteric, he 
obtained the post of assistant director-general (sanitary) ` 
with the Government of India, and that wasfollowed two | 
years later by appointment to the directorship of the 
Pasteur Institute, Kasauli. 

‘In 1927 Stevenson returned to Glasgow as pathologist 
to the municipal hospital at Stobhill. After three years 
he moved south to succeed Blaxall as bacteriologist to the 
Government Lymph Establishment at Hendon. Herehe 
succeeded in growing the vaccinia virus on the chorio- 
allantoic membrane of chick embryos. The purpose of 
the investigation was to obtain a culture of the virus, and 
so do away with the necessarily cruder method of 
preparation of vaccine lymph. A pure dermotropic 
strain of the virus, free from any admixture with a neuro- 
tropic strain, had obvious advantages for large-scale 
vaccination. The need for large-scale vaccination soon 
arose with the epidemics of smallpox in Glasgow and 
Edinburgh. Stevenson recommended the wholesale 
prophylactic vaccination of the populations at risk. In 
that way he illustrated, and not for the first time, how, 
having argued his point out with himself and reached 
conclusion, he would champion it publicly. Honesty and 
the courage of his opinions were the attributes of this 
man, and they were accompanied by generous, hospitable, 
kindly instincts, all of which raised up no enemies and 
created many friendships. During the war the establish- 
ment was called on to increase its output of lymph from 
400,000 to 2,500,000 doses a year, for it was responsible 
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for supplies to public vaccinators, the three Services, and 
the United States troops in this country.” 

Dr. Stevenson’s son and his daughter have both 
followed their father in the medical profession. 


THOMAS SAXTY GOOD 
OBE, MA OXFD, MRCS 
Dr. T. S. Good died at his home in Oxford on Oct. 31. 


He had been working as usual that day, and his death 
was as sudden as it was unexpected. 


He qualified in 1893 from St. George’s Hospital, and - 


after a year or two in private practice joined the staff 
of the Oxford County and City Mental Hospital, where he 
remained until his retirement in 1936, when he had been 
for thirty years its medical superintendent. As with so 
many of his generation, his first interest in mental dis- 
order inclined towards neuropathology, but by 1911 he 
had become so impressed by the theory of psycho- 
analysis that he was making tentative attempts to apply 


analytical methods in the treatments of the psychoses, . 


and although he was never an orthodox Freudian he 
developed an analytical technique of his own which he 
continued to use on his many clinic and private patients 
for the rest of his life. When his hospital was taken over 
by the Ministry of Pensions in 1918 for the treatment of 
neuroses cases from the Forces, Good became command- 
ing officer with the rank of lieut.-colonel, RAMC, and, 
working with William McDougall and others, he devel- 
oped a psychotherapeutic technique in which hypnosis 
played a major part. It was also in 1918 that he started 
an outpatient clinic at the Radcliffe Infirmary, Oxford, 

and this was one of the first of such clinics in this country 
for the treatment of mental illness. 

When his hospital reopened in 1922 for the reception 
of civilian mental cases Good began to put into practice 
his theories of increased liberty for his patients. He 
introduced the ‘‘ open door ” system and found it poss- 
ible to give 85% of his patients complete liberty within the 
hospital grounds. He delighted in doing away with the 
numerous restrictions which other superintendents found 
necessary for the safety of their patients, and he used to 
‘point out with pride that none of the upstairs windows in 
the hospital were restricted in their opening as in most 
mental hospitals. He encouraged occupational therapy 
and at the annual sale of patients’ work he threw open 
the hospital to any visitors who cared to come. 

Good always had in his mind the development of a com- 
plete mental-health service in the Oxford area, and he 
had a large share in starting the child-guidance clinic in 
1931, to which he acted first as consultant and later as 
director. He was adviser in mental deficiency to the city, 
and lecturer in mental diseases at the university. A keen 
member of the Royal Medico-Psychological Association, 


he was its president in 1930. Although he retired from - 


the position of medical superintendent at the Oxford 
Mental Hospital in 1936, his interest and energy in 
psychiatric matters did not diminish. He had a large 
private practice and during the recent war years he was 
actively engaged in medical boards, and in helping as 
consultant at the outpatient clinic at the Radcliffe 


Infirmary. 
Dr. Good was a noted fisherman and a fine shot. He 
leaves a widow, a son, and a daughter. His son, Dr. 


Michael Good, is at present serving in the RAMC in 
command of a ‘hospital. 


DOUGLAS ARTHUR CROW 
M B EDIN. 


Dr. D. A. Crow, who died at Hove on Nov. 3 at the age 
of 56, was an able and thoughtful man whose death is a 
serious loss to the profession, especially in Brighton and 
Sussex where he worked. 

He qualified at Edinburgh in 1911 and after holding 
house-appointments at the Doncaster Infirmary, at 
Aylesbury, and at the Sussex Throat and Ear Hospital, 
he settled in general practice in Brighton in 1913. 
During the war of 1914-18 he served as temporary cap- 
tain, RAMC, in Mesopotamia. About 1922 he gave up 
general practice to specialise on the throat and ear, where 
his delicacy of touch made him a brilliant operator. He 
was registrar at the Central London Throat, Nose, and 

*Ear Hospital and in the succeeding years became honorary 
surgeon to the otolaryngeal department of many 
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hospitals in the neighbourhood of Brighton and Hove, 

including the Royal Sussex County Hospital, the Sussex 

Throat and Ear Hospital, the Brighton Infirmary, and | 
practice he was in constant demand for his sound judge- 
ment and surgical skill ; his quiet manner and gentleness 

made.him particularly successful with children, and he ; 

was never too hurried to play with them and win their 

confidence. During the last six years he was grossly | 
overworked ; his civilian practice was immense, and his | 
outpatient clinics and operating days were trebled and | 
quadrupled with Service cases. 

Crow’s medical writings include The Ear, Nose, and 
Throat in General Practice (1927), and a paper on the 
removal of thirty foreign bodies from the air and food 
passages (1930). His remarkable presidential address 
to the Brighton and Sussex Medico-Chirurgical Society, 
entitled A Blind Man with a Lantern, was published in | 
1939. His pacifist philosophy dated from the 1914-18 | 
war and was summed up in The Pacifist Faith of a Surgeon 
(1938). He foresaw this war with horror and in an article 
on the Medical Profession v. the Warfare Association, 
which appeared in these columns in 1936, he called on 
doctors to show courage. in trying to prevent war, 
instead of merely showing courage when it began. 
Addressing the Brighton division of the British Medical 
Association in the same year he said : ‘‘ It is not necessar- 
ily. death which is terrible about it (war), it is the awful 
prospect of a progressive degeneration in vitality which 
is so appalling.” He was at one time chairman of the 
Peace Pledge Union, but left it on account of what 
he felt were narrow views on the ethics of fighting. 
He was intensely sensitive to suffering and wrong, 
and his own philosophy was broad-minded, deep, 
and humane. 

In medical politics he was an individualist. ‘No idea,” 
he wrote to us in 1939, “can survive much organisa- 
tion. .. . Organised patriotism produces national- 
ism; organised food production destroys the fun of 
eating ; and organised travel the fun of adventuring. « . . 
In the case of our own profession a sturdy individualism 
is required for purposes of healing, a sense of humour and 
a fine understanding of the arts and literature. Such 
qualifications languish in the official atmosphere. 
Surveying your correspondence column, I rejoice to think 
that the last ditch will be manfully guarded.” 

Dr. Crow married in 1913 Miss Mary Crabtree, who 
survives him with three daughters. 


HERBERT EDWARD DURHAM 
M B, SCD CAMB., FRCS 


THE Durham tube—the al inverted test-tube used 
for determining bacterial gas-production—is familiar 
to every bacteriology student, but Herbert Durham's 
activities extended. far beyond laboratory technique. 
He was born in London in 1866, the son of A. E. Durham, 
senior surgeon to Guy’s Hos- 
pital and an authority, on the 
surgery of the larynx. He was 
educated at University College 
School and went up to King’s 
College, Cambridge, in 1885. 
There he took first-class honours 
in parts 1 and 2 of the natural 
sciences tripos and worked for 
two years in the zoology and 
physiology laboratories before 
going. He qualified MB in 1892 
and held various house-appoint- 
ments at Guy’s. In 1894 he 
took his FRCS and was elected 
to a Gull research studentship 
at Guy’s. In the same .year 
he went to Vienna to study 
under Prof. Max Gruber at the 
Hygiene Laboratory. 

In Vienna Durham and 


“his chief first recognised the 


practical potentialities of the agglutination of pathogenic 
organisms by the serum of animals immunised against 
those particular organisms. In 1896 they suggested that 
this effect, which had been observed by many workers 
before them, might be used in the diagnosis of infectious 
diseases. Durham’s paper was read at a meeting of 


- by the tsetse fly. 
, from Cambridge he described the 
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| the Royal Society on Jan. 3, 1896, but—presumably from 


lack of clinical material—he did not immediately apply 
his suggestion in practice; so the first trials of the 
agglutination method which later became known as 


ai the Widal or Gruber-Durham reaction in enteric fever 
' were made elsewhere, and reported by Widal in June 


and by Griinbaum in September (Lancet 1896, ii, 806). 
Durham was a member of the Royal Society committee 
appointed in 1896 to inquire into diseases. transmitted 
In the following year he was elected 
to a Grocers’ research scholarship at Cambridge, and 
“ simple modification 
of the fermentation tube ’? which became known as the 
Durham tube (Brit. med. J. 1898, i, 1887). He also 
continued his work on agglutination, and followed 
Pfaundler in establishing the existence of a common 
“ group ” agglutinating reaction between closely allied 
bacteria. In 1900 the Liverpool School of Tropical 
Medicine sent an expedition, headed by Durham and 
Walter Myers, to study yellow fever on the Amazon. 
Dr. Myers died of yellow fever at Para in January, 1901 ; 
Durham also contracted the disease but recovered. A 
full account of the expedition’s findings was published 
as Memoir No. 7 of the school in 1902. In 1901-03 
Durham was in charge of the Beriberi Expedition to 
Malaya and Christmas Island, where he lost the usé of 
aneye. From Malaya he brought back samples of the 
climbing plant derris, and he seems to have been the 
first to draw attention to its insecticidal properties, 
which he later described in J. D. Gimlette’s Malay 
Poisons and Charm Cures (8rd ed., 1939, p. 246). 

His eyesight at this time became too bad for micro- 
scopical work, and in 1905 Mr. E. F. Bulmer, an old 
Cambridge friend, suggested that he should join the 
firm of H. P. Bulmer & Ço. as supervisor of their 
laboratories. The next 30 years of his life were mainly 
spent at Hereford, where he became an authority on 


Notes and News 


MEDICAL GRADUATES OF QUEEN 'S UNIVERSITY, 
BELFAST 


No fewer than 660 medical graduates of Queen’s University 
served in the Forces during the war, as we}l as some 50 


students; 33 graduates and undergraduates are known to 


fermentation as applied to the cider industry and on the > 


cultivation of apple trees. He also found time to write 
papers on his hobbies of photography and lathe-work. 
In 1935 he retired and returned to Cambridge, where he 
cultivated fruit trees, culinary plants, and herbs, some 
of which he had introduced to this country. He was 
a man of wide culture, modest and retiring though a 
charming companion. : / 

Dr. Durham’s wife, who survives him, was a daughter 
of Captain G. Harmer of the 81st Regiment. His 
brother, Colonel F. R. Durham, is secretary of the Royal 
Horticultural Society. 


THE LATE DR. GILLESPIE 
K. H. writes: 


. sight that a child-guidance clinic was formed at Guy’s 


Hospital in the early days of his appointment, and I 


was privileged to be the first psychologist to be. 


appointed to the permanent staff. It was due to his 
unremitting energy that this branch of the work grew 
so rapidly. He made easy contacts with children and 
by his charm of manner quickly gained their confidence. 
Because of his patience and sympathy the parents found 


him an ideal listener, though he was always able to give 


the needful advice at the appropriate moment. 

His enthusiasm for the work inspired his staff to 
overcome the difficulties under which the cliuic had to 
work in the early days. At staff meetings he enabled 
his juniors to express their opinions freely and without 
embarrassment. He strongly disapproved of the 
principle: of voluntary work, maintaining that the 
labourer was worthy of his hire, and however busy he 
was he never spared himself or missed an opportunity of 
putting his principles into practice and improving the 
working conditions ‘of ‘his staff. Though he was the 
director of the clinic, he was held in affection by all his 
ea Sa and made them feel that they were also his 

riends. 


It was through Dr. Gillespie’s fore- | 


have been killed in action or to have died on active service, 
and 5 others are still missing. Many have been decorated. 
The Northern Ireland government has made a grant to 
Queen’s University to forward a scheme for demobilised 
medical officers similar to that in Great Britain. Under this 
scheme graduates who joined the Forces within a year or so 
after qualification (class I) will be appointed as house-phy- 


‘sicians or house-surgeons for six months in a teaching hospital. 


Remuneration will be at the rate of £350 per annum if resident, 
£450 if non-resident. For those who on recruitment were 
being trained to become specialists or consultants, posts of 
registrar status will be available, carrying salaries of about 
£550 a year with either board and lodging or £100 in lieu of 
them. Refresher courses will also be available for general . 
practitioners if they wish to take them. Those seeking 
appointments should apply to Prof. J. Henry Biggart, 
(dean of the medical faculty), Queen’s University, Belfast. 


FULL USE OF HOUSES 

No premises which have been used as residences at any 
time since Dec. 31, 1938, can now be used for other purposes 
without the consent of the local housing authority. The 
regulation covers all buildings or parts of buildings originally 
built as residences ; buildings constructed for other purposes _ 
which have ever been adapted for living in; and hotels, hostels, ` 
boarding-houses, lodging-houses, and ordinary houses or flats. 
Only very rarely, if at all, will an authority consent to an 
ordinary house or flat being used otherwise than as a residence. 
As long as the shortage of houses continues all such forms of 
accommodation are to be reserved as residences unless they are 
thoroughly unsuitable and cannot be made suitable without 
unreasonable expenditure of labour and materials. 
SPECIALIST FIELDS IN NURSING 

THE Minister of Labour and National Service has published 
a list of the fields of special nursing in which nurses qualifying 
for the State register after October, 1945, are required to 
spend a year. Apart from two additions, this list tallies with 
that recommended by the National Advisory Council on 
Nurses and Midwives earlier this year, and published in our 
columns at the time (1945, i, 641). The two additions are 
nursing in a hospital for infectious diseases, and nursing in a 
hospital affiliated to a complete training school. The nurse 
may still be exempted from half, or the whole, of her year of 
special service if her training hospital needs her to make up 
its full complement of staff for either six months or a year. 


BURSARIES FOR HOSPITAL ADMINISTRATORS 

King Edward’s Hospital Fund for London, in coöperation 
with some of the London voluntary hospitals, are offering 
some bursaries, worth £600 yearly, to enable would-be hospital 
administrators, whose careers in other fields—such as the law 
or accountancy—have been interrupted by the war, to train 
for this work. Details of this scheme were given in a letter to 
the Times of Nov. 5. Bursaries will be tenable for 12 months, 
and can be renewed for a further 6 months at the discretion of 
the Fund. Candidates should be between the ages of 25 and 
40, and must submit evidence of their standard of education, 
of having achieved responsible rank in the Forces or other form 
of national service, and of practical administrative experience. 
Selected candidates will be interviewed by a committee on 
which the interested hospitals will be represented, and it is 
hoped that the first four bursaries will be awarded before 
the end of the year. 


ANIMAL INFECTIONS IN GREECE 

In a note on the veterinary aspects of public health in 
Greece, circulated by UNRRA, Mr. Martin Kaplan, vMD, 
points out that Greek soil is as heavily contaminated with 
anthrax and tetanus organisms as any in the world. About 
80% of the livers and lungs of sheep and goats seen in the 
abattoirs contain hydatid cysts; this means that 90-100% 
of the rural dogs, the definitive hosts, harbour the echinococcus 
tapeworm. The infection is transmitted to human beings 


‘by contamination of hands and food with dogs’ excreta. 


Thorough cooling of all meat and meat-products immediately 
before consumption, and thorough cleansing of the hands 
after handling dogs, is advised. 
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MENTAL TREATMENT ACT 

Docrors who, before'they joined the Services, were approved 
for making recommendations about temporary and voluntary 
patients under the Mental Treatment Act, 1930, and who are 
returning to civil practice, should not make any such recom- 
mendations until they have been in touch with the Board of 
Control at the Clifton Hotel, St. Anne’s-on-Sea, Lancashire. 
The Board reminds them that the necessary approval may 
have expired while they have been away on service. 


University of Cambridge 


The title of the degrees of MB, B Chir has beci conferred 
on M. M. Mason, Newnham. 


University of Glasgow 
On Oct. 20 the students of Glasgow University elected Sir 
John Orr, MD, FRS, as their rector. Sir John received 597 


‘votes, and the other candidates, Lord Lovat and Sir Thomas 
Beecham, 317 and 203 respectively. 


Royal College of Surgeons of England 

At a meeting of the council held on Nov. 8, Mr. P. H. 
Mitchiner was re-elected a member of the court of examiners, 
and Sir Frank Colyer was elected the first Charles Tomes 
lecturer. Dr. H.. A. Sissons of Melbourne was appointed a 


Leverhulme research scholar to work in the pathological. 


department of the college. 

Diplomas of membership were granted to the candidates 
named in the report of the comitia of the Royal College of 
Physicians (Lancet, Nov. 3, p. 583) and to R. H. B. Mills, 
J. D. Huntley, R. D. Price, and C. T. Ross. 

Diplomas in medical radio-diagnosis were granted, jointly 
. with ue Royal College of Physicians to the following: 


G. D. Gordon, P. P. Hauch, W. J. Latham, C, F. 
D. G. Aaa - 


The following hospitals were recognised for the resident 
surgical post required of candidates for the final fellowship 
examination : Dudley Road Hospital, Birmingham, RSO and 


Parry» 


HS; Burton-on-Trent General Infirmary, RSO; Halifax . 


General Infirmary, RSO ; Burnley Municipal Hospital, RSO. 


Roya J Faculty of Physicians and Surgeons of Glasgow 
At a meeting of the faculty Mr. W. A. Sewell was elected 
president; Dr. G. B. Fleming, visitor ; Mr. W. W. Galbraith, 
treasurer ; Dr. W. R. Snodgrass, librarian; and Mr. Andrew 
Allison, representative on the General Medical Council. The 
following were elected members of the council: 
Gardner, Mr. A. B. Kerr, Mr. G. T. Mowat, Mr. J. H. 
MacDonald, Mr. J. W. Macfarlane, Mr. E. G. Oastler, Mr. 
Charles Read, Mr. Matthew White, Dr. J. H. Wright, and 
Mr. Roy Young. _— D 
Return to Practice 


The Central Medical War Committee announces that the, 
following have resumed civilian practice : 


Mr. C. W. FLEMMING, OBE, FRCS, 5,, Upper Wimpole Street, 
London, W1. 

Dr. R. H. LEAVER, 49, Wimpole Street, W1. 

Mr. W. McKim H. MceCULLAGI, DSO, MC, FRCS, FRCOG, 149 Harley 
Strect, Bie 

Dr. J. D. W. PEARCE, FRCPE, 13, Harley Street, W1. 

Mr. H. B. STALLARD, MD, FRCS, 24, Harley Strect, Wi. 

Dr. E. A. Woop, Annecy, Gillman’s Hill, St. Leonards on Sea. 


Courses for Demobilised Doctors 

A fortnight’s general refresher course for medical officers 
eleased from the Services will begin on Monday, Dec. 3, at 
the Southend-on-Sea General Hospital. <A fortnight’s course 
on pulmonary tuberculosis will be held at Addenbrooke’s 
Hospatal, Cambridge, in conjunction with Papworth, beginning 
on Jan. 14. If there are vacancies, the courses will also be 
open to general practitioners. No accommodation is pro- 
vided, and those attending must make their own arrangements. 


Further information from Dr. Douglas Firth, Trinity Hall, 
Cambridge. 


Royal Society of Medicine 

On Friday, Nov. 23, at 3 PM, at the section of epidemiology 
and State medicine Dr. Alan McFarlan will speak on the 
epidemiology of the 1945 outbreak of poliomyelitis in 
Mauritius. 
Medico-Legal Society 

At a meeting to be held at 26, Portland Place, London, W1, 


on Thursday, Nov. 22, at 8.15 rm, Mr. T. Mervyn Jones, LL M, 
will speak on the medico-legal aspects of war injuries. 


Medical Society for the Study of Venereal Disease 
At a meeting to be held at 11, Chandos Street, London, W1, 


on Saturday, Nov. 24, at 2.30 pm, Major S. M. Laird, RAMO, 
will speak on the prevention of syringe-transmitted hepatitis. 
j 


- 


Dr. John. 


Association for Scientific Photography 

A meeting of the medical group will be held at BMA foui: 
Tavistock Square, London, WC1, on Tuesday, Nov. 20, at 
6 pm, when there will be a discussion on equipment for medical 
photography. Papers will be read by Dr. A. C. Roxburgh, 
and Mr. J. E. Andrews, medical photographer to the London 
County Council. 


Society of Medical Officers of Health 


On Nov. 8 the Welsh branch gave a complimentary dinner 
in Cardiff to Prof. R. M. F. Picken, acting provost of the 
Welsh National School of Medicine and immediate past- 
president of the society. The principal toast was proposed by 
Dr. D. Rocyn Jones and seconded by Dr. E. Colston Williams. 
Dr. J. C. Gilchrist presided. 


Birmingham Course for Allied MOs 


The British Council is holding a course for Dominions and 
Allied Forces at the Overseas Club, Birmingham, from Nov. 19 


.to 24. Dr. Guy Dain will speak on the State and medicine, 


and a visit will be made to the Medical School and Queen 
Elizabeth Hospital. 


Messrs. MENLEY and James Ltd. can now supply their 
‘ Mickraform ’ sulphathiazole suspension in bottles of 25 c.cm. 
This is a sterile 20% suspension of microcrystalline sulpha- 
thiazole in isotonic saline. The preparation has been used 
with success in the intraperitoneal chemotherapy of peritonitis 
secondary to appendicitis, and as an application in impetigo. 


Appointments 


Evans, W. E. F., MRCS, DA: temp. senior anesthetist, West 
Middlesex Oounty Hospital, Isleworth. 

FREEBAIRN, N. A., MB GLASG., surgeon lieut.-commander: temp. 
junior MO, mass radiography unit, Edinburgh. 

HILDICK- -SMITH, GAVIN, MB CAMB. Wander scholar and registrar 
to the children’s department, "Westminster Hospital. 

*LAIDLAW, STUART, MD, BL GLASG., DPH: MOH for Glasgow. 

MARSHALL, PAULINE C., MRCS: RSO, North Staffordshire Royal 
Infirmary, Stoke- on-Trent. 

MCLAUGHLIN, F. L., MD NUI: consulting neuropsychiatrist, British 
Ministry of Pensions, Dublin. 

SLESSER, BETTY V., FRCSE: RSO, Prince of Wales’s Hospital, 
Plymouth. 
THE, I. T., MB LOND.: RMO, Nuffield House, Guy’s Hospital. S 
THORBURN, A. LENNOX, MD BELF., DPH: asst. school medical offcer 

(temp. 5) for Plymouth. 
WILKINSON, NORA F., M., MR MANC.: RSO, 
* Subject to confirmation. 


Hospital. 
Births, Marriages, and Deaths 


BIRTHS 


BaRBER.—On Nov. 5, at Chiddingfold, the wife of Dr. Denis Barber 
—a son. 

BARKER.—On Nov. 8, in London, the wife of Dr. Geoffrey Barker— 
a daughter. 


Altrincham General 


‘BrEacH.—On Nov. 8, at Leintwardine, ee the wife of 


Surgeon Lieutenant A. A. W. Beach, RNVR—a 80 

BuXTON.—On Nov. 4, at Ibuye, the wife of Mr. Kenneth Buxton, 
FRCS—a. daughter. 

VANREENEN.—On Oct. 26, at Lucknow, the wife of Major R. M. 
Vanrcenen, IM8—a daughter. 

WICKES.—On Nov. 7, in London, the wife of Surgeon Licutenant 
I. G. Wickes, RNVR—Aa son. 


| WITT.—On Nov. 6, at Harrogate, the wife of Beit: Lieutenant R.C. 


w itt, MRcs—a daughter. 


MARRIAGES 


ANGUS—LUMSDEN.—On Nov. 7, in Edinburgh, Alan Angus, MD, 
of Newcastle-on-Tyne, to Jean Lumsden. 

ITAND—TURNER.—On Nov. 6, in London, Bernard Hilary Hand, 
surgeon lieutenant ree to Jean Turner. .- 


DEATHS 


BLAGG.—On Nov. 3, at Worle, Somerset, Arthur Frederick Blagg, 
MD DURH., aged 87. 

CHERRY.—On Nov. | 35 ‘at St. Brelade, Jersey, Wiliam Norman 
Lyndon Cherry, LRCPI, surgeon captain RN retd. 

CRONE.—On Nov. 6, in London, ‘John Smyth Crone, LRCPI, MRIA, 


age 7. 

Crow. oak Nov. 2, at Hove, Donglas Arthur Crow, MBEDIN., 

age 

DENT.—On Nov. S, at Cromer, Herbert Crowley Dent, MBE, MRCS. 

ELGoop.—On Nov. 2, Charles Reginald Elgood, MD LOND., of 
Tiverton, aged 86. 

Evans.—On Nov. 6, at Fleet, Wants, Percy Evans, CMG, MB DURH., 
colonel RAMC retd, aged 76. 

JENKINS.—On Nov. 10, William David Jenkins, BA WALES, MRCS, 
of Kidbrooke Grove, London, 33, aged 51 

MacKwan.—On Novy. „at Dumfries, Alastair Birkmyre MacEwan, 
MB CAMB. 

STEVENSON.—On Nov. 3, William David Henderson Stevenson, 
CIE, MA, MD GLASG., colonel IMs retd. 

STOOKES.—On July 6, died at the hands of the Japanese in Borneo, 
Valentine Alexander Stookes, MC, MB EDIN. 
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RHEUMATIC FEVER AND HEART DISEASE 
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THE HARVEIAN ORATION * 


JOHN PARKINSON, MD LOND., FRCP 
PHYSIOIAN TO THE CARDIAC DEPARTMENT OF THE LONDON 
HOSPITAL, AND TO THE NATIONAL HEART HOSPITAL; 
CONSULTING CARDIOLOGIST TO THE ROYAL AIR FORCE 


In my time there has been a curious change in the 
relative importance of diseases affecting the mitral valve. 
Traditionally there have been two—mitral incompetence 
‘(or regurgitation) and mitral stenosis (or obstruction). 
In student days they seemed to share clinical equality 
in the wards, and contemporary opinion is shown by the 
fact that in ‘Allbutt and Rolleston’s System of Medicine 
in 1909 ' these two diseases occupied equal space. When 
medical registrar. I noted that mitral incompetence 
strangely enough was recorded almost as much from the 
surgical as from the medical wards. You will agree that 
a difficulty about mitral incompeténce exists because 
the presence of a definite apical systolic murmur in any 
patient is so often held to be sufficient for this diagnosis. 
And clearly it is not. 
think of mitral incompetence, is the worst habit of any 
doctor with a stethoscope. 

That.the diagnosis of mitral incompetence had become 
too frequent and widespread became manifest in the 
first World War.when willing recruits were rejected in 
large numbers by doctors who would not pass any man 
with a cardiac murmur. Mackenzie was fond of saymg 
that nature seldom left us with only one sign. He saw 
what was happening, and persuaded the military 
authorities that much medical opinion and action in 
this matter was erroneous and that it should be altered 
in the national interest, as gradually it was with the 
enlisted support of Allbutt and Osler. 

Between the two world wars the interpretation of this 
murmur as a functional one became too commonplace. 
Indeed, it was felt by some of us that the pendulum in 
reverse was Swinging too far ; so to correct this tendency 
those with noticeable systolic murmurs in this war have 
come under closer scrutiny by the old and by modern 
methods such as electrocardiography and in particular 
radiology. By these means and by closer clinical 


observation, cardiologists here and elsewhere now look 


more critically on any fairly loud systolic murmur and 
hesitate before classing it as functional or (better term 
perhaps) incidental. 

The reason is that if one critically examines the man 


‘with an obvious systolic murmur at the apex, fearing 


to dismiss it as without significance, it often proves to 


be in a sense organic though not necessarily endocarditic. 


The cause may be found in an early hypertension; in 
an anæmia or a pyrexia ; or a congenital lesion such as 
atrial or ventrieular septal defect. It is often an apical 
Incident in aortic incompetence or stenosis. Yet the 
murmur may in fact prove to be endocarditic—the 
sign of an early affection of the mitral valve itself— 
rheumatic mitral disease. 


Early Valvular Disease 


A rare opportunity came with the war to study the 
early signs of rheumatic valvular disease, the less 
tangible signs which precede the development of 


symptoms and concrete signs such as in peace-time - 


occupy our attention. In peace-time we were treating 
patients ; in war-time we have been sorting men and 
looking for defécts which unfitted them for war. It has 
been a thrust-back from symptoms to signs, yet not 
necessarily the traditional signs nor those with which 
we were familiar. Some analyses of the results obtained 


* Delivered before the Royal College of Physicians of London on 
oe mice 1945. The introductory part of the oration, reviewing 
e 
omitted, but will be included in tbe reprints circulated to 
Fellows ‘of the College. 


of rheumatic fever in relation to the heart, is here 
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ORIGINAL 


To hear a systolic murmur, to | 


but it has proved of limited value ; 


ARTICLES . [Nov. 24, 1945 
by different cardiologists have appeared already.®. More 
are awaited, and time will be required for the combined 
results to be assessed. 

A few brief generalisations, however, may be made 
from experience of some 600 men with early valvular 
disease. Clear mitral stenosis with a. presystolic or. 
mitral diastolic murmur seems to differ little in its other 
attributes from mitral stenosis expressed by a systolic 
murmur and supporting X-ray signs. A split first 
sound whieh is not loud is not uncommon in health, and 
often leads to a serious and erroneous diagnosis of mitral 
stenosis. Similarly the presence of a normal third 
heart sound may mislead in the same direction. The 
presystolic murmur of mitral stenosis is best heard on 
listening quickly at the apex when fhe subject, after 
exercise, lies down and-turns over towards his left side. 
For the diagnosis of aortic incompetence we are still 
most dependent on the hearing of an aortio diastolic 
murmur, and this is missed again and again. Some- 
times a loud aortic second sound interferes with its 
audibility. Too often the apical systolic murmur, which 
occurs in half the cases, receives undue attention; and 
the examiner forgets the good rule to listen on the left 
of the sternum with the question in mind, is there an 
aortic diastolic murmur or not? ` Radioscopic enlarge- 
ment of the left ventricle will.sometimes clinch the 
diagnosis, occasionally even suggest it. Aortic incom- 
petence alone, or combined with mitral valvular disease, 
is far more common than is supposed. 


FUNCTIONAL MURMUR OR MITRAL VALVULAR 
DISEASE ? 

The first problem is to distinguish the incidental 
murmur from the systolic murmur left by rheumatic 
valvulitis. The second problem is to decide whether 
an organic murmur connotes rheumatic mitral incom-: 
petence or mitral stenosis, and whether m this case we 
ought to recognise two mitral valvular diseases or 
essentially only one disease. 3 

With a rheumatic history special care is obviously 
necessary, though a history may mislead. A circum- 
stantial story of short-windedness would add to that 
care. A first sound louder than expected at a normal 
heart-rate will also arouse suspicion, though alone it 
does not permit the diagnosis of mitral valvular disease. 
The louder, the longer, the more constant a murmur is, 
the more it is unaffected by posture or respiration, the 
greater is the likelihood of it being endocarditic or at 
least organic. Conduction to the axilla has more to do. 
with the loudness of the murmur than with its nature. 

Loudness of the pulmonary second sound is a sign in 
established and not in early mitral disease, and even 
then it is of less diagnostic importance than used to be 
thought. It was hoped that the electrocardiograph 
would assist in this early recognition of valvular disease, 
indeed it has proved. 
more serviceable in distinguishing an unusual congenital 
from a rheumatic lesion. A normal record is naturally 
found with an incidental murmur; left axis-deviation 
would be expected in mitral incompetence ; and right 
axis-deviation with large, or large and bifid P waves in 
mitral stenosis. Such modifications are seldom present 
in the early grades of mitral valvular disease we are 
discussing.?©2 

Our predecessors realised the importance of cardiac 
enlargement in judging the presence or absence of 
cardiac disease in the presence of a doubtful kind of 
murmur which had to be assessed, or they would not ` 
have prized percussion so much and stressed palpation 
of the apex-beat. If both the position and the quality 
(forcefulmess) of the apex-beat are separately regarded, 
palpation still gives quick and useful information. But 
X rays provide a much more exact and informative 
method which has not even yet been fully explored. 
Not merely the size but the shape of the cardiac outline 


x 
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counts in diagnosis, not to mention prognosis. It must 
be admitted that a few cases of early valvular disease, 
including those with a presystolic murmur, show a 
normal cardiac outline. But in most valvular disease, 
the X-ray outline is affected and is characteristic. By 
a happy combination of old and new methods, the 
presystolic murmur and the enlarged left auricle on 
_ radioscopy are today. the two main diagnostic signs of 
mitral stenosis. Further, this simple radiological test 
will often establish the presence of mitral stenosis when 
there is no more than a noticeable systolic murmur at 
the apex (alleged mitral incompetence), and occasionally 
even without a murmur at all. If there was any doubt 
before, the experience of cardiologists in this war has 
shown that radidlogy is essential in any examination 
of the cardiovascular system. 
MITRAL INCOMPETENCE OR MITRAL STENOSIS 

Forgetting the incidental murmur, where we have 
reason to believe that there is old mitral valvulitis, the 
present position seems to be this. A presystolic murmur 
is heard or can be elicited by exertion, and on radioscopy 
the left auricle in particular is enlarged: the patient has 
mitral stenosis. A loud and long systolic murmur is 
heard constantly at the apex, and the left auricle is 
enlarged: the patient has mitral stenosis. Now we are 
in this dilemma. With a similar systolic murmur but 
no such enlargement, shall the diagnosis be mitral 
incompetence? Or knowing that the probable patho- 
logical finding will be mitral stenosis, can we jettison 
mitral incompetence, and venturing a diagnosis beyond 
physical signs, at once call it mitral stenosis? It is 
tempting to do so, but I think we should lose rather 
than gain by so doing. Cabot! drew attention to the 
problem by devoting some pages to “ that great rarity— 
mitral regurgitation.” Graham Steell® had already 
said that the commonest murmur in mitral stenosis is 
a systolic murmur. 

Pathological evidence for rheumatic mitral incom- 
petence without stenosis is hard to find in adults. It 
is seldom seen in the post-mortem room or museum. 
Do patients die of mitral incompetence ? 11 235 You 
may agree with me that such cases are not clinically 
common. And yet, there is a movement to establish 
that mitral deformity. sometimes does occur without 
stenosis—that there is a true mitral incompetence from 
rheumatic valvulitis. Some pathological evidence in 
support has been adduced.‘ 23 25 Bacterial endo- 
carditis occasionally affects a rheumatic mitral valve 
which is not stenosed. 5? Unfortunately electro- 
cardiographic features are not distinctive! For its 
clinical demonstration one would expect by radiography 
some enlargement of the left ventricle, perhaps slight 
enlargement of the left auricle, without enlargement of 
the right ventricle. Kymographic studies of the left 
auricle may prove helpful and so may phonocardio- 
graphy. Such means, working hand in hand with 
pathology, may restore to a slight extent mitral incom- 
petence as a rheumatic valvular lesion, though never 
again as a rival of mitral stenosis. 

Meanwhile, too much should not be made of the 
difficulty which is more of academic than of practical 
importance. It is easy and sufficient to diagnose mitral 
stenosis when it can be identified by the particular signs, 
clinical and radiological, which have been specified. 
Otherwise, when a constant (or persistent) systolic 
murmur is evidently of rheumatic origin, it is better to 
‘ use the inclusive term—mitral valvular disease—than 
the ambiguous—mitral incompetence.. We are here dis- 
=- cussing, of course, developed lesions and not rheumatic 
carditis in childhood to which I shall refer later. 

ADVANCES IN DIAGNOSIS 

Having so recently witnessed the amazing develop- 
ment in complexity of methods of warfare “and their 
successful application to the winning of the war, we 
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should be less dismayed by. the increasing complexities 
of medical war ʻon disease and less inclined to speak 
lightly of specialisation. By all means let us under- 
stand that medicine will have to accept some extra- 
ordinary developments in technique not only laboratory. 
but clinical; Jet not their difficulty and complexity 
deter us from accepting them with hospitality. 

Phonocardiography is still in its infancy and it has 
been used to our great profit in the study of gallop 
rhythm, or we should say, triple rhythm.” These heart 
sound records, comparable with electrocardiograms, 
have yet to be applied intensively to the sounds and 
murmurs in children with rheumatic carditis; and they 
promise to help in separating incidental from valvular 
murmurs in adults. Still more impressive, perhaps, is 
the discovery and progress of -angiocardiography, 
visualisation of the chambers of the heart and its vessels 
in life.3? 7° It is comparable with the familiar visualisa- 
tion of the intestinal tract, gall-bladder, and the urinary 
system. After injection of diodone serial X-ray films 
are taken to obtain pictures showing up the right or 
left chambers of the heart at will. Now not merely 
the outline of the heart is seen by X-ray examination, 
but the individual chambers and vessels conducting to 
and from it. Surely this is a climax which one may 
acclaim in any commemoration of the illustrious Dis- 
coverer of the Circulation ! 


The Problem of Rheumatic Fever 


I now ask you to consider with me some present 
aspects of rheumatic fever as a problem for medicine 
and the community. 

INCIDENCE 


Until this fever is notifiable, we cannot have more 
than a hazy idea of its prevalence in childhood. 2% In 
1938 the London County Council had a card-index of 
22,800 children up to the age of 15 in London, who were 
suffering or had suffered from rheumatic infection, giving 
an incidence of about 2-6% of the child population.® 
It is high time we realised the dimensions of the problem 
in this city and in this country. Meanwhile, we must 
combine acute rheumatism and its results as a source 
of mortality which up to the age of 20 is the leading 
cause of death, and exceeds that of pulmonary tuber- 
culosis.®* 

The annual mortality in England and Wales from 
rheumatic heart disease has been placed between 12,000 
and 30,000.75 1% From the deaths in 1942—44, which 
are classified by an improved system based on the 


certifying physician’s opinion as to the principal cause’ 


when more than one cause is stated, it appears that the 
annual total lies between 14,000 and 24,000 and is most 
probably about 16,000 (Stocks, P., personal communi- 
cation, 1945). However that may be, it is certain that 
in rheumatic fever we have the dominating cause of 
heart disease under the age of 40%; and the source of 
almost 40%, of heart disease in hospital.” 

Still confining our attention to cardiac rheumatism, 
that which can cause heart disease, the incidence in the 
general population, though unknown, is probably 
greater than suspected. During the first World War, 
in 1917, I examined and questioned closely a series -of 


. 1000 slightly wounded men otherwise found fit, and 


satisfied myself that 50 in childhood had had rheumatic 
fever, giving an incidence of 1 in 20. This small 
statistical inquiry raises the question of how many 
citizens acquire rheumatic fever, and it suggests that 
many recover completely from it. 

Through the courtesy of the Ministry of Labour and 
Dr. L. M. Ladell, I have some new figures about recruits 
rejected for military service by medical boards, those 
placed in grades 111 and Iv. To the end of August, 
1945, about a million were so rejected in England and 
Wales. In a sample of 30,000 consecutive rejections 
taken from the whole of England and Wales in 1942, 
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9% were rejected because they had heart disease. It 
follows that not less than 90,000 men between the ages 
- of 18 and 41 have heart disease. The population of 
England and Wales (over 40. million) related to that of 
Scotland with Northern Ireland (over 6 million) would 
permit a conservative addition of 10,000 such men for 
Scotland and Northern Ireland. Taking the whole of 
Great Britain, therefore, we may assume that there are 
at present 100,000. To these may be added a like 
number of women for they are affected in slightly 
greater proportion. I estimate that there are at least 
200,000 persons between the ages of 18 and 41 in Great 
Britain with heart disease, mostly rheumatic, at the 
present time. 

In my. series of 2, 500 potential recruits examined for 
suspected cardiovascular disease, causes of rejection 
were in the proportion: congenital defect'1, hyper- 
tension 1, rheumatic heart disease 8. This would reduce 
the total to be ascribed to rheumatic fever; but we 
have not ‘mentioned the thousands of children and 
_ adolescents under the age of 18 in process of being 
affected by cardiac rheumatism. 

Dr. Percy Stocks, commenting on this estimate of the 
incidence of rheumatic heart disease, writes : 

“ On referring to the tables of medical examinations up 
to August 31, 1945, I find that 6-61 million men were 
medically examined (including volunteers). The total 
population of Great Britain, males aged 18-44, is about 
94 million ; consequently the 1 million were representative 
of only about two-thirds of all men of those ages. To allow 
for this the estimated number of 100,000 needs to be 
increased to the proportion 9-5/6-6, that is to 144,000, 
and the 200,000 of both sexes becomes about 300,000.” 

I am grateful to Sir Wilson Jameson, chief medical 
officer of the Ministry of Health, and to Dr. Stocks for 
their help in completing these figures. 


PATHOLOGY 
Some pathological observations of great importance 
in respect of incidence have been published by Hall and 


Anderson under the title “ The incidence of rheumatic. 


stigmas in hearts which are usually considered non- 
rheumatic.” 39 
any gross lesion or any clinical evidence of rheumatic 
infection, and claimed to find naked-eye and microscopic 
evidence of characteristic rheumatic lesions of the mitral 
valve and its vicinity in 66% of them. They write: 
“J ust as the pleural scars at the apices of the lungs are 
the ‘ vaccination marks’ which indicate immunity to 
tuberculosis, so the minimal valvular lesions and 
microscopic hyperergic changes in the heart mostly 
indicate immunity to rheumatic fever resulting from 
previous - subclinical infections.” Their suggestion is 
that the greater portion of the population is compara- 
tively immune yet has been slightly infected by rheu- 
matio fever, much as everyday post-mortem -experience 
proves it to have been widely infected with tuberculosis. 
This conception of widespread infection and partial 
immunity will be much discussed in future, and I have 
less doubt about its validity since Karsner 5 supports 
it, though giving from his observations a smaller pro- 
portion of adults showing these non-deforming lesions 
(personal communication, 1945). 

Dr. A. G. Gibson of Oxford expressed in 1938 the same 
view that the rheumatic process is extremely common. 
He wrote: “ The signs of a previous endocarditis such 
as would be agreed upon by morbid anatomists are not 
infrequent in post mortem apart from thé gross ana- 
tomical valvular lesions,” 3% and gave the. combined 
figures among his own post mortems as 15%. Incident- 
ally, such -minimal infections would explain, as many 
believe, that occasional aortic stenosis which gives no 
trouble till age changes set in late in life. 

The tendency in recent years, especially in the United 
States, has been to believe that rheumatic fever almost 
- invariably produces a carditis!1% In this country 


. juvenile rheumatism, and cardiac rheumatism. 


largely responsible for the infection. 


They examined 112 adult hearts without 


many feel satisfied, and I do, that a fair percentage 
escape carditis entirely, especially in a single attack of 
rheumatic fever and certainly when it happens in 
adolescence. It is noteworthy that insurance companies ` 
in general do not require any added premium because 
of a history of uncomplicated rheumatism in childhood. 
Many authorities cheer us by giving fair percentages of 
complete recovery without any permanent cardiac 
lesion detectable on clinical examination many years 
later.‘ 10 20 33 50 83 

= NOMENCLATURE 


Nomenclature is always important. In the 17th 
century rheumatism was disengaged from gout; in the 
18th century rheumatism became engaged to the heart, 
and in the 19th century wedded to it. It seems to ine 
that in this, the 20th century, there is need to extricate 
the “rheumatism ” in children which affects the heart, 
from that “ chronic rheumatism ” in adults which does 
not. Notice how particular pediatricians and cardio- 
logists have been to draw the line, seeking distinctive 
terms such as the rheumatic state or infection in children, 
“ Sub- 
acute rheumatism ” as a term is unnecessary and may 
mislead. It is unfortunate that both diseases still bear 
the same popular term of rheumatism, though more in 
lay conversation than in medical terminology. 


HYPOTHESES ON CAUSATION 


With diffidence, and figuring as little more than a 
commentator, I refer to the two current hypotheses on 
the causation of rheumatic fever. One of these ascribes 
it to a filtrable virus not yet isolated. Evidence in its 
favour has been produced from time to time, but it 
has not received to date anything like the support 
accorded the other hypothesis, the streptococcal, with 
its variant, the allergic hypothesis. 

It is now generally believed that a streptococcus is 
Several types 
have been in turn incriminated, and the beta hemolytic 
streptococcus is named by up-to-date searchers as the 
actual organism concerned. Whichever it may be, if 
this opinion proves correct, we. should note the way in 
which the organism is thought to.act. The blood and the 
joint fluids are generally sterile—there is no coccemia, 
and the disease has not been reproduced in aminals. 
The streptococcus under the allergic hypothesis acts as 
a sensitising agent, provoking the whole clinical mani- 
festation of rheumatic fever, but the hypersensitivity 
of the individual is more important than the specificity 
of the infecting organism. Advocates of the direct 
streptococcal hypothesis believe that the coccus acts 
by invading the tissues, often the nasopharynx, thence 
producing the disease by intermittent bacterizmia, or 
by a general toxemia arising from the local focus. This 
has similarities with that outworn formula of “‘ focal 
infection ” as the cause of chronic rheumatism in adults ; 
but in rheumatic children serological responses in the 
blood support this infective theory; and a mass of 
intensive American work, recently especially by Coburn,’* 
has proved how close is the relation of the hemolytic 
streptococcal infections at least to relapses of the disease. 

Most authorities now regard this streptococcal 
hypothesis as true, but admit that complete proof is 
still wanting; a few now boldly speak of the beta- 
hemolytic streptococcus as the cause of rheumatic 
fever. Reviews of this question of etiology may be 
consulted.” 7° 74 105 We are told that “an abnormal 
response. to hemolytic streptococcal infection is the 
differential characteristic of the rheumatic state.” 1$ 
Why an abnormal response? There are explanations, 
but until they are more complete, can we rank rheu- 
matic fever as a disease of known etiology ? z 

The evidence for the streptococcal hypothesis is 
impressive, but not conclusive. Room for doubt 
remains even after the passing of so many years. Some 


660 THE LANCET] DR. PARKINSON : 
physicians suspect that the essential cause is undis- 
covered and even that it may some day prove to be a 
Specific and distinctive organism. Stress on individual 
response would then quickly become less significant, and 


some investigators might well decide to proceed on this ` 


assumption. 

Rheumatic fever is a disease with a consistent history, 
retaining to the present its peculiar features which are 
many and remarkable. It has a specific: pathology. 
with rheumatic nodules, Aschoff bodies, and associated 
histological characteristics. It does not produce sup- 
puration ; and sulphonamides fail to affect the disease.@ 
The incidence in early childhood, ‘the absence of 
immunity but rather the sad liability to relapse, the 
curious combination and interchange with it of chorea, 
are features of a disease strangely apart from others. 
There need not be any preceding nasopharyngeal 
infection, 15 though often there is, but the latent 
period is difficult to explain. Surely, such infections 
are commonplace in childhood during winter and difficult 
to avoid. Most of all, I personally am impressed by 


the amazing predilection of rheumatic fever for the. 


mitral valve. This fever can hardly leave it alone. 
How different is it in this respect from scarlet fever, 
admittedly a streptococcal disease but which leaves no 
chronic heart affection behind, unless of course it is 
complicated by rheumatic fever. How comparable in 
its morbid choice with a specific disease like syphilis 


which settles in the aorta, and with medical tuber- - 


culosis which selects the lungs for its ravages! My 
_ personal opinion though worth little is that streptococcal 
mfection has some causal relation with rheumatic fever, 
but that it is not the essential cause of it. 


Clinical Features of Rheumatic Fever 


Pains in the large joints of upper and lower limbs, 
produced by movement during the day and even causing 


a limp are indicative of the rheumatic state, but “ grow- ` 


ing pains ” in children seem to affect the muscles of the 
lower limbs and especially at night, and they have no 
such significance.™® The frequency of active carditis in 
children without polyarthritis, or history of it, is well 
known io all who work in a cardiac department or at 
the National Heart Hospital. 

Chorea by itself, contrary to much past opinion, is 
not held to be so active or so frequent a cause of carditis 
as rheumatic fever. 48 83 Yet it is undoubted that a 
carditis caused by chorea may reveal itself many years 
later by the development of mitral stenosis.®? 

The average risk of relapse for children up to 16 years 
of age is about 20°, though after 13 it is far less a risk 
than this. The chances of relapse during the year 
following an attack are three times as great as in subse- 
quent years. Thus, the age and the interval since the 
last attack are the main factors influencing recurrence.! 
A valuable statistical study on the natural history of 
rheumatic cardiac disease, founded on 15 years’ obser- 
vation, has been made by Alfred Cohn and Claire Lingg.'® 


l TONSILS 

While nasopharyngeal, or upper respiratory infections 
as they are called, are held to be so very important, we 
must still regard the question of the tonsils and their 
removal as a practical problem despite the continued 
disagreement as to its value. The controversy has 
lasted, as you know, for many years and the literature 
is too extensive to quote. It has never been con- 
clusively proved that previous tonsillectomy prevents 
first attacks,-nor that subsequent tonsillectomy lessens 
the incidence of recurrence. One school of thought 
reckons the value of tonsillectomy in rheumatic children 
as no more than proportionate to its influence on the 
general health of the child.21% Some experienced 
workers: are convinced, however, that tonsillectomy 
reduces the severity of the carditis in rheumatic fever 
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or at least in relapses. % 103 My own impression is 
that if tonsils are visibly infected and the tonsillar 
glands are enlarged, they constitute a greater anger to 
rheumatic than to other children. 


MURMURS 


In the presence of carditis and valvulitis, the question 
of what particular form of valvular lesion will develop 
is of little immediate interest. .A systolic murmur is 
commonly ‘present; and sometimes an apical diastolic 
murmur which has led to a difficulty.®? Contrary to 
some past opinion, it does not imply that mitral stenosis 
is present, and many observers now ascribe this diastolic 
to the accompanying myocarditis. Whatever its origin, 
it commonly disappears with convalescence, and many 
such cases followed over years show no evidence of 
ultimate mitral stenosis. * 10? In this connexion, the 
normal third heart sound in childhood can easily be 
mistaken for such a transient diastolic murmur at the 
apex. But need we continue slavishly to listen daily to 
these hearts when auscultation tells us almost nothing ? 
Everyone now knows that the temperature, and far 
more the pulse-rate, blood-counts, sedimentation-rate, 
and other examinations, are the true criteria in carditis, 
giving information as to its presence, its degree, and its 
course.”* 

GRAPHIC METHODS 


With the same object, we now have at our disposal 
the electrocardiograph and X rays; and one must 
admit that because they are not easy of application as 
a stethoscope is, they are seldom in routine use for 
these children, though they are in constant use for 
adults. There are important studies,31® 27 44 59 63 72 
though not too many, on the electrocardiographic 
changes in rheumatic fever, and these are more frequent 
and more helpful than is yet realised. As it serves in 
judging the myocardial disease of adults, the electro- 
cardiograph should be made more use of in judging the 
course of rheumatic myocarditis. ‘Similarly, X-ray 
studies on cardiac enlargement in the course of rheu- 
matic fever are few.” * One important study from 
Canada is that of Keith and Brick. Already we know 
that the early acute dilatation described by Lees © 5 
has little or no foundation, and that enlargement is a 
matter of months and not days unless of course a 
pericardial effusion appears. 

Phonocardiography, too, promises to clarify much of 
our present doubtful and involved observations on heart 
sounds and murmurs during and after carditis.© 6 92 


Prophylaxis and Treatment 


Prophylaxis may be considered from two aspects, the 
larger one concerning children who have not had rheu- 
matic fever, and prophylaxis or prevention of relapses 
in the children who have had it. It has become clear 
that neither sulphonamide € nor penicillin as admin- 
istered at present has any good effect during an attack 
of rheumatic fever. It may prove, however, that one 
if not each of them has an application in the treatment 
of throat or upper respiratory infections which pre- 
dispose to rheumatic fever itself. 

For several years sulphonamide has been on trial in 
the United States with the direct object of preventing 
relapses, and the evidence that it can do so is largely 
favourable. Recent experience of it, with reviews, are 
available.?6 53° The Medical Research Council has in 
operation a number of similar prophylactic tests under 
different observers, many Fellows of the College, but 
their combined opinion is not yet available. Mean- 
while some authorities feel that a continuous course of 
aspirin (or salicylate) has some influence in lessening the 
severity if not the incidence of relapses. 

That salicylate which clearly controls the general 
illness and the arthritis has no demonstrable effect on 
the associated carditis is one of the biggest disappoint- - 
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ments in medical therapeutics. Yet many still believe 
that its rapid and _ specific effect on the disease cannot 
fail to benefit the child, and even trust that its effect 
on the heart is favourable.®$ 9101103 Coburn has 
recently advocated intravenous and controlled intensive 
medication with salicylate.” At present I cannot but 
favour the ample dosage by mouth throughout the illness 
which so many experienced clinicians have recom- 

- mended. Doubt of efficiency should never fearfully cut 
the doses of any drug, but rather encourage full doses ; 

\that is a rational therapeutic rule which also applies to 
digitalis in general and even in failure with rheumatic 
carditis. | | | | 

Action Needed . 
As an individual, after rejecting so many recruits 
because of rheumatic heart disease, and after lately 
reviewing the ravages of rheumatic fever, I confess to 
feeling oppressed by the magnitude of the problem. 
But I am sure that we shall not shirk any task. True 
to our principles as physicians, we shall define what in 

our opinion should be done and help in its fulfilment. 


NOTIFICATION 


Gompulkoiy notification of rheumatic fever is essential 
to any effort to deal with it on a national scale. It will 
not -only reveal the extent of the trouble, but give the 
opportunity to deal with it. at the earliest stage. Our 
aim is higher than the care of children handicapped by 
heart disease ; it is the prevention of it. With the war 
` won, the State is naturally concentrating on the health 
and happiness of its citizens, and in this lofty purpose 
our College will play an increasingly important part. 
Are we afraid, then, and is the country afraid, to know 
in full what cardiac rheumatism is doing each year ? 

Let no-one doubt the difficulty and the cost of intro- 
ducing notification. The cost is-scarcely our province ; 
the reckoning lies with those who must estimate the 
value of health in deciding the national expenditure. 
Notification would expose our professional deficiencies 
and spur us to set our own house in order. For instance, 


it is objected that children with manifestations not 


rheumatic will be notified ; and so we must know better 
the early diagnosis of the rheumatic state and have in 
training more medical specialists or referees available 
to help in such important decisions. Surely in those 
doubtful cases, such a sick child at least needs medical 
supervision. 

The foundation of a successful rheumatic scheme has 
proved to be the provision of ample long-term accom- 
modatron in special hospitals. Nothing like enough has 
yet been provided in this country except in London and a 
few of the largest cities. The objection that we cannot 
provide adequate accommodation for all rheumatic fever 
as it is reported would apply only to the present ; and we 
are thinking and planning for a better future. We are 
all aware that big changes in our national health service 
are to come. 

HOSPITAL SCHOOLS 


Few homes are suitable for the child with rheumatic 
fever; and we have already ample experience of what 
can be done for them if they go to a country hospital 
for rheumatic children. We must plan to get these 
young sufferers at the beginning of their illness, and then 
study and treat them collectively. The Invalid 
Children’s Aid Association (ICAA), and then the powerful 
London County Council, have shown the way, and not 
to this country alone. The advantages of institutional 
treatment are enormous: specialised knowledge and 
experience of the doctors and nurses ; scope for intensive 
research ; long-term rest and treatment combined with 
education during this the school age. Essentials seem 
to be open-air pavilions for convalescence after absolute 
bed rest, for in no disease is rest more imperative ; 
ample beds for all cases notified, for we cannot tolerate 
indefinitely waiting-lists for children with this pro- 
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gressive disease. 
come when the best that can happen to a child getting 
rheumatic fever in any home will be to have it conveyed 
at the outset to an institution where most is known 
about its treatment. These rheumatic children need 
education more, not less, than healthy children, because 
when the time comes they will require sedentary, often 
clerical, work. Their period of economic usefulness is 
of course limited. From personal knowledge of West 
Wickham Hospital School (ICAA)*® I can assure you 
that the nurses and the teachers there have created a 


tradition which would still any fear of hospitalisation.- 


The atmosphere is wholesome and cheerful, fitting for 
the nature of the rheumatic child.“ 


You may have noticed that I speak of hospitals for 
. rheumatic children rather than homes ; hospital schools 


might be even better. I do so because these larger 
units in the scheme will be equipped for their special 
purpose with full laboratory, cardiographic, and X-ray 
facilities, together with appointed teachers. At these 
places specialists, school medical officers, and clinical 
assistants, should- receive ‘training; and. general 
practitioners for their postgraduate work in future must 
embrace the sources of disease as well as the end-results. 
A large rheumatic heart hospital of this kind will cer- 
tainly prove a necessity, when, as we fondly hope, a 
specific treatment comes to be on trial. 

Medical education need not be prejudiced by the 
extension of these plans, for there will always be some 
cases entering teaching hospitals; but they cannot 


_ provide for the six months in hospital which most of 


these children require. Besides, I have the impression 
that the medical student of the future will have to be 
less parochial. 

SUPERVISORY CLINICS 


Supervisory rheumatic clinics are well past the trial stage 
and serve both before and after admission to hospital, and 
with their corps of medical observers they promote the 
continued health of the children leaving hospital, besides 
keeping a lookout for relapses.. These clinics are often with 
advantage attached to existing voluntary hospitals. 


PUBLIC INFORMATION 


Improvement of national health is in the forefront of 
our national purpose. The Government should know 
that there is complete unanimity among workers on this 
disease in their belief that bad housing, overcrowding, 
and undernutrition are the basic causes for the preva- 
lence of rheumatic fever. Improvement in these con- 
ditions will most surely be shown by a reduction in the 
incidence of rheumatic fever, a reduction which has 
already begun. 38 No other disease has so clear a social 
incidence. Acute rheumatism falls many times as 
frequently upon the poorer children of the industrial 
town as ‘upon the children of the well-to-do. 35 

From student days, medical men and women cannot 
help being concerned; and so are nurses upon whose 


‘devoted care we depend so much in this disease especially. 


But rheumatic fever is not infectious as scarlet fever 
and diphtheria are, and so our people are not afraid of 
their children catching it. Of course fear enters with 
it into a parent’s home, but otherwise most people are 
scarcely aware of the fact that rheumatic fever is heart 
fever; they do not know what we know.. The position 
should be suitably and steadily explained to the public 
as for years it has been in the United States. By such 
means will come a quickening of the corporate sense ; 
pride in local and national freedom from this scourge ; 
and with it a moral obligation to support a campaign 
against this disease commensurate with its importance. 


A National Council 
I now beg to propose a simple step in pursuance of 
the objects we have been considering. There is the 
opportunity, with the war over, to set in operation a 


My own . feeling is that the time will 


j 
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Rheumatic Fever Committee to codrdinate research and 
combine and extend the present means of controlling 
rheumatic fever and its aftermath. Last year there 
was happy collaboration between pediatricians and 
cardiologists resulting in the issue of a memorandum on 


the care of the rheumatic child.8 


I believe that this 


Royal College of Physicians might be prepared to take 


æ lead in this great and Christian endeavour. 


the 


One of 
objectives “would be to press for more country 


hospitals for treatment and research, and enough super- 
visory rheumatic clinics to serve the children in all 


densely populated. areas. 


It may prove possible for one 


hospital, not too far from London, to constitute a main 


-centre for collecting 


information, for. codrdinating 


research, and also for the training of postgraduates. 
Before long, I have no doubt there will need to be created a 
Nationa] Council for Rheumatic Fever and Heart Disease. 

What then is to be the impelling force? This is 
St. Luke’s day—a reminder that pity and piety are 


words of like origin ; 


and that science alone is not 


enough. Having regard then to our high calling and 
to the great traditions we inherit in this College, let us 
proceed in a fresh spirit of post-war dedication, and work 
in hope and confidence for the ultimate defeat of this 
the most deadly enemy of youth. 
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Van de Velde (1904, 1929) showed that in the imal 
woman the body temperature is relatively low during 
the first, and relatively high during the second, half 
of the menstrual cycle. His observation was confirmed 
and extended by several authors (Kleitman et al. 1933, 
. Rubenstein and Lindsley 1937, Lane-Roberts et al. 1939, ' 
Zuck 1938, Rubenstein 1939, Palmer and Devillers 1939, 
Zollman- Siebr 1940, Palmer 1942). We have collected 
temperature records in several hundred women during 
the past 7 years, paying attention primarily to the 
relation between fecundity and body temperature. 
The present communication summarises some findings 
of clinical significance.. For reasons of space, neither 
‘complete presentation’ of ‘data nor their statistical 
evaluation can here be attempted. Some of our findings 
are new, others but corroborate earlier observations by 
previous writers ; the distinction has not been empha- 

sised in the succeeding paragraphs. 


. MATERIAL AND METHOD 


The subjects may be divided into three classes: (1) 

fecund women who codéperated voluntarily, and who, 
-during the period under observation, conceived spon- 
taneously ; ; (2) fecund women who Conceived by arti- 
. ficial insemination ; -and (3) women with impaired 
fecundity of varying origin who either conceived after 
‘treatment or remained infertile. Our observations 
include few women with serious gynecological disorders 
with organic changes. This limitation must be borne 
in mind in any clinical or biological evaluation of our 
results. 

Patients and experimental subjects are instructed 
to take their rectal. temperature on waking. The usual 
type of clinical thermometer has been employed and 
minute instructions were given to the subject since many 

patients do not know how to handle or read a ther- 
mometeri A reading must be taken every morning 
throughout the cycle, immediately on waking, before 
rising, moving or taking food or drink. The tempera- 
ture is plotted without delay on a form supplied. For 
some Ms rs similar records of the evening temperature 
were demanded ; but these provide no relevant informa- 
tion which cannot be obtained from the WT (waking 
temperature). 2 


1. Thus we Fedelved a most alarming record from a patient who 
assured us that she had strict] n becrved instructions. After 
` long inquiry we discovered that she had inserted the dead end 
of the thermometer into the rectum. 

. The expression WT involves no physiological claim and is thus 
pre referable, in our opinion, to, the term ‘ temperature.” 
he WT may not correspond to the basal metabolic rate. 


Furthermore, the temperature cycle - 


J 
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in evening records is often obscured. by diurnal fact ors 
Evening records are valuable however in specific cases— 
e.g., in workers on night shifts. 

The following summa: ery is based primarily on records ` 
collected by reliable and intelligent subjects; but all 
data have been considered except those supplied by 
incompetent or negligent patients. 


NON-PREGNANT WOMEN 
In non-pregnant fecund women with manifest menstrual 
periodicity the WT exhibits, nearly always, the charac- 
teristic diphasic pattern. At the beginning of, or just 
before, menstruation the WT drops. It tends to remain 
at a relatively low level for several days and attains a 
minimum during the midmenstrual phase. It then 


‘rises, and retains a relatively high level until the end 


of the cycle. This diphasic cycle recurs regularly in 
fecund women (fig. 1); exceptions in which the diphasic 
nature is obscured or lost are rare and affect individual 
cycles only ; but slight variations within the diphasic 
pattern are quite common. Their description and dis- 
cussion may be facilitated by the following terms: 


. Initial phase of low temperature : LT phase.. 
Phase of thermal shift—LH phase—during which the transi- 


tion from low to high takes plgce. | 
Premenstrual phase of high temperature: HT phase. 


The menstrual fall—HL pee wth transition from high to 
low temperature. 


Any of the following variations (and others) may be 
seen in successive cycles of a fecund subject : 


1. During the HL and LT phases the temperature may drop . 
gradually from the premenstrual level to the minimum or it 
may fluctuate on a low level for some days and then show a 
rather sudden “ preluteal ’’ drop during the midmenstruum. 

2. The LH shift may be sudden, the HT level being at- 
tained-within 24 hours of the minimum; or the shift may 
be gradual and occupy several days (staircase type). 

3. The absolute level of the phases varies considerably 
and the same applies to the relative difference between the 
levels. 

4. The relative duration of the phases varies even in suc- 
cessive cycles of equal duration. But while the LT may 
occupy the greater part of the diphasic cycle, the HT did not, 
in an experience extending to some thousands of cycles, 
exceed 16 days. 


Variations are often enhanced or caused by illness, 
operations, anticipation of pregnancy and change of 
climate ‘or occupation. We are under the impression 
that many adverse factors tend to prolong the LT and 
to shorten the HT. The different modes of variation 
to which the phases are subject complicate statistical 
analysis. If for instance the ‘ preluteal drop ” occurs 
in successive cycles on the 10th, 11th, and 12th day, the 
sharp contours of the individual cycles will be lost in 
plotting the means, and an entirely fallacious ‘‘ average ’ 
graph will be obtained. Similar difficulties arise from 
the different absolute temperature levels. Statistical 
or. ' other summaries cannot generally employ, therefore, 
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Fig. 1—WT record of fecund woman. The first six cycles display the typical diphasic 
pattern ; insemination performed !5 days after the end of cycle 6 ; pregnancy and 
confinement were uneventful. Note persisting HT in pregnancy. 
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965s 10 i5 20 25 30 


DAY OF CYCLE 


Fig. 2—Means of WT readings in 50 cycles recorded by 7 
fecund women. The duration of individual cycles varied 
from 24 to 3] days. (in order to minimise the falsifying 

ect of premenstrual HL shifts, the readings 
relating to the day preceding menstruation have been 
omitted in calculating the means.) 


10 20 
DAYS AFTER START OF MENSES 


30 40 - 50 


Fig. 3—WT record in early abortion. Pregnancy was 
diagnosed by WT on the 36th day after start of 
menstruation. In view of the fluctuation of the WT 
treatment was begun, but abortion (M) took place. 
g = 800 IU of serum gonadotropin, Al = Insemination, 
O = 500 1U chorionic gonadotropin, P = Friedman teste 
positive ; 57 mg. pregnandio! per litre in combined 


the first day of the cycle or the absolute temperature 
readings as points of reference. | 7 

Fig. 2 is a simple composite WT graph relating to 
fecund women. The LT has a duration of 13 days ; the 
HT is slightly longer and the thermal shift is well marked. 
The,mean base-line is in the region of 98-4° F, the pre- 
menstrual level tends to exceed 99° F. 


> 
‘ 


10 20 30 40 - 50 
DAYS AFTER START OF MENSES 


Fig. 4—WT record of pregnancy. Pregnancy was diagnosed by WT on 


60 


day 36. Al = Artificial insemination ; C = Friedman test negative; . 


D = Friedman test positive. - 


PREGNANT WOMEN 


The most important deviation from the diphasic 
rhythm occurs in pregnancy (fig. 1). In our series of 
observed pregnancies (numbering about 150, and includ- 
ing nearly 90 cases recorded for 2 months or longer after 
conception) the level of the HT was maintained or 
exceeded, with slight fluctuations, for the first 2-7 
months of pregnancy, with a gradual and slight fall after 
the 2nd to 4th month. The mean WT was 99-2° F 
during the first 4 weeks after the first missed period. 
In most normal pregnancies (i.e., those that go to term 
without endocrine or other specific treatment) the WT 
is sustained at a slightly higher level, namely 99-1° F or 
over, for the first 2-3 months. Threatened abortions 
are often heralded by or associated with falls of the WT, 
which returns to the pregnancy level when the preg- 


nancy becomes re-established. Complete abortion is. 


associated with a distinct HL shift (fig. 3). 

The persistence of the HT in pregnant women sug- 
gested itself as a diagnostic sign of pregnancy. We have 
carried out systematic observations since 1941. Patients 


morning and evening urine specimens. 


were instructed to report whenever menstruation was 
overdue by 2 days. The WT chart was inspected and the 
patient was seen frequently until the diagnosis was 
established clinically. .In many cases the WT was still 
low when the patient reported at the presumptive 
menstrual date or HT had been sustained for but a few 
days (delayed thermal shift)... At this stage pregnancy 
tests were invariably negative : but evidence of pregnancy 
was obtained sooner or later in all but 6 women in whom 
the HT exceeded 16 days. In 2 of these the clinica] 
picture of pseudocyesis developed; in. 3 cases losses 
suggestive of miscarriage occurred before the pregnancy 
test could. be carried out. There was also one-case in 
whom the temperature fluctuated for 8 weeks between 


, 98:87 and 99:2° F in the absence of any signs of illness. 


Ultimately hemorrhage occurred. The record is believed 
to relate to a miscarriage, but the pregnancy test was 
negative on two occasions. It is noteworthy that in a 
number of cases the WT level remained high and steady, 
while the Friedman test (in which non-precipitated urine 
was employed) was negative 7-30. days after the first 
missed period. In these cases pregnancy was correctly 
diagnosed by the WT before the first positive pregnancy 
test (fig. 4). 

We have had no opportunity of seeing the WT records 
of patients suffering from chorionepithelioma: or other 
conditions which might reproduce the pregnancy type. 


But used with circumspection the WT may prove of 


11 2I 


31 MU © 51` 
DAY OF CYCLE. 

Fig. 5—WT record of prolonged cycle with doubtful HT phase. Men- 
struation was “‘ overdue "* (on the basis of earlier records) by the 
30th day of the cycle. The persisting LT excluded the diagnesis of 
pregnancy and suggested a prolonged cycle. Friedman test negative 
on day 51; menstruation on day 64. 
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‘Fig. 6—WT records (26 
successive cycles) of pre- 
sumably fecund woman 
with gravely sub-fecund 
husband. Note variz- 
tion in the duration of 
diphasic cycies, occur- 
rence of mo hasic 
cycles (e.g. cycle 7), 
‘and of prolonged 
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caused by delayed re: 


-considerable value in clinical routine since — 
if enables the physician to distinguish 


between a protracted menstrual vel 
caused by a protracted LT phase (fig: 5 
and fig. 6, cycle 6), on one hand, and 
pregnancy on the other. Moreover it 
makes it possible to institute in good time 
prophylactic measures in those suspected 
of a tendency to miscarriage due to 
hormonal deficiency (dyskyesis). 

The following rules reflect our clinical 
experience and that of Palmer : - 


(a) A-level of 99° F or more sustained for 
more than 16 days is chersceuaie of 
pregnancy. 

(6) Alevel of 98-8°-98 9° F sustained for more 

than 16 days is highly suggestive « -of 
pregnancy. 

(c) Slight fluctuations not exceeding 0-4°.F in 
either direction are compeunl: with 
pregnancy. 

(d) The pregnancy test for chorionic orains 
need not be carried out if the WT is still 
at the LT level or below 98-6° F, even 

- though the period be much overdue... 


(e) If the pregnancy test is negative although 


- the WT has been consistently high for 
more than 16 suecessive days pregnancy 
should still be presumed likely and the 
test repeated; in due course, with con- 
centrates of urine. 

(f) The diagnosis of pregnancy based on high 
WT is correct in at least 97% of cases. 
The diagnosis of non-pregnancy has so 
far not produced any errors. 


(g) Sudden falls of the WT after the HT-has 


been maintained for 16 days or more call 
for immediate measures to counteract 
threatened miscarriage. 


DEVIATIONS IN NON-PREGNANT 
WOMEN ` 


Both i in fecund and in infecund women 
the diphasic pattern may be obscured or 
absent, temporarily in the former, per- 
manently or temporarily in the latter. 
Furthermore, the relationship between 
WT pattern and menstrual rhythm may 
deviate from the normal. The most 
common abnormal variations are. as 
follows : : 


I. The diphasic evel may run its course as 
usual; but at the end of the HT, and at the 
time of the HL drop usually concomitant 
with the menstrual flow, no period develéps 
and a new diphasic cycle begins. Sometimés 
this pattern repeats itself indefinitely sand 
there is evidence—from endometrial biopsies, 
the results of pregnandiol analyses, and the 
occurrence of conception—that in this type 
of amenorrhea the ovarian cycle is preserved 
or at least vestigial (fig. 7). More commonly, 


the non-menstrual WT cycle is repeated but 


twice in succession, the second HT phase 
terminating in menstruation. - If it were not 
for the WT record, such incidents would 


`` simply be regarded (as indeed. they were in 
the past) as prolonged cycles. 


2. At the other end of the scale are cases 
in which losses suggestive of menstruation 
occur either regularly or at irregular intervals 
but without preceding HT. Two types must 
be distinguished within this group: (a) the 
WT fluctuates on a low level and ‘may even 
show an apparent preluteal drop, but this 
drop i is followed, not by an LH shift but by 
a ‘menstrual ” loss. Cycles of this type 
occasionally occur in women who as a rule 


e havea clear-cut diphasic WT (fig. 6). (b) The 
temperature fluctuates at a low level, with 


occasional distinct rises suggestive of LH 
shifts, which however are not followed by 
any sustained HT. Menstrual losses occur 
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but are not clearly correlated with changes in the WT. 
Such records have not been returned ‘by fecund women but 
they have -been obtained in a number of women in the 
(presumptive) early menopause, and are common in obese 
women with irregular and rare menses and some other 
disorders. 

3. The WT may fluctuate irregularly with brief excursions, 
failing to sustain an HT. In this respect the records resemble 
those discussed under 2; but they differ by the absence of 
menstruation. Amenorrhcea with such monophasic WT 
records is much more common than amenorrhea in which the 
diphasic WT reveals the persistence of cycles (fig. 8). 


There are some other variants but they are rare. A 
purely formal analysis based on inspection of the records, 
apart from any physiological interpretations, suggests 
that the WT record is defined by the following factors, 
each of which varies to some extent independently of 
the others: the duration of the LT; the presence or 
otherwise of a sustained HT; and the relation of 
menstruation (or pseudo-menstruation) to the WT (see 
table). Other variables (e.g., absolute temperature 
levels, and rate of thermal shift) also affect the clinical 
picture but are less easily evaluated. 


SOME TYPES OF WT RECORDS IN RELATION TO FECUNDITY 


Men- 
LT HT | struation Type Fecund 
Normal |Present Yes Typical diphasic cycle Yes 
Short [Present Yes Short diphasic cycle Yes 
Prolonged)Present Yes Prolonged diphasic cycle Yes 
Duration Per- No Pregnancy 
variable | sistent 
Duration |Present No Amenorrhea with Yes 
variable cyclical WT 
Duration | Absent Yes | Monophasic cycle Not 
variable recorded 
Persists | Absent No Common type of ot 
monophasic amenorrheea recorded 


WT AND FECUNDITY 


Van de Velde (1904) first suggested that the mid- 
. menstrual minimum WT 
highest fecundity. We have recorded some observations 
relevant to this theory. a a 

In fecund women with diphasic temperature cycles the 
cervical cycle corresponds to the WT cycle. Before 
the thermal shift the scanty postmenstrual secretion 
increases in volume. It becomes abundant, transparent 
and poor in cells just before, or during the midmenstrual 
minimum—a change associated with the approach of 
ovulation. Again, the mucus tends to decrease in 


quantity and to became rich in cells (polymorphs, | 
epithelial cells) from the first to third day after the. 
This condition is associated, in our: 


thermal shift. 
experience, with the postovulatory phase. 

Spotting and Mittelechmerz were recorded in a number 
of patients and these signs also coincided with the 
thermal shift. 

In earlier work on artificial insemination with donated 
semen of high fecundity it was either necessary or 
desirable, in a number of cases, to carry out but one 
instillation in some cycles. For incidental reasons, or 


for the sake of experiment, some inseminations were - 


performed either several days before the thermal shift, 
or during the advanced HT phase; while in most cases 
insemination was carried out during the LH shift or 
on the first day of the HT. Taking into account only 
women with a rapid thermal shift who ultimately con- 
ceived it was found that conception may occur from 
insemination preceding the LH shift by as much as 3 
days. The length of the LT phase seems to be immaterial] ; 
-conception occurred in some cases after insemination 
on the 8th day after the lst day of the period with the 
shift beginning on the llth day. Failure to conceive 
from such early insemination is more common than 
success. On the other hand conception occurs readily 
from single inseminations carried out either on the day 


coincides with the phase of 


preceding the shift, or on the day of the shift, or on the 
first day of the HT. Not one conception resulted from 
nearly 30 inseminations carried out during the advanced 
HT proper—i.e., more than 24 hours after the attain- 
ment of the premenstrual level. , een 

In interpreting these findings it must be remembered 
that highly fecund spermatozoa may survive in the 
genital tract for at least 5 days and the possibility cannot 


‘be ruled out that they might ‘lie in wait” for the 


ovum. On the other hand, the ovum probably becomes 
infertilisable within 48 hours of ovulation. Since 


-insemination must not be delayed for more than-one day 


after the shift, it is likely that ovulation takes place 
during the shift. The data are of course quite com- 
patible with variation of the incidence of ovulation within 
the shift or its occurrence just before the shift. 3 

' This conclusion is borne out by experience with 
inseminations in which semen of relatively low viability 
had to be used, donation not being indicated. In such 
cases conception would seem to depend on close syn- 
chronisation between ovulation and sperm invasion and 
it is probably significant that the highest conception 
rate results from insemination on the first day of the 
LH shift. 
i NEGATIVE EVIDENCE 


Records of the relation between insemination (whether 
artificial or by intercourse) in relation to WT are also of 
some interest where pregnancy failed to occur. A few 
illustrations will serve for the present purpose. - 

We have not recorded any pregnancy from insemina- 
tions carried out in monophasic cycles. Similarly, 
during earlier phases of this work inseminations were 
carried out repeatedly (once or twice weekly) in women 
with irregular periodicity with the intention of ‘‘ meeting 
the ovulation.” Pregnancy did not result from any insem- 
ination which was not followed within 3 days by a distinct 
and sustained LH shift. Again, the WT may exhibit 
the normal diphasic pattern in women of established 
infecundity. This applies not only to those in whom 
manifest hindrances to conception can be demonstrated 
(e.g., non-functional fallopian tubes; hypoplasia with 
inadequate cervical function) but also to some women 


who:on the basis of the usual tests for ovulation, tubal- 


and cervical function, &c., are to be regarded as fecund 
yet who fail to conceive in spite of every opportunity 
to do so (e.g.. repeated insemination with fecund semen). 
We have observed this combination of diphasic cycles 
with infecundity in a considerable number of women 
approaching the end of their reproductive life and, much 
less commonly, in younger women. Furthermore, in a 
number of other cases who failed to conceive in a series 
of diphasic cycles conception did ultimately occur after 
the administration of serum gonadotropin. Hence it 
may be suggested that the LH shift may take place 
without actual ovulation. It would resemble in this 
respect other signs of ovulation which do not depend on 
the rupture of the follicle but rather on concomitant 
impulses, such as cestrogenic secretion. 

Thus it may be concluded that the WT cycle is closely 
correlated with the ovarian cycle and that the thermal 
shift may indeed be used as an indicator of ovulation 


but not as positive evidence of its actual occurrence. 


Similarly there is no convincing evidence that the WT 
cycle depends directly on ovarian secretion and that in 
particular the HT phase is evoked by luteinisation, with 
which it corresponds in time. These conclusions taken 
together with clinical experience define the diagnostic 
value of the WT record at the present stage of our 
knowledge.* The occurrence of a well-defined diphasic 
cycle with a sustained HT phase supports the diagnosis 
of fecundity but does not establish it in any respect. 
The absence of a diphasic; curve on the other hand is 
indicative of infecundity. | 


; THE WAKING PULSE 

The variations of the WT suggest that some other 
functions related to the metabolic level might be subject 
to similar variations. Some such functions are now 
being investigated; they include the pulse cycle. A 
number of patients and voluntary subjects with clearly 
marked and regular diphasic menstrual cycles have 
returned waking pulse (WP) records showing a close 


* See, however, article on p. 671. 
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Fig. 1—WT record of 6Ì days in a case of secondary amenorrh œa 
(HT occurring in absence of menstruation). 


correspondence between the WT and WP respectively 
(fig. 9). But we are under the impression that the WP 
is more sensitive to diurnal factors (such as fatigue) than 
the WT; it has not yet been related to fecundity or 
studied in relation to abnormal] ovarian function. 

In clinical work the interpretation of the WT records 
is usually casy when records of Compete cycles are 
examined since fluctuations within a phase are readily 
recognised as such. In the day-to-day interpretation, 
difficulties may arise because in some cases a fluctuation 
from the base-line during the midmenstrual phase may 
simulate an incipient thermal shift. If in such cases 
the WT is used for either proceptive or contraceptive 
purposes (see below) the distinction will be facilitated by 
other -specific cyclical signs (state of cervical secretion 


ejo j 


USE OF THE WT IN PROCEPTION 


The menstrual history of numerous women is regular 
only as far as the recurrence of menstruation itself is 
concerned. When the cervical cycle and the vaginal 
cycle are studied, great variation in the incidence of 
ovulation relatíve to the preceding menstruation is 
discovered. ‘The careful recording of the WT makes it 
possible to establish the actual ovulatory phase in any 
given cycle, instead of relying upon a deceptive forward 
projection of past history. Such past records indicate 
when ovulation may be expected to take place; only 
the current record can show when it does occur. We 
have found this useful in helping women to achieve 
conception ; for example in the timing of intercourse, 
the arrangement of leave for Service people, and in 
artificial insemination. 

In practice it is found that records which show a 
rapid rate of thermal shift are more easily interpreted, 
at the time of the_shift, than those with a gradual shift. 
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Fig. 9—Waking pulse (WP) and WT in two successive cycles of | 
presumably fecund woman. F = “* Febrile cold.” 
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Fig. 8—WT record of 71 days in a case of secondary amenorrh œa. 
The WT does not exceed 984° F (monophasic amenorrh aa). 


WT AND LABORATORY TESTS 

Certain tests, such as endometrial biopsy and exami- 
nation of the urine for pregnandiol require to be timed in 
relation to the ovarian cycle. Previously it was neces- 
sary in every case to arrange such tests.with reference 
to the presumptive date of menstruation, and to repeat 
them if menstruation was delayed, and the result was 
negative. ae 

The WT obviates this difficulty in women with diphasic 
records. For a study of WT records in relation to endo- 
metrial. biopsy (more than 100 specimens) does not 


°F 
100 CYCLE | 


‘ 
97 10 20 28 10 20 29 10 20 28 
| DAYS a 
Fig. 10—WT in relation to contraception. Three successivo cycles in 
ecund multipara. Contraception was omitted eurin no phase 


between arrow and menstruation (vertical line). 
show any instance of a clearly differentiated endome- 
trium being obtained before the thermal shift. Again, 
no pregnandiol was found in nearly 30 specimens col- 
lected before the shift. We have now established the 
practice of correlating the work of the clinician and the 
laboratory by collecting specimens of urine for preg- 
nandiol analysis three to. four days after the thermal 
shift, and to postpone -biopsies in normally diphasic 
women if there has beex no HT by.the date chosen. ` 

No ee ee has as yet been provided that the 
HT is sustained by progesterone ; we have obtained a 
number of undifferentiated endometria: during well- 
marked HT phases, and have had: negative pregnandiol 


. resultsduringearly HT phases. Hence, our experience does 


not support Palmer’s view that the occyrrence of an HT 
may be taken as proof of progesteroné secretion, thus 
eliminating the need for further tests.* _ | 


. USE OF THE WT IN CONTRACEPTION 

lt seemed to us that an additional check upon the 
relation between WT cycle and fecundity could be 
obtained by the codperation of fecund and fertile 
couples willing to dispense with the use of contracep- 
tives during the HT phase. Some sych records have 
been obtained (fig. 10), mostly relating to ‘‘ unpro- 
tected ’’ intercourse from the 3rd to 4th day of the HT 
until the occurrence of menstruation. No conception 
has yet been reeorded in these circumstances. | 

If this observation is adequately confirmed: the WT 
might be used by intelligent women to establish the 
“ safe ’? postovulatory period in each individual cycle ; 
and it might be used thus particularly by women. with 
irregular periods. It is therefore important to stress 
the source of error caused by non-menstrual ovulatory 
cycles (fig. 7) An HT phase may rapidly be followed 


* See article on p. 671. 
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by another ovulation without intervening menstruation. 
Even though contraception be resumed on the WT 
falling from the HT level spermatozoa might survive 
until ovulation, and, paradoxically, insemination during 
the HT phase might result in conception. This is a 
theoretical conclusion. 


(a 


: SUMMARY e S 
In fecund women the body temperature on waking 


in the morning varies with the phases of the menstrual . 


cycle. ` 

A relatively high temperature is characteristic of 
the premenstrual phase, and it persists after conception, 
Persistent low temperature excludes the diagnosis of 
pregnancy. ee 

The diphasic temperature cycle may persist in cases 
of amenorrhea; .but more commonly amenorrhea is 
characterised by a monophasic WT record. 

Certain types of infecundity are associated with 
absence of the high-temperature phase. 

The transition from the low- to the high-temperature 
phase coincides with the ovulatory phase. The occur- 
rence of this shift does not, however, constitute a proof 
of actual ovulation. 


The use of the temperature record in the timing of . 


intercourse and for other proceptive purposes is described. 
The WT may also be employed in determining the 
“ safe ’? postovulatory period, when conception will not 
take place. 
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OVARIAN FUNCTION AND BODY 
TEMPERATURE 


I. HALBRECHT, MD 
Sterility Clinic, Tel Aviv, Palestine 


In 1904 Van de Velde suggested that records of body 
temperature might give an indication of cyclical ovarian 
function, and described a two-phase temperature curve 
in the normal woman of childbearing age. More recently 
Rubinstein (1937), Zuck (1938), Palmer (1942), and 
Martin (1943) have published studies of the body tem- 
perature in relation to ovulation and to ovarian disorders. 

This paper describes an attenipt to assess the reliability 
of the body temperature as’ an indicator of ovarian 
_ activity in sterile women and. patients suffering from 
amenorrhea, polymenorrhea, and premature menopause. 

The patients were told to take the rectal or oral 
temperature once a day, immediately on waking, and 
at about the same hour daily. The temperature was 
recorded throughout 271 menstrual cycles by 130 more 
or less regularly menstruating sterile women. 

In 199 cycles the curves were obviously diphasic 
(fig. 1). The mean differences between the two phases 
were 0:3°-0:5°O (0°5°-0:9°F). The length of the 
cestrin phase with a low temperature ranging from 
36° to 36-8°C (96:8° to 98-2° F) varied within wide 
limits (from 8 to 40 days), depending on the length of 
the menstrual cycles; while the length of the progestin 
phase’ was relatively constant, fluctuating between 
10 and 15 days. In 19 cases, however, there was a very 
short progestin phase ranging from 6 to 9 days. These 
short progestin phases were either due to late onset 
‘of the progestin secretion, associated with an inactive 
corpus luteum, or to delayed ovulation (fig. 2). 

In a few cases there were four phases instead of two. 
I suppose these to be due to two ovulations in the same 
cycle, but further observations are needed (fig. 3). 

In 39 cases the cycles were less decisively diphasic. 
The difference between the temperature of the cestrin 
and the progestin phase was less than 0:3° C (0-5° F) but 
the diphasic character of the curve was nevertheless 


DR. HALBRECHT : OVARIAN FUNCTION AND BODY TEMPERATURE 


{[Nov. 24, 1945 


obvious (fig. 4). In 33 cases the cycles (12% of the 
cycles recorded) were monophasic. An equal percentage 
of non-ovulatory cycles in sterile women has been 
recorded by various workers using other methods (fig. 5). 

A group of 9 amenorrhosic patients all showed mono- 
phasic curves over 1-3 months. The findings in 40 
cycles were checked by endometrial biopsies; 27 of 


- them were diphasic and 13 monophasic, and all but one 


of the diphasic cycles showed an endometrium of the 
secretory type. In the 13 monophasic cycles the pre- 
menstrual biopsy revealed an atrophic or proliferative 
endometrium. Thus the two methods yielded similar 
results and suggested the same conclusions about 
ovulation. E l , : 
TIMING OF OVULATION | 

In many cases of sterility, especially those in which 
artificial insemination was tried, we were interested in 
the exact timing of the ovulation. Most observers hold 
that ovulation coincides with the onset of the rise in 
temperature at the intermenstruum, but since the rise 
is seldom sudden, exact timing is not easy. 

In 50 cycles of the series recorded here the progestin 
phase was preceded by a slight but constant fall of the 
temperature. The lowest point of the temperature 
curve, it seems to me, probably corresponds to the 
moment of expulsion of the ovum from the follicle (fig. 6). 
The abrupt fall of the temperature to the lowest level 
of the cestrin phase coincided with the onset of men- 
struation only in 100 of the diphasic cycles. In 52 
cycles: the fall of temperature preceded the onset of 
menstruation by 1-3 days, and in 45 cycles the progestin 


-high level continued for 1—4 days after the onset of 


menstruation. 


TEMPERATURE AND PREGNANCY 


In 5 cases in which the temperature was recorded 
during several cycles, pregnancy was diagnosed when the 
progestin-phase temperature showed’ no tendency to 
fall 20 days after the initial rise, experience having 
shown us that the temperature of the progestin phase 
was never maintained longer than 16 days at most in a 
normal diphasic cycle. In all the 5 cases the diagnosis 
was confirmed afterwards. Me 

Ten pregnant patients continued to record the tem- 
perature curve during the first flve months of pregnancy ; 
in 7 the temperature persisted on the high level with 
slight oscillations until the second half of the fifth month, 
when it gradually fell to the normal level of the cestrin 
phase. In 3 cases the temperature fell below 37° C 
(98-6° F) in the second or third month. | aan 

A further 30 pregnant women recorded their tempera- 
tures for 10-20 days and all but 4 showed a constant 
high temperature level (37°-37-4° C or 98-6°-99-38° FB). 
The 4 exceptions, with a temperature below 37° C, had 
not recorded their basal temperature before the start 
of pregnancy, and consequently we were unable to 
compdre the pregnancy temperature with that of the 
cestrin phase. 

In 2 cases of habitual abortion the temperature curves 
recorded from the beginning of the pregnancy showed 
a sudden fall below 37° C several days before the onset 
of the abortion. 


TEMPERATURE AS TEST OF TREATMENT 


The basal temperature curves were also used as a 
valuable test for checking the efficiency of hormonal 
or other treatment of sterility. © | 

In 20 cases in which the failure of ovulation seemed 
to be the main if not the only cause of sterility we started 
the treatment with extract of pregnant-mare serum 
or with low-dosage irradiation. In all these cases the 
temperature was recorded over many cycles before 
treatment as well as during and after treatment. Before 
treatment the temperature curves were .monophasic. 
Of 6 patients treated by low-dosage irradiation, 2 
showed immediately after the treatment a change from 
the monophasic to the diphasic type of ‘cycle. The 
same change was seen in 2 cases treated with pregnant- 
mare serum. | 

CONCLUSIONS — 


Analysis of this material seems to confirm the view of 
Van de Velde (1904) that the normal temperature curves 
of women of childbearing age are diphasic. -The differ- 
ence between the temperature level of the postmenstrual 
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and the premenstrual phase seems to be more or less 
constant in the various cycles of the same woman. - 
‘The basal temperature records seem to be a sufficiently 
reliable test: to check the ovarian function and this 
method may be particularly helpful in the study of 
female sterility.. Furthermore, basal temperature records 
may help in the early diagnosis of pregnancy and can 


be used to test the efficiency of hormone treatment of- 


functional ovarian disorders. Je. 

. The advantage of the method is that it allows one 
to check the occurrence of ovulation in a large 
number of menstrual cycles. Many of our patients 
recorded their temperature over 4-6 months. Endo- 
metrial biopsy is an intervention in the normal cycle 
and is not necessarily more reliable than the temperature 
curve. As a rule we could not check more than one or 
two cycles by means of endometrial biopsy. 


SUMMARY 

Body temperature was recorded through 271 menstrual 
cyċles by 130 patients suffering from sterility; 238 of 
these cycles were found to be diphasic and 33 of them 
monophasic. : 
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Fig. |[—Typical diphasic curve. 
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: . Fig. 2—Short progestin phase. 
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Fig. 3—Four phases instead of two. 
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Fig. 4—Curve showing two less-decided phases than those in fig. l. l 
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Fig. 6—Progestin phase preceded by a fall of temperature. 
(in each fig. the stippled area indicates menstruation.) 
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Endometrial biopsy was used to check 27. diphasic ° 
and 13 monophasic cycles; the same conclusions could 
be. drawn about ovulation in all but one. 

Of 40 cases of pregnancy, 37 showed a relatively high 
temperature level (37°-37-4° C or 98:6°- 99-3° F) and only 
3 cases had a low temperature level. 
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INFECTIONS: OF THE 
SUPERFICIAL PALMAR SPACE | 
= P. M. BIRKS, MB ADELAIDE, FROSE 
ASSISTANT SURGEON, GLOUCESTERSHIRE ROYAL INFIRMARY 


INFECTIONS of the superficial pretendinous central 
palmar space have gained little recognition. This 
is probably due to their comparative rarity and the ill- 
‘defined anatomical nature of the space, but the results 
obtained by early recognition and treatment make it 
well worth bearing the condition in mind. 


~ ANATOMY 

The space lies in the hand between the palmar fascia 
and the flexor tendons, proximal to the transverse 
crease of the palm.: It is doubtful if it exists in the 
normal hand. Kanavel (1939), describing his injections, 
mentions it as “‘ the indefinite spaces superficial to the 
tendons which must be avoided in injecting the mid- 
palmar space.” Opinion in textbooks of surgical 
pathology is divided about whether the tendons or the 
palmar fascia forms the roof of the middle palmar space. 

Iselin (1940), who gives a very clear account of this 
space, describes it as a definite space which can be 
injected and gives its boundaries as follows : 
_ Anterior : the palmar fascia. l 

Posterior : the tendons and lumbrical muscles. - 

Internal : the fourth intermetacarpal space. 
_ External: the union of palmar fascia with the inter- 
muscular aponeurosis of the second metacarpal. E ; 

Proximal: the union of palmar fascia and transverse 


` ligament. 


Distal : the fusion of the middle palmar aponeurosis with 
the superficia] transverse ligament. | 


My own limited dissections and injections have shown 
that fluid injected just through the palmar fascia, mixes 
freely with fluid injected through the web of the middle: 
finger into the middle palmar space. In the proximal 
part of the palm the tendons are gathered closely together, 
and there does not appear to be any bar to pus spreading 
dorsally beside the tendons. However indefinite this. 
space may be in the normal hand, a collection of pus 
behaves as though it wag confined between tendons 
and palmar fascia. | 


LINES OF SPREAD E 


In all of my cases the only extension has been through 
the palmar fascia. Iselin describes four lines of spread 
in- all but one of his cases. This difference is probably 
due to the earlier stage at which the present series has 
been seen. l 

CLINICAL FEATURES 

The patient receives an injury to the palm—either a 
prick or a blister. ` After a latent period of 8-10 days the 
hand becomes painful. The palm swells more in the 
proximal than the distal half, and a purulent blister 
collects under the skin of the swélling. The fingers are 
held in semiflexion. Active movements are restricted, 
but passive movements are freer. , 

Diagnosis is'easy if the condition is borne in mind. 
It can be distinguished from infections of the middle 
palmar space by the history of direct injury to the palm ; 
the swelling is more proximal and more localised, there 
is a subcutaneous blister, and there is little or no cedema 
of the dorsum. It differs from a subcutaneous blister 
in producing greater general upset, a larger local swelling, 


‘and pain on moving the tendons. 


TREATMENT 


It is important that the abscess should be opened 
before the palmar fascia sloughs—that is, as soon as it is 
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‘diagnosed. ` Like ali surgery on the septic hand, the 
opening should be made under unhurried anesthesia and 
with a tourniquet. The incision should be over the most 
prominent part of the swelling and in the line of the 
crease. A little pus may be found superficial to the 
fascia, but usually the blister consists of thickened 
infiltrated palmar skin ; if there is any pus, it is unusual 
to find the sinus through the fascia. The fascia is opened 
with sinus forceps, and a surprising amount of pus is 
obtained. In a normal hand the superficial] palmar arch 
lies under the fascia, but the pus pushes it out of danger. 


The danger of opening an uninfected space does not 


arise, for the pus is evidentas soon as the fascia is exposed. 
The space drains well without any tube. The after-care 
has varied with the changing fashion in treating septic 
hands. The most satisfactory has been immobilisation 
on a Cramer wire splint with a dry dressing, which has 
been changed infrequently. 

Errors in treatment arise from errors in diagnosis. 
Cases 1 and 2 (see below) were diagnosed as infections 
of the middle palmar space and drained through the 
web. Drainage was inefficient because the track was long. 
Cases 3 and 4 were diagnosed as subcutaneous blisters 
and incised under ethyl-chloride spray with no relief. 
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Longitudinal. section through hand (after Cutler 1942), showing 
anatomical position of superficial palmar space. 


If the pus is not drained early, the fascia sloughs and 
the abscess bursts on the palm. The tough sloughs 
separate slowly, giving: a wound which discharges for 
weeks and leaves a thickened painful scar on the part of 
the hand which bears the heaviest pressure. 


CASE-RECORDS Sr 
. The following cases illustrate some of the mistakes 
which can be made in treatment. : 


CasE 1.—A middlé-aged charwoman pricked the palm of 
her hand with a splinter of wood. About 10 days later she 
was admitted to hospital with a swollen painful hand and a 
temperature of 102° F. The proximal part of the hand was 
swollen, with a small subcutaneous blister where she had 
pricked it. An infection of the middle palmar space was 
diagnosed, and the palm was drained through the web between 
the ring and middle fingers. Pus was found, but it was very 
deep and drained badly. Her temperature remained up, 
and the hand was still painful; 36 hours later the pus burst 
through the palm. This relieved the pain and lowered the 
temperature. When she was last seen—a fortnight later—the 
palm was still discharging sloughs} and it.was evident that 
she would be incapacitated for some time. 

CASE 2.—A farm labourer pricked the palm of his hand 
10 days before admission to hospital.. This healed, but 24 
hours before admission his hand became painful. and swollen. 
On admission he had a healed wound in the palm; the whole 
of the proximal part of the palm was swollen but not tense. 
The fingers moved easily ; 48 hours later his temperature had 
risen to 102° F. The swelling was larger and more tense, and 
finger movements were restricted. Some pus had collected 
under the wound. The case was diagnosed as an infection 
of the middle palmar space, and the palm was incised 
through the web. Pus was found deep in the palm, but, 
in view of the history of case 1, an incision was also made 
through the palm, where a collection was found deep to the 
palmar fascia. In the next few days the hand drained pro- 
fusely through the palm but not at all through the web. He 
was seen 2 months later with a puckered tender scar. 


In both cases 1 and 2 a mistaken diagnosis led to 
unsatisfactory incision and delay in adequate drainage. 


with my previous clinical impressions. 


' Case 3.—A labourer blistered the palm of his hand 10 
days before admission to hospital. Two days before admission 
he was seen by the casualty officer, who diagnosed a sub- 
cutaneous blister and incised it. He got a little pus, but it 
did not give relief. On admission the patient’s temperature 
was 103° F. He had a tense swelling of the proximal half 


of the palm, with an incision into a soft white sodden mass of | 


skin over it which was discharging serous fluid. He was 
incised at once, and about 3 oz. of pus was found under the 
palmar fascia. This healed in 3 weeks, leaving a puckered 
scar. 
CasE 4.—A clerk for no known reason developed a blister 
on the palm 7 days before admission to hospital. Five days 
before admission her hand began to swell; it was incised by 
her own doctor under ethyl-chloride spray 2 days later. This 
did not give any relief. On admission her temperature was 
101° F. There was swelling of the proximal part of the palm, 
with a small incision into some white necrotic skin over it. 
The palm‘was incised at once.in the line of the crease. There 
was a small amount of pus under the skin and a great deal 
under the fascia. The palm healed, witha small scar, in 2 weeks. 


The mistake in cases 3 and 4 was the diagnosis of 
a subcutaneous collection of pus, with a resultant 
inadequate drainage. es i 


CasE 5.—A carpenter injured the palm of his hand with a 
nail extractor 2. weeks before admission to hospital; 10 days 
later the palm became painful and had been swelling ever 
since. The proximal part of the palm was swollen and had a 
subcutaneous collection in the midline, 2 in. from the trans- 
verse crease. It was incised at once in the line of the crease: 
there was some pus superficial to the fascia, but most was 
deep to it. This ceased to drain in 7 days, and he returned 
to work at the end of 2 weeks. 


This was a satisfactory case, and a similar result 
could probably have been obtained with the others with 
correct diagnosis and treatment. 


i `” SUMMARY ©- 
Attention is drawn to the central superficial pre- 
tendinous space of the palm. 
It is important that infections of this space be recog- 
nised and drained early ; 5 cases are described to illus- 
trate the effects of incorrect and correct management. 
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TREATMENT OF EPIDIDYMITIS 


SYDNEY M. LAIRD, BSO, MDGLASG., FRFPS, DPH 
MAJOR RAMC 


EPIDIDYMITIS can conveniently be classified into three 
main groups, gonococcal, tuberculous, and so-called 
non-specific ; the last has recently attracted considerable 
attention.1* In gonococcal and tuberculous epididym- 
itis the etiology, treatment, and prognosis are well- 
established, although difficulty may arise in the diagnosis 
of some tuberculous cases with acute onset of symptoms 
referred to the epididymis. Knowledge of non-specific 
epididymitis is far less complete, and opinions vary with 
regard to its causal factors, treatment, and prognosis. 
This is hardly surprising in view of its varied zxtiology 
and the probability that the.surgeon:and.the’ venereol- 
ogist meet with different cross-sections of the total group 
of patients. | : 

MATERIAL AND METHODS 


An analysis of 102 consecutive cases with abnormality 


of the scrotal contents, referred to a military VD depart- 


ment between September, 1943, and December, 1944, may 
be of interest. It was undertaken because the views ! 2 


expressed recently about the value of the sulphonamides, 


the incidence of recurrence, and the time required for 
recovery in non-specific epididymitis were at variance 
It was my 
experience that the sulphonamides accelerated the 
abatement of epididymitis in all but a few cases; that 
unresponsive cases or those actually deteriorating on 


1. Proc. R. Soc. Med. (1943) 36, 323. 
2. Army med. Dept. Bull. (1943) Suppl. no. 10. 
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chemotherapy were usually proved eventually to be 
tuberculous ; that recurrence was not frequent; and 
that the time required to restore the patient to full 
capacity was under 3 weeks. | 

- Owing to lack of full cultural facilities, no contribution 
to the detailed bacteriology of non-specific epididymitis 
can be offered here. The urine in all cases lacking 

evidence of gonococeal infection was:examined micro- 
scopically for tubercle bacilli (24-hour specimen), and a 
midstream specimen. was cultured in 34 of these cases. 
Culture of gonococci was not attempted, the diagnosis of 
gonorrhoea resting on finding the gonococcus in urethral 
smears or urinary deposit. This search is preferably 
made in specimens obtained in the early morning, or at 
least at a time when the patient has not voided urine for 
a minimum of 4 hours. It is probable that more complete 
and prolonged investigation, using cultural methods 
and greater frankness on the part of the patients, 
would have added to the gonococcal group and corre- 
spondingly reduced the non-specific group; this ‘con- 
tention deserves emphasis. ; 


- 


RESULTS 


The 102 cases were divided into two broad categories 
depending on the presence or absence of urinary infection 


as witnessed by urethral discharge, naked-eye pyuria, or | 


shreds in the urine. There were originally 88 cases 
with urinary infection, but 1 case of proved tuberculosis 
and 1 very resistant case of gonorrhcea are excluded from 
the analysis. There were originally 14 cases without 
urinary infection, but 1 of gumma and 1 of teratoma of 
the testis ‘are also excluded from the analysis. The 
scrotal contents. were involved on the left side in 52 
patients, on the right side in 48; bilaterally in 1, and 
the site was unrecorded in 1 patient. A. previous history 
. of epididymitis was present in 5 cases, including one of 
-proved tuberculous epididymitis. Epididymitis is known 
to have recurred after treatment in 5 cases in the group 
with urinary infection; 2 of these recurrent cases gave a 
growth of Streptococcus facalis and a history of previous 
gonorrhea. There was no recurrence in cases in which 
‘urinary infection was absent. 
_ Of the 86 cases with urinary infection, gonorrhea 
appears directly responsible in 40. In the remaining 46 
patients there was a history of previous gonorrhea in 20. 
In the 12 cases without urinary infection 2 had a history 
of previous gonoccocal infection. Thus, of 58 patients in 
whom tests for gonococcal infection were negative, some 
22 gave a definite history of previous gonorrhoea, and 
in 62 it is probable that gonococcal infection played 
some part. There were only 36 patients without either 
evidence or a history of gonorrhea. 


TREATMENT 


All the 98 patients received the same treatment : 
sulphathiazole 20 g. given in 3 days ; abundant fluids by 
mouth ; and rest in bed during the acute stage. The 
scrotum was supported with a T-shaped binder in bed 
' and with a suspensory bandage after the patient was 
allowed up. Alkalis were given with the sulphathiazole 
during the period March to December, 1944, but it was 
rare for the urine to be rendered alkaline ; no difference 
was noted in the results of treatment, and it is felt that 
the therapeutic effect of the alkalis was negligible. In 
the very acute case the patient was made more comfort- 
able with kaolin poultices ; no antispasmodics were given. 
Trauma to the urethra, prostate, and vesicles was 
avoided, even gentle rectal examination being strictly 
forbidden. Rectal examination in the presence of acute 
epididymitis is neither necessary nor desirable and should 
be strongly condemned. f 

The duration of the patient’s stay in hospital is the best 
index of the response to treatment. The figures for the 
two groups were as follows : | 


r Days in hospital 
Group No. of y p 
wae Max. | Min. .- | Av 
Urinary infection present 86 - 20 | 5 | 9:8 
»» a ‘absent . 12 18 | 4 | 9-1 


All patients were soldiers and were discharged direct 
to their unit.. Most.of them were marked fit for full 


THERMOGENIC EFFECT OF PROGESTHRONE 


\ 


[Nov. 24, 1945 67] 


duty, but in a few cases, in which it was known that full 


duty would immediately involve unusually, strenuous © 


exertion, light duty for 7 days was recommended. 
Resolution of the swollen epididymis was rapid, except 
for slight non-tender nodular thickening of the globus 
minor, which may persist for some months or even years. 


SUMMARY AND CONCLUSIONS 


An analysis is presented of 102 consecutive cases 
admitted to a military venereal diseases centre with acute 
disease of the scrotal contents. Although positive 
evidence of gonococcal infection was found in only 40 
cases, a history of previous gonorrhœa was obtained in an 
additional 22 cases. . 

Similar treatment with sulphathiazole was given to 98 
cases, and the average stay in hospital for'cases of gono- 
ay and of non-specific epididymitis was about 10 

ays. os l 

From this series, it is concluded that gonococci or 
previous gonorrhoea are responsible for many Army cases 
of acute epididymitis ; that fuller investigation of patients 
would reduce the proportion of cases of.so-called non- 
specific epididymitis ; that sulphathiazole is a ,valuable 
therapeutic agent which rapidly restores the patient to 
full physical capacity ; and that recurrence of symptoms 
is not common, _ | 

In view of these findings, recent pronouncements to the 
contrary should not be accepted as final. 


Preliminary Communication 


THERMOGENIC EFFECT OF PROGESTERONE 


VARIATIONS in waking temperature (see p. 663) are 
so closely linked with the phases of the ovarian cycle 
that they probably depend on ovarian secretion. This 
hypothesis is supported by experiments carried out in 
volunteers and by observations in patients being 
investigated or treated for sterility. We attempted, by 
administering ovarian extracts or pure steroid hormones, ` 
to produce an artificial high-temperature phase (HT) 
in women with persistent low temperature, or to raise 
a temperature (WT) in women with diphasic 
cycles. O 

Extracts of whole ovary and of follicular fluid.—Extracts 
were prepared from follicular fluid or whole cow’s ovaries ; 
they contained the fraction soluble in aqueous alkali 
and in 50% ethyl alcohol but insoluble in 80% ethyl 
alcohol. They were virtually free from cestrogens or 
progesterone. Such extracts were used in view of their 
possible metabolic effect in odphorectomised animals 
and menopausal women.' Injections were given 2 or 3 
times’ weekly, the weekly dosage being equivalent to 
5 g. of the fresh material. The extracts did not affect 
‘the WT. 

Natural cstrogens.—These were used in a large group 
of cases. (Estrone or cestradiol benzoate was adminis- 
tered in single doses ranging from 10,000 to 50,000 IU 
(solution in oil), and with the total dosage ranging from 
50,000 to 2,000,000 units per cycle or month. In women 
in whom the HT was absent, with or without periodic 
‘ loss per vaginam, no trace of HT referable to the injection 
was induced. It even seems that the injection of 
cestrogens may invoke a passing depression of the WT 
(see fig.). Similar results were obtained when cestrogens 
were administered in the form of suspensions of minute 
crystals, which are absorbed gradually.2. Administered 
in the early stages of a diphasic cycle these suspensions 
even tended to delay the thermal shift. Palmer * records 
that synthetic cestrogens may delay the low-high (LH) 
shift in a similar manner. On viewing the evidence as 


a whole we are satisfied that the rise in the WT which 


occurs during the ovulatory phase cahnot be ascribed. 
to increased secretion of cestrogenic hormone. 

Solutions of progesterone.—Injections of progesterone 
dissolved in oil (5-15 mg. daily) caused a slight but 
definite rise in the WT—e.g., in monophasic amenorrhcea 
(see fig.). The rise was never sustained, nor did it attain 


1. K ii mann; C., Müller, C., Steuber, M. Arch. Gynæk. 1932, 150, 


2. Lane-Roberts, C., Sharman, A., Walker, K., Wiesner, B. P. 
Sterility and Impaired Fertility, New York and London, 1939. 
Sklow, J. Endocrinology, 1943, 32, 109. 

3.-Palmer, A. Surg. Gynec. Obstet. 1942, 75, 768. 
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the normal level of the HT (> 98:7° F). The results 
suggested that progesterone might exert a considerable 
thermal] effect, provided the dosage was adequate. 

Suspensions of progesterone.—In view of general 
experience with steroid hormones ‘ we used suspensions 
of progesterone crystals for intramuscular administration 
(7-0 or 3:5 mg. per .c.cm.; 2 x. 105 crystals per c.cm.) 
rather than injections of very large single doses repeated 
at short intervals. The more dilute suspensions were 
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81 101 121 15! 
DAYS OF OBSERVATION 


Effect of cestrone and progesterone on waking temperature in a case of 
primary amenorrhæœa. A short section only of the initial phase of 
observation is shown. Dotted arrows: | mg. cestrone (micro- 
crystalline suspension) administered. Plain arrows: solution of 
progesterone in oll administered (5, 10, and 15 mg.). Feathered 
arrows : suspension of progesterone crystals administered (3, 7, and 
3 mg.). L indicates menstrual loss. A similar loss occurred on day 
ISI. Discontinuitles in the curve correspond to days when the WT 

was not recorded. 


better tolerated than the dense ones (7 mg. per c.cm.), 
which produced local pain ; no toxic effects were noted 
in any subject. i ; 

The WT reacted rapidly—i.e., within 24 hours—to the 
‘intramuscular injection of the suspensions (2-7 mg. daily). 
Thus, in a case of primary monophasic amenorrhea a 
distinct HT phase was induced by 3 injections; this 
phase was followed by menstruation and a return of 
the WT to the original level (see fig.). In cases of 
secondary (? premenopausal) amenorrhcea with constant 
low temperature similar HT phases were induced. 

In most of these cases the administration of pro- 
gesterone was preceded by at least one injection of 
oestrone (1-3 mg. in suspension). In women with regular 
diphasic cycles suspensions of progesterone crystals 
produced a distinct rise (up to 99° F) when administered 
during the follicular (LT) phase; this rise was usually 
followed by a return to the base-line and subsequently 
by the spontaneous shift and HT phase. Hence it 
seems that progesterone does not advance ovulation. 

If progesterone crystals (single dose of 3-7 mg.) are 
injected during an HT in a woman with a normal 
diphasic cycle an excessive rise in WT (to above 100° F) 
may take place. It is of brief duration and resembles 
the fièvre ovarien described by Palmer and Devilliers 5 
and attributed by them to the action of progesterone. 
However, the thermal reactivity varies greatly, and in 
some subjects—e.g., menopausal women—a_ wholly 
refractory condition may persist for longer or shorter 
periods. It is also noteworthy that in some women the 
spontaneous HT cannot be elevated by administration 
of progesterone, even though they react to proges- 
tcrone given during the follicular phase. . 

Ethisterone.—This substance, administered by mouth, 
exhibits a slight thermogenic activity in some cases. 
We gave a daily dose ranging from 5 to 60 mg. In no 
case was the rise in the WT sustained, even though the 
compound was administered for 3-5 successive days. 

The data show that progesterone invokes a thermal 
shift resembling the spontaneous LH shift normally 
associated with ovulation and the luteal phase, whereas 
cestrogens and extracts free of identified hormones do 
not elevate the WT. It should now be remembered 


(1) that pregnandiol tests are consistently negative, and - 


that endometrial biopsies consistently show proliferation 
only, if the specimens are collected before the LH shift ; 
(2) that early pregnancy with its high’ progesterone 
level (excretion of pregnandiol up to 40 mg. per 24 hr) is 
associated with a persistent HT; (3) that the cessation 
of luteal secretion is associated with a drop in the WT 
(HL shift). Taken in conjunction, these observations 


4. Deansley, R., Parkes, A. S. Lancet, 1938. ii, 606. Lipschütz, A., 
Maas, M. Cancer Research, 1944, 4, 18. Greenblatt, R. B., 
Hair, L. Q. J. clin. Endocrinol. 1945, 5, 38. , 

5. Palmer, R., Devillers, J. C. J’. Suc. franç. Gynéc. 1939, 9, 60.. 
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suggest that the effect: of progesterone extends beyond 
the endometrium to the thermo-regulatory mechanism. 

It is noteworthy that the HT is accompanied by a 
rise in the basal metabolic rate (BMR). The observed 


values * for the premenstrual BMR correspond well to ~ 


the theoretical values calculated on the assumption that 


the temperature coefficient (10° O) of the basal meta- 


bolism is of the order of: 2-2-5, whereas the HT involves 
a rise of 0-5°-1:0°C above the postmenstrual level. 


The close correspondence between the variations of 


WT and BMR suggests that progesterone may affect 
the latter. . 

- Since the HT seems to be invoked by’ progesterone, 
the WT record could be taken as reflecting variations 
in ovarian function. Occurrence of a HT phase would 
indicate the secretion of progesterone; on the other 
hand, the absence of an LH shift may be caused not by 
progesterone deficiency but by other factors, such as 


non-reaction to the hormone. 


A detailed report of our observations will be published 
elsewhere. We wish to. thank Messrs. Laboratories for 
Applied Biology Ltd. for estimating pregnandiol and 
supplying suspensions of progesterone. | : 

MARY BARTON, MB LOND. 
B. P. WIESNER, D S0 EDIN. 


Medical Societies 


BRITISH ORTHOPÆDIC ASSOCIATION 


THE annual meeting of the Association was held at 
the Royal College of Surgeons on Oct. 26-27. 


PREVENTION OF ACCIDENT AND LIMITATION OF INJURY 


Mr. St.J. D. BUXTON, in his presidential address,’ 
emphasised the importance of first-aid and its teaching, 
together with a greater safety-consciousness among 
workmen, in preventing accidents in industry. Though 
fatal accidents in industry had fallen in number in recent 
years there had been a steady increase in all reportable 
accidents. Injuries of the foot and hands were particu- 
larly common.; crudely called ‘‘ minor injuries,” they 
were the major anxiety to the responsible authorities. 


It had been estimated that the financial cost and pro- 


duction loss from industrial accidents amounted in this 
country to £70,000,000 a year. 
in the further education of the workman and others. It 
was necessary for members of. the Association to aid 
in preventive work by inquiry and report directed to the 
exact causation of accidents. The surgeon’s aim was to 
return the injured man to his work in a fit condition as 


soon as possible and to reduce disablement to a minimum. 


Each step in treatment should be planned, and the 


patient must be kept fit mentally as well as physically . . 


while his injury was being attended to. A nation-wide 
accident service was required, especially for industrial 
and road accidents, which would deal with soft-tissue 
injuries as well as with fractures. Close contact was 
essential between the surgeon, the industrial medical 
officer, the industrial nurse, and the safety officer. The 
surgeon should learn by visiting the factory and the 
coal-mine. Continuity of treatment from first-aid to 
the completion of rehabilitation was of first importance. 
The accident service would provide an excellent training- 


ground for students and for orthopedic and general 


surgeons. | 
THOMAS AND HIS SPLINT . ~ 

Prof. T. P. McMurray outlined the historical back- 
ground of Hugh Owen Thomas and described the 
classical splint which Thomas and his disciples called 
the ‘‘ bed knee splint. Almost all the improvements 
and alterations since made in this splint had been tried 
by Thomas and discarded. The simplicity of the original 
design meant that there was little to go out of order. 


CONGENITAL DISLOCATION OF THE HIP 


Prof. J. LeveuF of Paris described his investigations, 
based on arthrography and operation findings, which 
demonstrated the essential differences between con- 
genital subluxation and congenital dislocation of the hip. 
He disagreed with the commonly accepted assumption 


6. Conklin; C. J., McClendon, J. F. Arch. intern. Med. 1930; 45, 125. 
7. Tho address will shortly be published in TH LANCET, ` 
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that the subluxation was a preliminary stage leading to 
dislocation. In arthrograms of dislocation the limbus 
produced by the upper portion of the cotyloid ligament 
or cartilage was seen as a downward projecting area 
causing the usual hour-glass constriction ; in subluxation 
this shadow was never found, for the limbus was pushed 
upwards and compressed against the ilium. In disloca- 
tion the head of the femur was small and the ligamentum 
teres persisted ; in subluxation the femoral head was 
large and the ligamentum teres was absent. In the 
-latter also there was no other soft-tissue interposition. 
Anteversion of the femoral neck was an early finding in 
subluxation ; it was a late or secondary deformation in 
dislocation. In treatment the need was to get a hip 
in which the femoral head.conformed to the acetabulum. 
Closed reduction was only suitable under the age of two 
‘ years. Afterwards Professor Leveuf favoured operation, 
and in cases requiring reconstructive work to restore 
bony conformation he favoured a transtrochanteric intra- 
articular approach, in which osteotomy of the femoral 
neck was carried out, if necessary, and the acetabulum 
was deepened by turning down its roof and inserting 
a graft above it. | 

Mr. J. S. BATCHELOR took the view that congenital 
dislocation of the hip was an external-rotation-adduction 
deformity with three stages of severity. Treatment 
consisted in correction of soft-tissue contracture by 
gradual abduction followed by manipulative reduction 
and reversal of the deformity.. To encourage normal 
development by function Mr: Batchelor used knee 
plasters joined by a cross-bar, the hips being held in 
abduction and internal rotation but otherwise free to 
move in flexion and extension. For cases which showed 
redislocation, anteversion, and valgus of the femoral 
neck he carried out osteotomy of the femur to reduce 
these deformities after replacing the femoral head in the 
acetabulum. l e y 

Mr. H. A. T. FAIRBANK remarked that Professor 
Leveuf appeared to do open operations more often than 
‘we would consider necessary in this country, yet his 
results were excellent. Hitherto Mr. 
thought that the problems of anteversion and valgus 
were. overstressed ; evidently he was wrong. Anterior 
transposition or anterior dislocation he thought should be 
left alone, since the patients with these conditions walk 
very well. He had noticed that in Mr. Batchelor’s 
cases the hips were flexed, but he believed that a greater 
degree of extension gave better stability. j 

Prof. HARRY PLATT supported Professor Leveuf’s view 
that subluxation and dislocation were two distinct 
morphological entities. He believed that the femoral 
heads were naturally placed posteriorly in many cases 
and anteriorly in some ; he denied that the former could 
be forced into the latter position. In Professor Platt’s 
opinion pronounced internal rotation was a dangerous 
position for fixation. - 

Mr. G. R. GIRDLESTONE expressed anxiety about the 
risk of avascular changes in the femoral head. after 
extensive intra-articular operations. l : 

Sir REGINALD WATSON-JONES thought that there 
was a multiplicity of morphological types, but he dis- 
tinguished three main types from the point of view of 
treatment. In the fitst group were those hips which 
were reduced in full abduction and after a year stayed 
reduced. In the second group after a year of abduction 
the hip tended to subluxate when the patient was 
allowed to kick about in bed. In the third group, 
despite full abduction, the femoral heads were never 
fully reduced to the bottom of the acetabulum. The 
second and third groups required operative treatment, 
and cases in the third group should be recognised and 
operated on early to save time. There was less risk 
of osteoarthritis in cases with incongruity of capital and 
acetabular form than in those with avascular changes 
in the femora] head. For this reason a long period of 
observation was needed before Professor Leveuf’s results 
could be judged... | 

Mr. B. L. MCFARLAND regarded anterior transposition 
as meaning the riding of the femoral head under the 
rectus tendon and Y-shaped ligament; it was not a 
complete anterior dislocation. The more he had seen 
of acetabuloplasty the less satisfied was he of the results. 
Remoulding of the hip-joint was dependent on the 
proper direction of the thrust of the femoral head into 
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the acetabulum ; therefore he advised maintenance of 
abduction during the early walking stages of treatment. 
Miss Maup FORRESTER-BROWN urged the importance 


of the functional care of muscular activity. 


. Professor LEVEUF, in reply, said that true dislocation 
was more difficult to reduce by, non-operative methods ; 
the ease of ‘‘ reduction ”?” in subluxation was deceptive 
and the results by this method likely to be disappointing. 
If the hip was left.in a state of subluxation, osteoarthritis 
would be certain to occur. He stressed the value of the 
arthrogram not only for diagnosis but also as the most 
satisfactory test forgzgeduction. 


value of his complete operation. In 200 cases in which 


-he had done open operations of all kinds he had seen 


only one case of necrosis of the femoral head. The 
secret was that there was no interference with the circu- 
lation which entered the femoral head from the soft 
tissues below the femoral neck. : | 

Mr. BATCHELOR remarked that his method of holding 
the hip-joints while allowing movement ensured that 
extension as well as flexion was maintained. He had 
had no trouble with stiffness resulting from the internally 
rotated position. The happiness and comfort of the 
patients was noteworthy. Stiffness if it occurred was 


FUTURE OF ORTHOPADICS 
Prof. Harry Puatr. delivered the paper which 
appeared in these columns last week (p. 643) on the place 
of orthopedics in medical education and in the regional 
hospital services. l l 


` POLIOMYELITIS IN MAURITIUS ` 

Prof. H. J. SEDDON, in his study ofan epidemic of polio- 
myelitis in Mauritius, found that the evidence strongly 
suggested transmission by personal contact. He described 
the conditions of this colony with its mixed population, 
and its difficult social and economic state. Later he 
outlined a scheme for the advancement of orthopedics 
in the colonies (see p. 680). 


SPLINT CONSTRUCTION 

Mr. NORMAN CAPENER demonstrated two splints 
which he thought embodied a new principle in splint 
construction.. They were based on existing types used 
for the substitution or support of deficient muscle 
activity, as in the familiar toe-raising spring for paralytic 
equinus. Such appliances usually had springs attached 
to a rigid framework, whereas the present appliances 
were themselves constructed into ‘‘lively’”’ springs. 


‘The appliance for drop-foot in which the upright element 


(either single or double) was suitably tempered and coiled 
at the level of the ankle-joint permitted some lateral 
mobility in the foot. ‘The second splint used in ulnar 
intrinsic paralysis was based on an original design pro- 
duced by Mr. A. M. Hendry and his co-workers at 
Derwen, Oswestry, and like it possessed advantages of 
liveliness over previous ulnar splints which rigidly 
maintained flexion of the knuckle-joints. 


_ ARTHROGRAPHY OF THE KNEE-JOINT 

Squadron-Leader E. SOMERVILLE, RAF, demonstrated 
an improved technique for the diagnosis of lesions of 
the knee-joint by air-arthrography. In a series of 331 
knees investigated a high degree of accuracy in diagnosis 
had been achieved. Success depended on attention 
to details. The joint was examined under anssthesia 
and filtered air was injected until it was full; the intra- 
articular pressure was then temporarily increased by 
bandaging over the suprapatellar pouch, and the joint 


positioned overa curved cassette ; a sinus cone was used and . 


radiation accurately directed in seven tangential planes. 


_ THE FRACTURED FEMUR 

Three different methods of treating simple extra- 
articular fractures of the femur were discussed by Mr. R. 
G. PULVERTAFT. For fractures of the trochanteric region 
he preferred the Hamilton Russell method of balanced 
traction without splintage. The advantages of this 
method were efficient traction with the joints in optimal 
position ; complete comfort; muscular relaxation ; 
maintenance of muscular condition and knee-joint move- 
ment; reduction of chest and decubitus complications 
owing to the freedom of the patient to sit up and change 
position. Careful supervision was essential. The method 
had given a high proportion of favourable results. 


He was convinced of the - 
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Major JOHN CHARNLEY, RAMC, discussing the treat- 
ment of the fractures of the femoral shaft by fixed 
skeletal traction, stressed the importance. of controlling 
lateral angulation and of keeping the fracture and there- 
fore the knee-joint immobile for fully 8 weeks. ‘Special 
apparatus which he had devised was used in conjunction 
with the Thomas splint; it was specially designed to 
give precision, and to be relatively foolproof after 
accurate adjustment: by the surgeon. .The essentials 


were traction on a pin through the upper end of the tibia - 


pulling along a line posterior to the femoral axis with the 
femur supported across a specially shaped padded metal 
fulcrum. Lateral control was achieved by pads screwed 
on to adjustable fitments to the lateral bars. 
movement of the knee was inadvisable and unnecessary. 

For femoral shaft fractures Mr. G. R. FISK adopted a 
completely opposite course, establishing early movement 
by the use of skeletal traction in a flexing splint made 
from a Thomas splint sawn off at the knee level and 
joined by an articulation of the Pearson type. 

Mr. V. H. ELLIS, in a study of 420 recent fractures of 
the femoral shaft, supported the advocates of early knee 
movement. The causes of limited flexion were intra- 
‘articular adhesions, fixation of the quadriceps, scarring 
in the region of the fascia lata, especially in high com- 
pound fractures, and transfixion of the muscle by 
spicules of bone. 

ACTINOMYCOSIS 

Mr. C. H. CULLEN reported on 5 cases of actinomycotic 

infection of gun-shot wounds, in 4 of which the organism 


Early - 


was of an unusual aerobic type. All of the cases were 


very chronic and resistant to treatment. Adequate 
surgical measures combined with penicillin seemed to 
be of most use. It was interesting that penicillin was 
beneficial in cases in which concomitant organisms were 
insensitive of penicillin. 


POLLICISATION OF INDEX FINGER | 


Mr. E. W. BINTCLIFFE demonstrated 2 patients he had 
successfully treated in conjunction with Major. KILIKIAN, 
usamc, by pollicisation of the index. finger after 
amputation of the thumb. In such cases the web space 
between the index and middle fingers was deepened by 
dissection. The second metacarpal was divided, allowing 
the index to be abducted, and was attached by wire 
sutures either to the remains of the first metacarpal or 
to the trapezium. The defect created between the 
new thumb and the middle finger was filled by a skin- 
graft. It was desirable to carry out abduction by the 
use of traction with a wire transfixing the index. 


CLINICAL PHOTOGRAPHY , i 


Mr. P. G. HENNELL, in a paper on the technique of 
clinical photography related primarily to colour. repro- 
duction, said that the apparatus which recent technical 
advances had placed at our disposal had as yet scarcely 
been used in medicine. He believed that in five years 
black-and-white photography would largely have been 
DAS TES by colour in the production of scientific 
records. 


Reviews of Books 


Directiveness of Organic Activities 


E. S. RUSSELL, OBE, D sc. (Cambridge University Press. 
Pp. 196. 8s. 6d.) 


THERE is never enough taught of the underlying 
principles of the various sciences. Most of us are too 
content to enumerate the hairs on the legs of water-fleas 
to ask ourselves, ‘‘ Why is a water-flea ? ” Dr. Russell 
tries to show why the orthodox treatment of biology, 
especially in its functional as opposed to its morpho- 
logical aspect, is ‘‘ not enough.” A crude materialism 
‘simply will not do: it leaves out of account the fact, 
patent to anyone, that life processes are essentially 
and fundamentally directive and creative, and that 
physical and chemical processes are not. (Why they 
are directive he does not attempt to explain: he accepts 
it as a fact fundamental to the study of biology and leaves 
it at that.) His treatment of examples illustrating: his 
case is particularly to be commended and the -physio- 


logist will welcome his analysis of the control of body . 


temperature, among other controls, into physiological, 
behavioural, and morphogenetic modes. Altogether this 
is a book to be read, not only for the sake of its methodo- 
logical standpoint, but as a little gold-mine of information 
about things which normally would not come one’s way. 


Borderlands of Psychiatry | 
STANLEY Coss. (Oxford University Press. Pp. 166. 14s.) 


A SECOND printing of this series of essays testifies to 
the interest and value of Professor Cobb’s sober approach 
to the problems loosely called psychosomatic. . He exam- 
ines instances of how emotional stimulation can disturb 
function and bring about lesions in the various systems of 
the body, and reviews with critical honesty the present 
state of knowledge regarding speech defects, the functions 
of the frontal lobes, and the anatomical basis of the 
emotions. These, and kindred topics touched on in the 
book, are so significant for psychiatry that it is strange 
to find them sited in its ‘‘ borderlands.”’ 


Modern Treatment Year Book 1945 


Editor: Cecıt P. G. WaKELEY, DSC, FRCS. (Medical 
Press and Circular. Pp. 300. 165s.) 


THE current issue of this yearbook is of mixed quality. 
- The articles on peripheral vascular disease, the treatment 
of acute bronchitis in infants, and hydronephrosis, are 
models of their kind, but others are less acceptable 
because the methods they advocate are not up to date 
or else could scarcely be employed outside hospital. 


For example, potassium iodide is undoubtedly of value 


in the treatment of cardiovascular syphilis, but not in 


. the doses recommended (grains 10-15 thrice daily). 


Then, the original Sippy diet has long been discarded 
because of the impossible strain it imposed on nursing 
staff and patient alike; and it is therefore surprising 
to find it suggested that the patient with a peptic ulcer 


should receive food or drugs every half-hour. State- 


ments like the following are also open to criticism : 


*** Globin insulin is more and more becoming the insulin 


of choice ” ; ‘‘ soluble insulin given alone is now reserved 
for emergencies.” In writing for general practitioners 
thé aim should be to give forms of treatment which are 
not only practicable but conform with the general 
consensus of opinion. | 


The Chemical Senses 


= R. W. Monorierr, BSc, ARIC, FTI. (Leonard Hill. 
Pp. 424. 25s.) 

By the chemical senses, the author means smell, taste, 
and the ability to apprectate chemical stimuli by ordinary 
nerve endings, chiefly those on exposed mucous surfaces. 
Owing to the war-time standards of production, the book 
is larger than it appears, and it contains an astonish- 
ing amount odf information. The index is admirable and 
fills 38 closely packed pages. Although the chapters in 
which chemical constitution is related to taste and odour 
smack inevitably of the catalogue, the remaining chap- 
ters of the book are freely, almost gaily, written, and 
convey the author’s extraordinary fund and variety- of 
knowledge in a most palatable way. The description 
of the chemical sense organs and the theory of sensation 
in general are vividly treated, though a few liberties are 
taken, and these subjects are followed by a more detailed 
description of the ways in which olfaction and gustation 
and the ‘‘ common chemical sense ”?” have been investi- 
gated. Other chapters deal with the everyday function 
of the chemical senses, chemical sensibility in lower 
animals (in which we learn that fish dislike cloves), the 
classifications of odours, physical properties of odorous 
materials, theories of odour, perfumes, and essences, and 
flavour and food. These are very diverse subjects, each 
of which covers a variety of topics. i 
sub-division of the book in accordance with these require- 
ments makes reference easy, particularly as there are 
numerous citations of original literature and an author 
index. So much information is presented that long 
instalments of the book cannot be read at a time, and it 
sometimes seems that the author has been unduly 
reticent about his own ideas. But it is questionable 
whether anyone could yet integrate the subject and pre- 
sent it asa coherent whole. This comprehensive work is, 
more than anything, a challenge to others to try. 
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Lhe Condire Burden 


Powerful diuresis and nereased glomerular filtration; vasodilatation ii 
augmented coronary blood flow; respiratory stimulation and bronchodilata- 
tion are among the mechanisms of action in the relief of the overtaxed 
heart which are induced by the xanthine drug— 


pa 


A SPECIALLY PREPARED COMPOUND OF THEOPHYLLINE-ETHYLENEDIAMINE 


Se 
INDICATIONS 


ANGINA PECTORIS : CORONARY THROMBOSIS : CHEYNE-STOKES RESPIRATION 
PAROXYSMAL NOCTURNAL DYSPNOEA : BRONCHIAL ASTHMA : OEDEMA. 


IN TABLETS FOR ORAL USE MANUFACTURED BY 
AMPOULES AND SUPPOSITORIES WHIFFEN & SONS LTD - CARNWATH RD 
Literature and samples on request FULHAM “LONDON - S.W.6 , 


An acceptable Stimulant 


For debilitated patients and during con- 
_ valescence, Tintara meets the difficulty 
of prescribing a stimulant that is both 
effective and readily taken. The fine 
flavour of this Australian Burgundy 
makes it acceptable to the most delicate. 
Produced from grapes grown on ferru- 
ginous soil, Tintara contains no added 
alcohol or sugar. It is a well balanced 
wine of minimum acidity and i is entirely 
free from drugs. 


Tropes TIN TARA 
BURGUNDY 


P.B.BURGOYNE & CO. LTD., DOWGATE HILL LONDON, E.C.4 Phone CiTy 16/6 


Every effort will be made { 


to supply Tintara when 
_ urgently required 
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|| AsH Operation Table” 
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\ 


Model E, on platform base, in lateral position, 
with lateral support, cushion, pelvic support, 
buttock support, and chest cushion. 


Five models of the A&H Operation 
Table are made suitable for all the require- 
ments of modern surgery. 


LATEST IMPROVEMENTS 
BE include 


ee me ee. 


Trendelenburg position increased td 75° 
tilt in model AE and 50° in model E; 
foot-operated Floor Brake, and rubber- 
tyred wheels fitted with self-oiling . 
bearings. All models are easy to operate. 


Model AE in extreme Trendelenburg position, 


a ; f P , tilt 75°. The shoulder rests are adjustable in 
Descriptive. booklet on application. both d retions: 


i 


-_- 
i 


Over 1400 of these tables are in use at home and abroad. 


a 


š 


“ALLEN & HANBURYS LTD, LONDON, E.Ž 
SHOWROOMS: 48, WIGMORE STREET, LONDON, W.I 
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Education 


THE English State educational system TA three 
characteristic and far-reaching things: it gives the 
teacher professional freedom ; it accepts with good 
grace and often with thanks the codperation of 
‘voluntary agencies ; and it decentralises its adminis- 
trative functions. Under the Education Act, 1944, 


these attributes will remain,! and from them doctors _ 


may derive some comfort in the uneasy interlude 
before the Health Services Bill is published. The 
ugly term, “ public elementary school ” disappears 
now that full-time atténdance is to be compulsory for 
all children from the age of 5 until the end of the 
secondary-school stage, followed by weekly attendance 
at county colleges until they are 18. The nursery 
school, to be provided ‘‘ wherever there is need,” 
will with the infant and junior school be part of 
primary education, and secondary education will 
embrace not only the grammar school but also the 
modern school and the technical school. No fees 
can be charged in either primary or secondary schools 
unless theschool iseither independent of the Exchequer 
or (like certain grammar schools) gets a direct grant 
from the Ministry of Education. Recognition of 


the essential continuity of the educational process . 


is further emphasised in the section of the new Act 
which adds.to the duties of local education authorities 
that of securing sufficient further education including 
“non-vocational education for young people and 
adults.” - Such authorities, indeed, must now address 
themselves to the “spiritual, moral, mental, and 
physical development of the community ” virtually 
from: the cradle to the grave. 

Administrative decentralisation, though a virtue, 
has nevertheless been associated with certain dis- 
advantages, chief among which has been the control 
of education, up to the secondary stage, by as many 
as 152 borough councils and 17 urban district 
councils which were granted autonomy under part 3 
-of the 1902 Act. Part 3 authorities now disappear, 
and new machinery is evolved to relieve the county 
central office of much day-to-day administration 
by the establishment of “divisipnal executives ” 
wherever a reasonable educational unit in the county 
can be created to undertake such work. The Act 
of 1944 thus seeks to make the best of both worlds 
by centralising policy-making .and decentralising 
detailed administration.: The bright vision, however, 
is perhaps a little clouded by the creation of. 45 
“ excepted districts °? in which the local council will 
itself be the divisional executive and will have the 
right to prepare its own scheme of delegation of duties 
for submission to the Minister. The Minister’s 
decision as to the duties to be entrusted to these 
areas is anxiously-awaited. The chief administrative 
officers of the counties and county boroughs will be 
the chief education officer and the school medical 


l. A Gow to the Educational Sieen of England and W ales, Pam blet 
of the Ministry. of Education, discusses in detail the 
suet of the State educational system and the changes to 

be effected by the Education Act 1944. HMSO. pp. 64. 1s, 


officer ; 
divisional education officers and (it is presumed) 


of. Education Consultative Committee. 


Church schools to become 


age of eleven. 


in the divisional executive there will be 


divisional. school medical officers. This last post 
should be combined with the medical officership of 
health for the areas included in the divisional execu- 


‘tive, since only thus can administration of school and 
environmental concerns in the area be codrdinated. 


_ A development plan is to be submitted by each 
county and county-borough authority by April ‘I, 


1946. All plans must call attention to the “ Hadow 


under the 1926 report of the Board 
This is still 
for example,.of the 1,500,000 


reorganisation ”’ 


far from complete : 


‘children in the 10,550 Church schools in 1939, only 


16% over 11 years of age were in modern secondary 
schools, the remainder being still in the all-age schools 


“which Sir Henry Hapow condemned to be beheaded ; 


while of the 3,500,000 in the 10,360 county schools 
60% of similar age were in modern secondary schools. 
These figures show how the dual system has retarded 
educational progress. The Church schools are to 
remain, and the Act offers alternatives to Church 
managers and governors of primary ee Retain) 
“ controlled ” or “ aided,” 
thus in varying degree providing financial aid to 
enable Church‘ schools to play an effective part in 


the primary and secondary school system. 


Direct-grant grammar schools, which number 230, 
are -brought by the Act more closely into touch with 


the State system and must offer not less than 25% of ` | 


places to non-fee-paying pupils; further reserved 


‘places: are to be provided for the local education 


authority if required. Direct-grant schools will 
receive £16 a year for each pupil; and in all cases 
where parents receive a remission of fees the Ministry 


‘will also make up deficiencies in the fees actually 


paid. The Fleming report recommended that the ` 
independent public schools should be used in a | 
similar way, but no decision has yet been taken by 
the Ministry on this point. The Education Act 
gives power to the local education authority to 
provide boarding-school education for boys and girls 
in its area either by setting up boarding-schools 
itself or by paying fees to existing boarding-schools. 
If boarding accommodation is to be found for an.ap- 
preciable proportion of children, local authorities will 
have to set’ up their own boarding-schools ; for the 


. number of-places in all the boys’ and girls’ boarding. | 
‘schools in England and Wales amounts to only 8000 


a year, though a million children annually reach the 
While the advantages of boarding- 
school education are still arguable, there is general 
agreement on the need for providing more of it than 
is at present to be had. 


Donors 


Ir is all very well to say that our blood-transfusion 
services must be maintained on a large scale!; but 
ultimately all such schemes depend on there being 
enough donors ready. and willing to give their blood. 
In war-time the public have risen to the occasion, 
for they were made to appreciate its urgency ; and 


‘the Prime MINISTER in his speech at the College of 


Physicians’ dinner ‘did well to include the volunteer 
blood-donor among those responsible for the success 
of our medical services in the field. In the everyday 


` 1l. Lancet, Nov. 3, p. 567. | 
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life of peace, however, no small effort may be required 


to persuade enough people to make the regular 
contribution on which we must still count. 

Various voluntary bodies, including the British 
Red Cross Society, the St. John Ambulance Associa- 
tion, and Toc H, have shown themselves keen to 
undertake the task of organising donor panels; and 
they are right in recognising this as an important and 
appropriate form of service. One wonders, however, 
whether their members fully appreciate the responsi- 
bility they are proposing to shoulder ; for the scope 
of transfusion work has grown beyond measure during 
these last six years. Before the war, in one of our 
larger cities, with a population of about half a million, 
all calls for transfusion were met by a panel of about 
200 volunteers. This panel was quite easily run, 
as a spare-time.job, by an honorary secretary. During 
the first six months of this year the same city drew 
1618 bottles of blood from the regional blood-bank, 
and the monthly rate of issue from the bank is still 
rising. Hence for this city alone a panel of about 
4000 donors will now be needed—something very 
much more than a band of volunteers. It is doubtless 
true that some doctors are a little extravagant in 
their use of blood and plasma ; which is understand- 
able so long as the treatment is, so to speak, on tap. 
Possibly a little more care.will be exercised when 
supplies are not so sure. But at the same time it 
must be remembered that many who are now in the 
Services have had much experience in resuscitation 
work, and will certainly be transfusion-conscjous 
when they return to general or hospital practice. 
The legitimate uses of blood and blood-products are 
very great, and so long as we have to use human blood 
for these purposes the organisation of donor panels 
will have to be on a large scale, with nation-wide 
publicity to keep up the interest of the public. 

_ Decisions about the future arrangements should 
not be too long delayed. At present substantial 
donor panels are in existence throughout the country, 
and a large proportion of the donors, though enrolled 
on a war-time mandate, will probably be prepared to 
continue their help in time of peace. But it is only 
natural that they should default unless they feel that 


their services are genuinely required. From experi- 


ence in war-time it can be said that unless a panel 
is continuously worked it soon becomes: out of date 
‘and worthless, and the difficulties will be aggravated 
by the movement of population following the war. 
A very great deal of trouble will be avoided if panels 
can be carried on without interruption. 


Fatty Liver and Malignant Malnutrition 

WHEN the liver is sliced at autopsy and found to be 
fatty, the finding is not usually looked on as of real 
significance in deciding the cause of death. Fatty 
liver is quite common in a wide variety of unrelated 
diseases and is thought to be a “terminal event.” 
But improved methods of liver biopsy, such as that 
described by SHERLOCK,! may well demonstrate that 
fatty liver is sometimes not so much a terminal event 
as a terminating mechanism. In Britain and America 
many investigators have produced fatty livers experi- 
mentally in animals by feeding them on diets deficient 
in “‘ lipotrophic factors ’—substances such as choline 
which remove fat from the liver, or prevent its deposi- 


1. Sherlock, S. Lancet, 1945, ii, 397. 
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tion there. Choline, and therefore methionine which 
may be a precursor, is probably required in the liver 
cell to build up a phosphoric-acid complex which 
converts neutral fat into `a phosphatide. If choline is 
deficient this change cannot occur and fat accumulates 
in the liver cell. Thus a fatty liver may be a major 
sign of deficiency disease. 

By the irony of fate most of the animal experiments 
on this subject have been conducted in two of the best- 
fed countries in the world, where the clinician is 
unlikely to encounter a fatty-liver disease associated 
with dietetic deficiencies. But in the poorest continent 
—Africa—clinicians have been diagnosing what they 
claim to be a new clinical entity, of which a fatty liver 
is a major feature. This condition has been reported 


in most parts of tropical Africa and more recently in 


South Africa, and in people carrying African blood 
in the West Indies. In the affected populations it is 


‘ common ; itis seen in adults as well as children and 


is often incurable. Curiously enough many African 
tribes recognise it, at least in childhood, because the 
black hair becomes reddish, as if dusty with Africa’s 
brown dust, though in South Africa and the West 
Indies this may be whispered away as revealing a 
taint of European. blood. So LizuRapDE ? described 
“les enfants rouges,’ > Cecity WiiiiaMs? used the 
name “‘ kwashiorkor ”’ and described the fatty liver, 
and PiERAERTS‘ wrote about “ diboba.”’ Tropical 
Africa contains some 700 tribal languages,so there are 
many competing terms for the red-haired disease. 


The difficulties in its recognition lay in three direc- 
_ tions. 
to tropical parasites ` ? 


First, was this not simply a cachexia due 
As “ malarial marasmus,” 

“ hookworm disease,” and so forth it is. still largely 
diagnosed by the senior clinicians. Secondly, could 
the clinical picture be separated from pellagra. and 
nutritional diarrhoea on the one hand and from nutri- 
tional cedema on the other? Thirdly, was there 
anything distinctive in the pathology; apart from. the 
fatty liver which many diseases might cause ? 

+ The clinical picture is coming into sharper focus. 
TROWELL ê originally suggested that the syndrome was 
largely a combination of nutritional oedema and acute 
pellagra and called it “ infantile pellagra ” because at 
that time he recognised the condition only in child- 
hood. He has now modified his views® and with 
CucoiLy WILLIAMS? regards it as a distinct clinical. 
entity. He speaks of a “ syndrome of malignant 
malnutrition,” and Brock? approves of the phrase. 
In 180 cases among African children in Uganda, 


TROWELL and Mvuwazi1® found that the syndrome 


manifested itself after the sixth month of life by 
defective growth ; brownness of the African hair and 
skin ; generalised cedema, which was sometimes very 
severe ; gastro-intestinal upsets, with undigested 
starch, meat, and fat being passed in the stools (in 
some respects like a steatorrhcea) ; deficiency bowel 
pattern (see Scorr BRown and TROWELL *); macro- 
cytic hypochromic anemia, the so-called “ ‘dimorphic 
anemia ” ; slight neurological symptoms and signs ; 
decreased plasma albumin but raised plasma globulin ; 
and some radiological evidence of a and 


. Licurade, Bull. Soc. Path. exot. 1932, 25, 46. 

. Williams, C. D. Arch. Dis. Childh. 1933, '8, 423. 

. Pieracrts, G. Rec. Trav. Sci. Med. Congo belge, 1942, 1, 104. 

. Trowell, H. C. Arch. Dis. Childh. 1937, 93. 

; Trowell, H.C. Clin. Proc. 1944, 3, 381. 

- Brock, J. F. S. Afr. med. J» 1945, 19, 34. 

. Trowell, H. C., Muwazi, E. M. K. Arch. Dis. Childh. 1945, 20, 170. 
» Scott Brown, J., Trowell, H. C. tare 1944, ii, 812. | 
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defective bone growth without rickets or tetany. 
The dermatosis, which at one time suggested a 

relationship to pellagra, is now thought to be of minor 
importance, and it is seen in only a few advanced 
- cases. Blackened areas of hyperkeratosis form at the 
sites of irritation and pressure, especially in the groin ; 
these peel and finally the patient is as full of sores as 
Lazarus. The treatment is an adequate diet supple- 
mented. by milk, meat, and liver, but the disease is 
very refractory. In adults TROWELL and Muwazi » 
are reporting what may be the same syndrome, modi- 
fied by permanent liver damage. Redness of the hair 
and skin is often absent in adults, so it is difficult to 
regard these as cases of the “ red disease.” < Gross 
cedema is less common than in children, but all the 
other features of the infantile syndrome are present, 
including the fatty liver. In both infants and adults 
subcutaneous fat is strikingly absent at autopsy but 
the liver is extremely fatty. It is unlikely that this 
is merely a form of pellagra, for no psychosis which 
> could be ascribed to pellagra has been seen in over 

` -1000 admissions to the Uganda Mental Hospital and 
classical pellagra is almost unknown in tropical Africa. 
Meanwhile GILLMAN and GILLMAN £ at Johannesburg 
have -been studying this syndrome of “infantile 
pellagra ”. in native children in South Africa. They 
report liver biopsies in 20 cases of this syndrome ; 
sometimes biopsy was repeated several times in the 
-7 game case to assess the response to treatment. If con- 


firmed their findings suggest the following main points. 


Fatty liver is the first sign to appear and the last to 
disappear ; it is certainly not a terminal change ; it 
does not respond to nicotinic acid or to thiamine, nor 
perhaps to methionine (only 2 cases responded). It 
_ ‘responds within a few days to substances present in 
. desiccated hog’s stomach, with a rapid restoration of 
the normal hepatic histology and striking improve- 
ment in the clinical state, a finding confirmed by 
TROWELL and Muwazi. 


There is much to suggest that in untreated cases the 
liver seldom recovers completely, and that some of 
these cases proceed to chronic hepatitis, sometimes 
_ with much deposition, of an iron-containing pigment. 


There are a few other facts which might be explained | 


on the assumption that fatty-liver disease leaves 
permanent damage. 
seldom see a completely normal liver at any age. 
Clinicians report that jaundice and hepatitis com- 
plicate bacterial and protozoal infections with undue 
frequency i in the African. : Primary hepatic carcinoma 
is also the commonest carcinoma seen in medical 
wards out there. And may it be too much to suggest 


that miniature pelvis. (generally. contracted pelvis), ` 
` - which appears to be the commonest pelvic deformity 


in Africa, may bé a reflexion of the poor bony growth 


in childhood ? African mothers are certainly familiar — 


with miniature pelvis, for many tribes severely regtrict 
the expectant mother’s diet, fearing, albeit dimly, that 
the foetal head will not pass. So another generation 
of undersized babies is born: a menace aynorome 
indeed. 


Are any examples of this syndrome seen in Europe, 
now when so many of its inhabitants are ill-fed ? 


10. Trowell, H. C., Muwazi, E. M. K. Trans. R. Soc. trop. Med. Hyg. 
1945. In: the press. 

11. Gillman, J., Gillman, T. Brit. med. J.1944,i, 149 ; Nature, Lond. 
ann 1s, i 0i "rvid, 1945, 155, 634; J. Amer. med. Ass. 
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TROWELL and Muwazt suggest that the disease is so — 
commonly recognised among Africans because of the < 
pigmentary changes in the black skin and the black 
hair. It might well pass unrecognised in Europe and 
Asia, being confused with nutritional (famine) 
œdema, nutritional diarrhea, gastro-enteritis of uncer- 
tain origin; and pellagra. Unfortunately none of these 
have a precise pathology.. DEBRÉ ® has noted an 
increase of gastro-enteritis in occupied France, and 
some unpublished data ! from Holland would suggest 
that gastro-enteritis in that country recently followed 
a new pattern—cedema was common, a fatty liver was 
In 
India AYKROYD and GOPALAN ™ report that nutri- 
tional diarrhoea is common, although classical pellagra. 
is rare. Their cases usually responded to nicotinic 
acid, but others were refractory and it is on these that 
liver biopsy might throw some light. They noted 

“ crazy-pavement ” dermatosis in their patients— 
shining cracked areas of skin over the tibial region— 
and it did not appear to respond to nicotinic acid. 
“ Malignant malnutrition ” is a pattern of associated. 
nutritional defects, and the pattern will vary some- 
what from one place to another, but it may well prove 
to have a world-wide distribution. 


Annotations 


MR. BEVAN’S PLANS 


In the past few weeks rumour has vied with rumour 
about the Government’s plans for medicine. Though 
the Prime Minister has told Mr. Churchill that the 
Government “ cannot be held responsible for intelligent 
or unintelligent anticipations or imaginations in any 
section of the press,” a belief has grown that, behind 
the scenes, the new health service is taking firm shape. 
This would indeed be hardly surprising, since the 
Minister of Health has promised to introduce a Health 
Services Bill early next year. His Bill, we are told, will 
mot be based upon the proposals discussed by Mr. 
Willink with representatives of the medical profession, 
the voluntary hospitals, and the local authorities. Yet, 
in spite of these commitments, the Minister has not so 
far sought to reopen discussions with any one of these 
three groups. Obviously, before such discussions could 
be fruitful Mr. Bevan had much detail to master ; 
but as the weeks passed with no word from him, many 
began to worry lest he should confine his negotiations 
with the doctors to “trade union ” discussions, con- 
cerned only with the terms and conditions under which 
they would accept service in the hew scheme. 

These anxieties crystallised into emergency resolutions 
placed before the Panel Conference last week by the 
representatives of Surrey and Kent. Both counties 


-said they were disturbed by the fact that the’ Minister 


had so far not' sought to meet the representatives of the 
medical profession—representatives chosen, as the Kent 
resolution related, “ so that during the formative stages 
of the planning of a National Health Service, the views 
of the medical profession could be heard, and the Minister 
could have the advantage of practical advice from men 
of wide experience in varied branches of medical practice.” 
Both counties asked that the Minister should be urged 
to allow the profession due consultation before the pro- 
posals of the Government were finally embodied in a 
Bill. There is little doubt that, had these resolutions 
been put to the vote, they would have received the 
unqualified support of the. conference ; but when their 
turn came, the chairman of council of the BMA announced 
12. Debré, R. Proc. R. Soc. Med. 1945, 38, 4T. 


13. van Creveld, S. Personal communicati 
14. Aykroyd, W. R., Gopalan, C. Ind. ed Gas: 1945, 80, 68. 
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that his council, constrained by similar anxieties, had 
communicated some five days earlier with the Minister, 
asking for an assurance that he would in fact consult 
the Negotiating Committee before placing the Govern- 
ment’s proposals before Parliament. With commendable 
speed a reply had come from the Minister on the very 


morning of the’ conference, in which he stated cate- 


gorically that he had no intention of introducing a Bill 
until he had given the profession the opportunity of 
expressing their views to him. 

Mr. Bevan’s letter, which is reproduced in our report 
of the conference, will do much to dispel the anxiety that 
was arising. We are glad to know that he appreciates 
that ‘“‘the medical profession .. . are concerned, in 
the matter of the new health service, not merely with 
the terms and conditions on which they -will take part 
in it, but with all the wider considerations, the public 
interest and the general technique of health service 
organisation.” 
nouncement, and we trust it will lead to the harmonious 
negotiations which the Minister has said he hopes to 
have with the profession. Such negotiations need not 
be protracted : Mr. Bevan is unlikely to risk repeating 
his predecessor’s mistakes. Mr. Willink incurred the 
displeasure of Parliament, chiefly because after having 
had over-long negotiations about possible modifications 
in the white-paper, he allowed these modifications to 
be widely circulated and discussed before submitting 
them to Parliament. There is no need for this to happen 
again. Time will not allow of repeated reference back 
- to specially called and specially briefed conferences. 
The Negotiating Committee, now well versed in all the 
problems likely to arise, should readily be able, and 
should be trusted, to advise the Minister whether his 
proposals are practicable, or where, and how, they need 
revision. The same may be said of the committees 
representing the voluntary hospitals, and the local 
authorities, who will expect, and should receive, equal 
consideration ; for all three groups have their special 
contributions to make to the plan. It is to be hoped 
that commencement of these conversations need not 
be long delayed by the many other preoccupations 
which today beset the Minister of Health. It would be 
regrettable if consultation could take place only on the 
eve of the presentation of the Bill to Parliament. 


ORIGIN AND PURPOSE OF’ BLINKING 


THE apparently simple act of blinking has a far more 
complex origin than is commonly supposed. It may be 
subdivided into at least four groups, according to its 
cause—(a) voluntary ; (b) for the protection and efficient 
action of the eyes. themselves, the corneal and dazzle 
reflexes ; (c) for the preservation of the organism as a 
whole, in initiating the extramacular reflex; and (d) 


blinks of technique during reading, at punctuation marks - 


or at gaps in the text. 

Sir Arthur Hall 1 has recently investigated the last two 
of these groups. He found that normal people, held in 
conversation, blinked at the rate of 25 to the minute, but 
that this rate was halved in encephalitics. When the 
same people were asked to read a simply fairy-tale out 


loud, the rate dropped to 3 blinks a minute for both - 


normals and encephalitics. To examine the reading 
blinks more fully Hall devised a test in which the subjects 
were mildly deceived by being told that their rate of 
breathing was being investigated, and they had a broad 
canvas belt fixed round the chest to support this deception. 
The. subject was then observed closely and every blink 
recorded, together with the point in the text at which it 
appeared. It was found that the reader blinked at 
punctuation marks, and at physical gaps in the text such 
as turning the page. Blinks were more frequent in good 
readers than in bad—indeed, some of the bad readers 


1. Brit. J. Ophthal. 1945, 29, 445. 
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never blinked at all. They were, in.fact, part of the 
technique of good reading aloud, and their purpose was to 
‘“‘ interrupt the visual incoming of the written word in 
order to delay its outflow in speech.” When reading 
aloud there was no difference in the blinking-rate between 
normal people and chronic encephalitics. In one test 
the story was printed in vertical columns, one word to a 
line, with all the print in view and no “ turn over ” ; this 
threw the good readers completely out of their stride, 
punctuation marks were mostly overlooked, and the 
blinking-rate fellto 1-3 per min. | 

The other group of blinkers examined by Hall were 
those where the blinking reflex plays a part in the pre- 
servation of the organism as a whole. Here it is used to 
shut off macular vision and change direction of fixation, 
following a warning from the extramacular areas of the 
retina that danger is approaching. Its importance in 
hunted animals is obvious ; in civilised life it warns the 
shopper who is looking at a hat in the window across the 
road that a bus is approaching, and direction of fixation 
must be changed to deal with that situation first. Per- 
haps more common in man are blinks of a similar type 
where the warning is not of danger to life but of something 
in the surroundings which warrants the receptor organs 
being kept on the alert. These are the blinks seen in 
states of nervousness, emotion, or excitement, and their 
frequency differs widely with individual make-up. Hall 
makes it clear that there is no such thing as an average 
rate of blinking—it all depends on the person’s occupa- 
tion at the time. He also doubts the old view that there 
are special blinks for keeping the eyes moist. 


TETRYL DERMATITIS 


SHELLS are filled with a main explosive charge, which 
is usually a TNT mixture; an intermediate, which is 
nearly always tetryl, also known as CE (composition 
exploding); and a detonator, which is either mercury 
fulminate or lead azide. ‘The large loss of labour from, 
the dermatitis caused by mercury fulminate was one of 
the main causes for the change during the war to lead 
azide. The commonest complaint among tetryl workers 
is also dermatitis ; the compound rarely gives rise to 
any constitutional symptoms, though epigastric pain 
unrelated to food, nausea, and vomiting sometimes occur 
in new workers. Hilton and Swanston,! however, showed 
that these digestive upsets were seldom severe enough 
Sharp tingling 
sensations in the nose, sneezing, and epistaxis sometimes - 
result from the irritating effect of the crystals on the 
nasal mucous membrane. 

Tetryl is a pale yellow seyetallies powder which 
stains the worker’s hands yellow in one to three days, 
and stains the face, neck,.scalp, and hair in one to three 
weeks. The colour deepens to orange on exposure to 
sunlight. Dermatitis starts as an erythema followed by 
a pink papular eruption, accompanied by some exfolia- 
tion. It generally affects the face first, especially at 
the sides of the nose and around the eyes and the corners 
of the mouth; while later it spreads to the chin, neck, 
and back. of the head, causing severe irritation. In 
some cases there is conjunctivitis and even gross oedema 
of the eyelids which may prevent the patient from opening 
the eyes for two or three days. Mild cases clear up in a 
few days, but in severe cases the rash often persists for 
two or three weeks. Ordinarily workers may resume 
contact work after an acute attack; but if a second or 
third attack occurs the patient is susceptible and should 
be removed permanently from handling tetryl. Gell 2? 
investigated the mechanism of skin sensitisation to 
tetryl by means of experiments with guineapigs and 
concluded that tetryl reacts with the recipient’ s body 
protein to form an antigenic “‘ picryl protein.” 

1. Hilton, J., Swanston, C. N. Brit. med. J. 1941, ii, 509. 
2. Gell, P. G. H. Brit. J. erp. Path. 1944, 25, 174. 
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The Australian Department of Labour and National 
Service has recently published a report? upon the war-time 


incidence of tetryl dermatitis in two fuse-filling factories. 
Its authors conclude that the highest risks of dermatitis 


. are in occupations where the tetryl comes in contact 


with the skin and that air-borne tetryl dust plays a very 
small part in causation. The natural reflex action of 
touching the face is not readily overcome, and this 
brings the tetryl into contact with the areas of skin 
usually. affected by the rash. The concentration of the 
dust in the atmosphere near jobs such as stemming and 
pelleting, which have the highest risk of dermatitis as 
well as the most contact, was in the region of 0-02 mg. 
per cubic foot. The exposure to air-borne tetryl was 
extremely low for all other jobs, and this suggests that 
the major risk lies in actually handling the material. 
The worker is most likely to contract the rash between 
the 14th and 24th day of service ; and the risk is highest 
in the spring and lowest at mid-summer. Reduced care 
in personal hygiene during the colder part of the year, 
and a greater flow of sweat in summer, which flushes 
the tetryl from the skin, may be the explanation of this 
incidence. - 

The general measures for the prevention of industrial 
dermatitis, ably described by Thelwall Jones,’ are 
applicable to tetryl. The amount of individual contact 
between the operative and the material can be reduced 
by mechanising the plant as far as possible. In addition, 
the frequent changes of clothing, the use of water- 
soluble protective creams and suitable toilet soaps, and 
the provision of suitable changing-rooms, with special 
privacy for female workers, are advisable. The approved 
routines for washing before meals and bathing before 
leaving work must be strictly observed. Silver® 
suggests. that the addition of 5% sodium sulphite to 
the soap will help to remove tetryl, converting it into 
a soluble substance, but opinions vary on the effective- 
ness of such soaps. The red colour produced in the 
presence of tetryl serves as a useful indicator until all ` 
traces of the substance have been washed away. 


SIMPLE TEST FOR PENICILLIN SENSITIVITY 
_ ROUTINE testing of the sensitivity of pathogenic 
organisms to penicillin provides the clinician with essen- 


tial information and saves the drug from being wasted on. 


unsuitable cases. When supplies become plentiful the 
temptation to dispense with laboratory control will 
increase, and the existence of a simple, reliable, and rapid 
test for sensitivity will then help to ensure that penicillin 
therapy continues to be properly: directed. A new 
modification * of an old method avoids the need for 
continually making up fresh solutions of-penicillin and 
is simpler to perform than most of the tests now employed. 
Sterile disks of blotting paper, 12 mm. in diameter, cut 


_ with a cork-borer, are impregnated with penicillin solution 


so that each disk contains one unit. The disks are then 
dried by keeping them at — 20° C or in the refrigerating ` 
chamber of an ordinary refrigerator for 48 hours. - The 
dry disks can then be placed with sterile forceps in a 
desiccator and kept in the cold. Anhydrous calcium 
sulphate, as recommended by Flosdorf and Mudd,’ is an 
excellent desiccant, and all that is needed is to coat the 
inside of a small glass pot with plaster-of-paris cream 
to which.a small amount of cobalt chloride is added as a 
moisture indicator. The plaster-coated pots are heated 
in a hot-air oven at 180° C for an hour, and when cool are 
ready to receive the penicillin disks. It is wise to seal 
the lids of the pots with ‘ Plasticine,’ and under these 
conditions the disks remain dry and potent for many 


3. . L., Prunster, R. W., Anderson, R. D. Common- 
wealth o of stealing Department of Labour and National 
Service: Industrial Welfare Division. Tech. Report No. 2, 

4. Thelwall Jones, A. gh J. industr. Med. 1945. Inthe press. 

5. Silver, A. R. Arm Cps, 1938, 71, 87. i 

6. Morley, D. O. J. Path. Bact. 1945, 57, 379. 

7. Flosdorf, E. W., Mudd, S. J. Immunol. 1938, 34, 469. 
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months.. In the actual test a disk is removed from the 


desiccator with sterile precautions and placed on the 


surface of an agar plate so that the inhibiting effect can 
be seen both in an area where colonies are crowded and 
where they are sparse. After incubation, sensitive 
bacteria are usually absent from an area about 1 cm. 
wide around the disk. Among the advantages of the 
method are the stability of the dried penicillin in the disks 
and their suitability for use in primary plates, so that 
culture and sensitivity readings can be given at the same 
time. Morley has also used this technique .with sul- 
phonamide preparations instead of penicillin incorporated - 
in the disks. For this purpose solutions are made in 
broth, which is a better solvent than saline, and the 
disks are used on lysed blood-agar plates. 


CHAIGELEY RESIDENTIAL SCHOOL FOR 
MALADJUSTED CHILDREN ` 


LITTLE is yet known of the causes that lead to the 
educational and emotional maladjustment of children 
of normal intelligence, or of the relative significance of 
genetic factors and environmental influences in bringing 
about their disorders of personality and conduct; but 
their problem has recently received public recognition, 
for the Education Act, 1944, includes those who are 
maladjusted among the eleven categories of handicapped 
children. It has become the duty of education authorities 
to ascertain all such children and to make special pro- 
vision for them, either in schools in their area or in special 
day or residential schools. Much study is needed, how- 
ever, before we can hope to make exact diagnosis of the 
nature and extent of maladjustment, much less prescribe 
the line of treatment most likely to bring about healthy 
adjustment in the individual case. : 

It is welcome news that Chaigeley School, which the 
Friends Relief Service.opened as an evacuation centre in 
the spring of 1941, is to continue at Thelwall in Cheshire as 
part of a permanent scheme for the residential treatment 
of children who are finding difficulty in adjusting to the | 
demands of life. An appeal for the sum of £10,000 has 
been launched, to place the school on a permanent basis. 
Once it has been established it is anticipated that it will ` 
be self-supporting. At present the school, which is 
coeducational, can take 21 pupils. - Children under 10 
years of age are not as arule admitted, and preference 
is given to those who have not reached the age of 13. If 
a child proves suitable, a minimum stay of a year is 
recommended. No distinction is made between delin- 
quent and non-delinquent children, but those of sub- 
normal intelligence are not admitted. An intelligence 
test should therefore be carried out before application for 
admission is made, and a further condition is that the 
child should have been seen by a psychiatrist. Among 
the problems that are dealt with are truancy, lying, petty 
thefts, sexual difficulties, nervous habits,.temper tan- 
trums, and scholastic backwardness. Many of the 
children come from very poor homes. Besides being 
poorly nourished, they have lacked material belongings 
and a dependable source of affection. Others have been 
brought up in better circumstances but in unhappy 
homes where they have experienced an underlying sense 
of insecurity. The aim of Chaigeley School is to create 
conditions in which every child can be happy, and to 
give the pupils the opportunity to exercise their best 
faculties, and realise their full potentialities. Healthy 
surroundings, adequate . material equipment, and 
individnal handlmg are regarded as basic needs. The 
children share in the responsibility of running the school, 
and a measure of self-government as well as freedom of 
speech are encouraged. They are not always allowed 
to do as they like, since necessary rules and discipline are 
imposed by the community for the benefit of all. In 
contrast with traditional educational methods, teaching 
is individual or given to small groups, and the methods 
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employed are practical, free, and elastic. Treatment is 
available, when necessary, at a child-guidance clinic, 
and the school keeps in touch with the child’s home, 
and prepares the parents for his .return when he is 
readjusted. The school is recognised by the Ministry of 
Education under section 80 of the Education Act, 1921. 
Local education authorities send suitable children and 
undertake to maintain them. In its final form the 
school will be carried on, with the guidance of the 
Ministry of Education, for maladjusted children under 
the relevant sections of the Education Act, 1944, and 
of the Ministry’s handicapped pupils and medical services 


` regulations.? 


For children whose parents are in a position to pay - 


boarding-school fees, the system embodied in this 
‘‘ freedom school’? has been in practical -operation in 
this country for more than twenty years. It is satis- 
factory to know that the general principles involved are 
to be given a trial for the benefit of. the child who is 
receiving education under the national system. Its 
development will be watched with interest, and we hope 
that parallel schemes will be evolved under the guidance 
of the Ministry. From the point of view of study, the 
age of ten years is an interesting one to have selected, for 
habits of mind and body have by that time usually 
become well established. In addition, the child is old 
enough to voice his ideas and to take an active part in 
plans directed towards helping him. From the, treat- 
ment standpoint, some would regard ten years as being 
rather too late an age at which to tackle a problem. A 
sister school, to which maladjusted children aged seven 
or younger could be admitted, might provide instructive 
comparative studies. : 


COLONIAL OPPORTUNITY 


A WEEK or two ago Sir Wilson Jameson was speaking 
of the benefit to be gained by the Colonial Medical Service, 
and by the profession here, if our young doctors were 
encouraged to spend a year or two working in the 
Colonies before settling down at home.? Prof. H. J. 
Seddon has likewise been commending this idea to the 
British Orthopedic Association. He points out that, 
whereas Colonial medical administrators must have long 
and continuous experience of Colonial medicine, the factor 
that counts most in orthopedics is. knowledge of the 
specialty. Hence the Colonial authorities would prefer. 


to have the services of a keen young surgeon for three or 


four years—even though he is wholly ignorant of condi- 
tions in the tropics—rather than those of a man who has 
spent so long abroad that he has lost.touch with develop- 
ments at home. 
languages is no great handicap to the surgeon ; who unlike 
a district medical officer, will always have interpreters at 
hand. = 

For these reasons the Colonial Office is now prepared to 
create for junior surgeons short-term appointments which 
should offer a wonderful chance to those willing to be 
pioneers and overcome difficulties—appointments provid- 
ing clinical experience of a richness and variety that no 
junior man can enjoy at home. In: the Colonies, as 
Professor Seddon says, ‘‘ there is none of the claustro- 
phobia of surgical practice in England, and the man who 
can treat cripples is. welcomed with open arms. . . . In 
short we are presented with a new field of activity which 
should make a strong appeal to those who are not afraid 
of a little adventure.” The one great difficulty which he 
sees is that few young surgeons will accept temporary 
posts abroad if they thereby lose their footing at home. 
The solution he suggests is that large departments or 
groups of departments in this country should adopt one 
or more Colonies—in the way that Oxford has already 


1. The hon. medical adviser to the school is Dr. John D. Kershaw, 
and a prospectus may be had from the m Mr. Thomas 
Ellis, at the Friends’ Meeting House, Mount Street, 
Manchester 2. 

2. See Lancet, Nov. 3, p. 569. 


PRECAUTIONS AGAINST EPIDEMICS 


Moreover, unfamiliarity with the local - 


vos 


[Nov. 24, 1945 


adopted Sarawak—and send out surgeons on the 


understanding that there will be a place for them on their 
return. This may not be feasible, he feels, if the tour of 
duty is as long as four or five years, but a sufficient supply 
of surgeons could probably be maintained if they were 
guaranteed, for example, a two years’ appointment at 
home after two years overseas. 


PRECAUTIONS AGAINST EPIDEMICS 


THE Ministry of Health has made plans for coping 
with any epidemic that may visit us in the coming 
months. With the renewal of Continental traffic, and 
the return of people from the East, epidemics are not 
unlikely, though Sir Wilson Jameson, at a press con- 
ference at the Ministry on Nov. 16, made it clear that 
there are no signs of trouble so far: indeed, influenza 
is less prevalent than usual, and the few cases of typhus 
which reached this country from Belsen have not given 
rise to any secondary cases. People returning by air 
from the tropics offer a special problem because they 
may make the entire journey during the incubation 
phase of a disease, and no system of scrutiny on arrival 
can ensure that they will not carry infection into the 
country. On arrival they are presented with a card 
asking them, if they should develop symptoms within 
21 days, to call in a doctor and show him the card, so 
that he will have tropical conditions in mind while 
making his examination. 

In the event of serious epidemics, there will be special 
provision of medical and nursing care, and also domestic 
help and communal meals. Doctors from the Services 
are to help in the care of civilians, and Service pharma- 
cists are also to be lent to districts where they are needed. 
The National Nursing Reserve, which is about to be set 
up, will provide some nurses, and health visitors and 
school nurses may also give help. The British Red 
Cross Society, the St. John Ambulance Brigade, and the 
Women’s Voluntary Service will all take part, and 
helpers at former first-aid posts and rest centres will 
be useful auxiliaries. Other voluntary bodies, such as 
youth organisations, may be called in to help. Welfare 
authorities are advised to develop their services of home 
helps and domestic helps, and to make lists of those who 


would be willing to serve in an emergency. The Ministry 
‘of Food and the Ministry of Education are, if necessary, 


to provide meals at cost price in British Restaurants and 


‘school canteens. 


Sir Wilson made it clear that these provisions do not 
imply any unusual anxiety: indeed the health of the 
country is remarkably-good, as indicated by the Registrar- | 


-General’s latest figures published on p.691. He mentioned 


that since immunisation’ against diphtheria was intro- 


‘duced the incidence of this disease has been halved and 


the number of deaths reduced by two-thirds; but we 
may be visited by the severe type now prevalent in 
Europe. Mortality from tuberculosis is declining and 
in 1944 was lower than ever before. 


RELEASE FROM ROYAL AIR FORCE 
THE Air Ministry has notified the Central Medical 
War Committee that, in addition to medical officers in 
age-and-service groups 21 and 22, medical officers in 
groups 23, 24, and 25 will be released before the end of 
e year. 


Mr. H. E. CHASTENEY, a deputy chief inspector. of 
factories, has been appointed | chief inspector i in succession 
to Sir Wilfrid Garrett, who is Retiring: in January. 


Universiry or DuBLIN.— Prof. R. A. Q. O’Meara has 
been appointed to the chair of pathology at ` Trinity 
College in succession to Prof. J. T. Wigham, who has 
resigned. Dr. O’Meara was elected a fellow of Trinity 
College in 1941 and the following year was appomted to the 
chair of experimental medicine. . 
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Reconstruction. 


HOSPITALS : MORE SURVEYS OF REGIONS 


THE systematic survey of the hospital resources of the 
-country was initiated by the Minister of Health and the 
Nuffield Provincial Hospitals Trust at the end of 1941. 


_ The objects of the survey were to gather information 


about these resources and provide expert advice on any 
necessary coérdination and expansion. The first four 
surveys have already been reviewed in these columns,! 
and a further three, concerned with the North-Western 
Area, with Sheffield and the East Midlands Area, and 
with the Yorkshire Area have now been issued. 

- Each survey contains statistical information about 
every hospital, voluntary and municipal, general and 
special, in the area, including bed complement, inpatients, 
outpatients, operations, and medical and nursing staffs 
for the year 1938. Even more useful are the surveyors’ 
assessments of the adequacy of the buildings and services, 
estimates of shortcomings, and suggestions for improve- 
ments. Allowing for differences in the natural character- 
istics of the areas, and for personal preferences among the 
surveyors on what is possible and what is tolerable, a 
surprising amount of common ground is to be found in the 
three reports. The situation revealed is one -which 
cannot be regarded with any great satisfaction. 

. Perhaps the most striking feature is their insistence on 
the unsuitability of existing hospital areas.. Voluntary 
hospitals of every size, from the cottage hospital upwards, 
are built in the first instance to meet needs which are 
strictly local. Local-authority hospitals are built to 
meet the legal obligations of areas with very artificial 
boundaries. Sickness takes no heed of boundaries, and 
today the natural hospital area is the large town and the 
large tract of surrounding country into and from which 
communications radiate. In such areas natural hospital 
districts with a population of anything from 100,000 to 
350,000 are comparatively simple to form. These can be 
largely : self-contained, and the surveyors again show 
much singleness of mind on the pattern. 

The cottage hospital, ‘‘ the nursing-home of all people 
below the reasonably well-to-do middle classes ” and the 
general-practitioner hospital, is an essential part of any 
form of hospital organisation.: Broadly, it contains less 
than 50 beds, but ‘must have consultant services for 


inpatients and outpatients regularly provided from the. 


main district hospital. For the latter the services of at 
least the ‘“ common ” consultants (physician, surgeon, 
obstetrician-gynzcologist, ophthalmic, and ear, nose, and 
throat surgeon) must be obtained from men living in the 
district and available for consultation anywhere in the 
district. Where private practice cannot offer a proper 
livelihood, subsidies will be necessary. 

The rarer specialties—neurosurgery, thoracic surgery, 
- plastic surgery, and radiotherapy—can serve population 
units of up to two millions and will usually be concen- 
trated in the teaching hospital centres, whose influence 
should permeate the whole region. .There should be a 
whole-time pathologist in each main district hospital, as 
well as subsidiary laboratories in each hospital, and all 
should come under the supervision and influence of the 
chief pathologist of the teaching school and university. 

This is the form of organisation which appeals in broad 
_ principle to the experts who set out to make a dispassion- 
ate survey of existing resources. It can only come about 


from an effective partnership of existing hospital authori-. 


ties, many of whom, both municipal and voluntary, are 
not free from motives of mistrust and competition. But 
unless existing resources are pooled and used to the 
utmost, irrespective of ownership, the patient will suffer. 
Joint consultative machinery and joint appointments 
machinery, with full use by all hospitals of the services 
of all available consultants, municipal and voluntary, 


1. Lancet, 1945, i, 600; 1945, ii, 504. 
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are (failing more radical proposals) essential. 


ants may have their main sphere of work at one hospital, 


but their help should be freely obtainable throughout the . 
district to the limit of their time. 

Nor will even this maximum use of buildings and man- 
power do all that is necessary. Physical resources are all 
Man- 
power resources of consultants require, at a modest 
estimate, to be at least doubled. Physical inadequacies 
are not confined to any one type of hospital, either 
municipal or voluntary. They are perhaps particularly 


noticeable in some of the local-authority hospitals 


originally built to meet poor-law obligations and in some 
of the infectious-disease and tuberculosis hospitals ; but 
they affect also many well-known voluntary hospitals, 
as, for instance, the Liverpool Hospitals and the Leeds 
Maternity Hospital. 

Post-war stringencies will necessitate the use of these 
buildings for some years to come ; but there is, in addition, 
an absolute physical shortage. The Yorkshire surveyors 
adopt a bed standard of 8-5 beds per 1000 population 
(acute 4:0, chronic 2:0, maternity 0-5, tuberculosis 1-0, 
and infectious disease 1-0), and the East Midlands sur- 
veyors a very similar standard. The North-Western 
Area surveyors do not commit themselves to an arith- 
metical standard, but do make a striking reference to the 
“ hidden ” shortage which is only revealed when a 
service, previously missing, is supplied—e.g., the opening 
of a gynecological ward in a hospital. Within a few 
months accommodation has to be increased and everyone 
wonders how it was possible to carry on previously with- 
out it. Whether on the arithmetical standard or on the 
“ hidden shortage ” standard, there is in these three 
areas a substantial shortage of beds in almost every 
category except perhaps infectious iliseaase, 

The most disturbing feature of these reports is the 
reference to the provision for the chronic sick. Regret- 
tably common are inadequate barrack-like buildings 
(cheerless and devoid of conveniences), insufficient 


medical classification, insufficient trained nursing staff 


with not enough untrained help, and overcrowding. 
‘‘ There is,” says the Yorkshire report, “no side of hos- 
pital provision which has given rise to more disquiet of 
mind on the part of the surveyors than the provision 
made for the chronic sick and the attitude of the public— 
both professional and. social—towards: the needs of this 
section of hospital: ‘patients.” Their adequate care 
“requires complete and revolutionary change.” This, 
and much more, is repeated in their own form of words by 


the surveyors of the other two areas. 


Unfit houses have rightly received much public atten- 
tion in recent years. They have their analogue in unfit 
hospitals, and they demand the same measure of public 
attention as soon as possible. 

All three reports recommend Adanan to much- 
reformed chronic hospitals only after full investigation at 
an acute general hospital. Routine care of the chronic 
sick should be undertaken by general practitioners, but 
regular periodic visits should be paid by specialist 


` physicians ; and chronic blocks should be opened at all 


general hospitals. Medical students should be instructed 
in chronic diseases; nursing should be improved, and social 
Not only, 
however, is there an express disclaimer of any blame 


to existing staff, but a tribute is paid to the work many of 


them perform under most disheartening conditions. 
Many other important general topics are discussed in 
these reports which we can only enumerate. The main 
ones are infectious-disease blocks at general hospitals 
rather than special infectious-disease hospitals; the 
general need in all areas for private pay-beds ; the need 
for fully equipped sanatoria of at least 200 beds, rather 
than poorly equipped small units; the case for the special 
department of the general hospital as against the special 
hospital ; the insuperable difficulties in the way of giving 
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general practitioners facilities for direct reference of their 
cases for X-ray and pathological investigations at 
. hospitals ; the value of one central outpatient depart- 
ment, equipped with a few beds’ for accidents and 
emergency to serve all general hospitals in an area; 
the “ appointments ” system in outpatient departments 
(often spoilt by the unpunctuality of medical staff) ; and 
ambulance and transport facilities. 


The North West 


This area,? second only in size to the London region, 
contains a population of 64 million in Cumberland, 
Westmorland, Lancashire, and Cheshire, and a further 
half-million in North Wales. It contains ten counties 
and twenty-two county boroughs, with 233 municipal 
hospitals (38,000 beds) and 143 voluntary (13,000 beds). 
The surveyors give, for geographical reasons, separate 
consideration to North Wales and to Cumberland and 
North Westmorland. For the former area, on long-term 
planning, are recommended new hospitals at Bangor, 
Wrexham, and either Rhylor St. Asaph. New buildings, 
and consultants resident in the area, are urgent require- 
ments. On the whole, the natural main hospital and 
university centre for North Wales is Liverpool. The 
main district centre for Cumberland and. North Westmor- 
land is Carlisle, which already has a very good voluntary 
hospital and excellent consultant resources. The most 
convenient university centre for this area is Newcastle. 

The main part of the area the surveyors divide into 
twenty hospital districts centring on Furness, Lancaster, 
Blackpool, Preston, Blackburn, Burnley, Southport, 
Wigan, St. Helens, Warrington, Liverpool; Bolton, Bury, 
Rochdale,Oldham, Manchester, Stockport, Crewe, Chester, 
and Birkenhead. The respective spheres of influence of the 
Liverpool and the Manchester medical schools are inter- 
estingly discussed. In effect, Manchester is the natural 
centre of medical inspiration for North and East Lanca- 
shire and East Cheshire, and Liverpool is the natural 
- centre for Central and West Lancashire and North 
Wales. In this very important and populous area, how- 
ever, subsidiary ‘‘main’’ centres will be needed at 
Lancaster, Bolton, and Cheshire. | Fs 
‘ The Lancashire pattern of administration of the tuber- 
culosis service is commended. Large areas justifying 
the use of a group of clinicians with both institutional 
and dispensary duties, the siting of main dispensaries in 
or adjacent to hospitals, and the integration of sanatoria 
with the general hospital service are the main planks for 
future development. i 

The actual structure of hospital buildings is weighed 
by the surveyors with even-handed justice, Liverpool 
being an instance which fares badly both on the voluntary 
and municipal sides. ‘‘ Considering the reputation of the 
Liverpool Medical School, it is surprising how inferior 
the teaching hospital buildings are. Coming next to the 
municipal general hospitals, it is to be regretted that 
great numbers of sick persons should have to be tended in 
institutions like Walton, Smithdown Road, and Belmont 
Road.” The surveyors are concerned about the amount 
of new building they have to recommend in every hos- 
pital district, but point out that in the long run it will be 
the true economy. In no less than 14 of the 20 districts 
special attention is drawn to the need for increased 
maternity accommodation. 


Sheffield and East Midlands 


This area? contains a population of roughly 4 million 
in seven and part of an eighth administrative counties 
(Derbyshire, Leicestershire, the three divisions of Lincoln- 
shire, Nottinghamshire, Rutland, and part of the West 
Riding) and nine county boroughs. There are 20 volun- 
tary general hospitals (4634 beds) and 22 cottage hospitals 
(726 beds), as well as 48 municipal general hospitals 
(8578 beds) of which no less than 42 are mainly for chronic 
cases. The local authorities also have 46 infectious- 
disease hospitals (3566 beds), of which only 8 have resident 
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medical staff, and whose structure varies from useful to 
“the worst parodies of hospitals.” Sheffield, a little 
awkwardly situated in the north of the area, is the 
university and medical sckool centre. There are univer- 
sity colleges in Nottingham and Leicester, and medical 
schools have been mooted for both, but it is thought best 
for the time being to postpone decisions on this issue. 

In this area overcrowding and bed-space standards are 
such that accommodation is 20% in excess of what, it 
should properly be. Despite this, there is a shorta ge of 
5000 acute and 4000 chronic beds on the theoretical 
standards mentioned above. There is at present no 
systematic use of the hospital resources of the area, 


and the surveyors comment somewhat ruefully that tn 


orderly classification which would be acceptable to all the 
managing bodies of the hospitals is not possible. The 


main guiding principles for the future should, however, 


be planning for wide areas, the avoidance of ove rlapping, 
partnership, and the interavailability of services and 
resources. The hospital centre is viewed as providing 
the main field of work of a group of consultants, resident 
locally and undertaking also, domiciliary work when 
necessary and such private work as remains. Wherever 
possible it should be large enough to allew of the use 
of two consultants rather than one in each of the 
“common ”’ specialties, thus allowing for holidays, 
sickness, and other emergencies. 

Detailed recommendations are based on five ma jor 
centres (at Sheffield, Derby, Nottingham, Lincoln. and 
Leicester) and twelve subsidiary centres (at Chesterfield, 
Rotherham, Barnsley, Doncaster, Scunthorpe, Grimsby, 
Grantham, Boston, Loughborough, Newark, Mansfield, 
and Worksop). The subsidiary centres will be self- 
contained for all ordinary purposes, but will look to one 
of the major centres for the rarer specialties. The 
functional union of all hospitals in each area, to enable 
maximum use to be made of existing resources, is 
repeatedly emphasised, and the long-term needs in the 
way of new building in each area are indicated. —_- 

| _ Yorkshire l 

This area * contains the West Riding, parts of the East 

and North Ridings, and eight county boroughs (Bradford, 


Dewsbury, Halifax, Huddersfield, Hull, Leeds, Wake- 
field, and York) with a population of 2,835,065. The 


‘surveyors recommend that for hospital purposes it should 


be divided into five hospital divisions; centred on Leeds, 
Bradford, Harrogate, York, and Hull and the East 
Riding. The Leeds division would have two subsidiary 


, areas centred on Wakefield and Dewsbury, and the 


Bradford division two subsidiary areas centred on Halifax 
and Huddersfield. eh a 
Their general hospital classification is rather more 
elaborate than that of the other two survey regions under 
review, and includes central key hospital, divisional 
key hospital, area hospital, district hospital, and cottage 
hospital. Bed deficiencies, from 1459 in the Leeds 
division down to 184 in the Harrogate division, add up to 
no less than 7052, and the effect produced on the minds 
of the surveyors by some of the qualitative deficiéncies 
has already been noted. . 4 oo 
They note the inherent difficulties in the way of com- 
plete coöperation between municipal and voluntary 
authorities, and make an interesting suggestion for 
overcoming it, by an application of the strategy of the 
indirect approach: deal first with the impersonal issues 
of allocation of special units among the various hospitals 
of an area and let the more difficult problems of common 
staffing, both medical and nursing, await the clarification 
this will entail. Such a method might even lead eventu- 
ally to full and effective partnership between governing 
bodies. Some indirect light is perhaps thrown on this 
awkward but fundamental issue b the fact that the 
Bradford municipal authorities felt unable to allow 


‘themselves to be joined in the survey. Their hospitals 


were accordingly surveyed separately by Dr. C. L. Good 
of the Ministry of Health, details being given in an 
appendix to the main report. 

Leeds as the medical school centre, and to a lesser 
degree Bradford and Hull, are the obvious centres for the 
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rarer specialties. The need for a postgraduate centre 
for the area can, it is suggested, best be met by develop- 
rd. Large sanatoria with full treatment 
facilities are again recommended. On fever hospitals, 
the surveyors comment on the waste of buildings, equip- 
ment, and skilled staff which the provision of small, 
little-used units by. many authorities entails. With 
modern transport such a hospital can conveniently serve 
an area of 15 miles’ radius, and 18 of the 39 infectious 


Deeper in the Yorkshire area could usefully be elimin- 
a 


. The provision of fever blocks in general hospitals 
is recommended. . | 
In the opinion of the surveyors of most of the seve 
areas whose reports have now been published, smallpox, 
treated with such respect as to require special hospitals, 
and so rare that those hospitals are mostly unfit for use, 
can with modern methods of control be treated in aspecial 
block in an ordinary infectious-disease hospital. 


Special Articles 


ROYAL GOLLEGE OF SURGEONS 
ACADEMY OF MEDICINE AGAIN PROPOSED 


THE following letter has been sent to Lord Moran, 
president of the Royal College of Physicians of London : 


, 


My DEAR Presipent— 


‘The letter from the Registrar of your College informing 
me that the Comitia had decided that the present mterests 
of the Royal College of Physicians would best be served b 
remaining in its present premises was reported to my Council 
at its meeting yesterday. My Council appreciates the 
immediate difficulties with which your College is faced, 


but hopes that, in spite of the decision to remain for the - 


present in the College premises in Trafalgar Square, the 
Comitia will consider very seriously whether the future of 
Academic Medicine inthis country would not best be served 
by the three Royal Medical Colleges having their buildings 
in close proximity. My Council regards this as of such 
importance to the profession and the public that it is reluctant 
to accept the present decision of the Comitia as final. 

I am asked to remind you that on Dec. 16, 1941, the follow- 
ing resolution was passed by the Standifig Joint Committee 
of the three Royal Colleges and later confirmed by the 


governing body of each College: _ . 


“That the desirability of bringing the buildings of the 
three Royal Colleges into close proximity is of infinitely 


greater importance than that of attachment to any. 


particular site.” 
. The Council of the Royal College of Surgeons. strongly 
supported the proposal and, in order to provide an oppor- 
tunity for it to be carried into effect, has acquired sites in 
Lincgoln’s Inn Fields which are more than adequate for the 
requirements of all the Royal Medical Colleges and Specialist 
Associations. The Royal College of Obstetricians and 
Gynecologists in giving its approval to the proposal expressed 
its readiness to move to Lincoln’s Inn Fields if your College 
should decide to do so. š 

The Fellows and Members of this College have consistently 
supported the plan for contiguous College buildings because 
they have felt that there were much bigger issues involved 
than the immediate interests of their own College. They 
consider that, in order to ‘secure and retain the confidence 
of the Government and people, the representative academic 
medical institutions must be able to advise the State with a 
single authoritative voice, and that they can do this more 
effectively from a common centre. Moreover, a medical 
academic centre, in which each College would retain its 
identity, would have great imperial and international influence. 
It would be a centre of research and learning. It would be 
able to maintain liaison with the Dominions and foreign 
countries, to arrange and conduct international congresses, 
and provide for the organisation of research and the publica- 
tion of standard medical literature in foreign languages. 

The plans for the restoration and development of the Royal 
College of Surgeons include many facilities which would be 
of great advantage to the other Colleges if they moved their 
headquarters. to adjoining sites. A large hall will be built 
so that.all collegiate functions can be held on the premises, 
and rooms will be provided for lectures, classes, and examina- 
tions.. There will be extensions of the Library, Museum, and 
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Research Laboratories, and many separate rooms for study. 
All the facilities of the Royal College of Surgeons, together 
with the services of the Professors, will gladly be put at the 
disposal of the Sister Colleges., Much unnecessary duplica- 
tion would thus be avoided. l 

The Council gathers from public announcements that the 
Comitia, in arriving at its decision, has had the benefit of 
the advice of a panel of experts. Those experts could only 
deal with aspects of the problem such as finance, which, 
in the view of my Council, should be secondary considerations 
in a matter which affects so seriously the future of academic 
medicine in this country and its imperial and international 
influence. 4 

While financial considerations and the present interests 
of each College may determine a decision on a short view, 
my Council feels that the big question of future policy requires 
a different approach. The advantages to be gained by the 
three Colleges coming together on a common site are so great 
that my Council has decided to keep the present opportunity 
open by retaining the properties it has acquired in the hope 
that on future consideration the Comitia will decide to 
coéperate in the establishment of a medical academic centre 
in Lincoln’s Inn Fields. The Council will not enter into negotia- 
tions. to dispose of the sites for any other purpose without 
first informing the other Royal Colleges. _ po 2 

Yours sincerely, 


ALFRED WEBB-JOHNSON, 
President, Royal College of Surgeons of England. - 


ANNUAL MEETING 


At the annual meeting of fellows and members on 
Nov. 15, the President said that the proposal for bringing 
the three royal colleges together on one site was a matter 
which interested the whole profession and a considerable 
section of the public. The council had pledged the 
funds of the college to the extent of £100,000 to provide 
the opportunity. What they had done meant the loss © 
of the income on £100,000 year after year, but they 
thought it their duty to keep the opportunity open. 


' At the same meeting Mr. C. E. BEARE proposed : 


1. That this meeting is of opinion that in any proposed 
National Medical Service no hospital shall be prevented 
from carrying out such work as its medical staff can 
efficiently perform in that hospital. l 

2. That this meeting is of opinion that the efficiency of the` 
work done, and not the number of beds in a hospital, is of 
primary importance in any National Medical Service. 


He was afraid the Government might say to the bigger 
London hospitals, in order to get their support: 
“ We will leave you as independent hospitals, we will 
let you survive, provided the smaller hospitals are put 
under the control of the local authorities.” He sub- 
mitted that it was to the advantage of both the public 
and the profession that the voluntary hospitals, both 
great and small, should survive. 7 

The PRESIDENT assured Mr. Beare that the council; 
and the members of the staffs of the teaching hospitals, 
were just as anxious to preserve the non-teaching volun- 
tary hospitals as the staffs of those hospitals themselves. 
In any National Health Service there must be a true 
partnership between the profession and the adminis- 
trators, and there could be no better example of that 
partnership than in a well-run voluntary hospital. © 

The resolutions were carried unanimously. 


BUOKSTON BROWNE DINNER 


On the same evening the Buckston Browne dinner of 
fellows and members was held at the college for the first 
time since 1938. The President: paid a tribute to Sir 
Buckston Browne: he deplored the empty chair and said 
that, though Sir Buckston could never more take his 
place at table, he would always have a place in the hearts 
of fellows‘and members of the college. 

- This time, said the PRESIDENT, the dinner was more than - 
a family party: it was a house-warming and a welcome 

home to those who had been away along time. The college 

was intensely proud of itsrepresentatives in the Forces—of 

their surgical achievements and of where they had carried 

them out, often right on the ‘heels of the advancing 

infantry. Most welcome of all were those who had spent - 
years in durance ; many hearts would long be grateful 
for what these men had done in their prison camps. 
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'. Those returning, continued Sir Alfred, would find the 
college still seeking improvement of the science of surgery 
for the benefit of mankind. Governments had helped 
the colleges in the past—by giving the Physicians their 


site on favourable terms, and by presenting John Hunter’s . 


collection to the Surgeons and making grants of 
£50,000 towards the cost of the museum. He would not 


like the present Government to think that the door was — 


closed if they cared to help, either in building extensions 
of the Royal College of Surgeons or in establishing an 
academic centre in which all the colleges could unite, to 
the great advantage of British medicine. Those returning 
to a land of milk and honey (registered milk and licensed 
honey) would find everybody far better informed than 
formerly on the problems of organising medical services. 
He believed there was general agreement on principles, 
but the Minister of Heath and the profession had got 
to get together and exchange views freely ; they must 
not meet as master and servant, and each must believe 
that the other was genuinely seeking what is best for the 
people. The profession believed that its freedom must 
be maintained, and also the freedom: of the public, so 
that everybody could if he wished have independent 
advice from the doctor of his choice. : Personal interests 
on the one hand and a désire for administrative tidiness 
on the other must be submerged in a common desire 
for the public good. While the Government must be 
largely interested in the number and distribution of 
those who would have to work the service, the function 
of the’college was to ensure their quality. The profession 
must be such as to attract the right recruits. Once 
imbued with its traditions, there could be no doubt of 
their devotion. i 

Viscount ADDISON, Secretary of State for Dominion 
Affairs, who was introduced by the President as having 
risen higher in the estates of the realm than any other 
fellow of the college, recalled his days as anatomist and 
examiner when he had had the privilege of ploughing more 
than one member of the present council. He recalled 
also the apprehension expressed by medical schools when 
they were first offered Exchequer grants—the fears of 
interference which were now seen to have been groundless. 
The Medical Research Council had had large sums from 
the State, yet nobody could say that it has shackled 
research. In large parts of this country today there 
„was insufficient access to the best treatment, and large 
sections of the population required prompter and better 
medical care. The Government must take account of 
this, and they intended to make a beginning in the vast 
and complex task of arranging more efficient service. 
Every member of the Cabinet realised the necessity for 
ensuring that any system established should be an incen- 
tive to efficiency and effort. The service would not 
succeed without the good-will of the profession, and 
‘that good-will will be sought.” Considering the vast 
achievements of medicine in war; Lord Addison felt that 
if these wonderful things could be done in the jungle 
and at the front, then with the same spirit and codpera- 
tion similar things could be done for the people at home. 
There would be lots of difficulties, but they could all 
be solved if the leaders of the profession approached them 
in the spirit of the President’s speech. | 

Before dispersing, the company drank the health of 
fellows and members held captive in the war. Mr. 
JULIAN TAYLOR replied. | 


CHELSEA CLINICAL SOCIETY.—A reopening dinner meeting 
is to be held under the presidency of Dr. Desmond McManus at 
7 pm on Tuesday, Dec. 11, at the South Kensington Hotel, 
Queen’s Gate Terrace. 
to write to the secretary, Mr. A. Rugg-Gunn, 18, Harley 
Street, London, W1. - 


LASKER AWARD IN MENTAL HyGIENE.—On Nov. 1 in 
New York at the annual meeting of the National Com- 
mittee for Mental Hygiene, General Omar C. Bradley 
presented this award jointly to Major-General G. Brock 
Chisholm, now deputy minister of health for Canada, and to 
Dr. J. R. Rees, medical director: of the Tavistock Clinic, 
London, and lately consulting psychiatrist to the Army. 
The award is given for outstanding contributions to the 
advancement of mental health and for the current year has 
special reference to reablement. : 


THE PANEL CONFERENCE 


Members who wish to attend are asked. 
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.. THE PANEL CONFERENCE 


THE representatives of local medical and panel com- 
mittees met for their annual conference at BMA House 
on Nov. 15, with Dr. J. A. BRown in the chair. 


THE CAPITATION FEE 

A motion by Bristol, put from the chair, regretting 
that the Minister of Health had “ not publicly affirmed 
the intention of his predecessors to inquire into the. 
capitation fee after the war ‘ from the ground up, ” and 
instructing the Insurance Acts Committee to ask him to 
do so and implement the promise forthwith, was reproach- 
fully opposed by Dr. E. A. GREGG, chairman of the IAC. 
The representative body of the BMA, he said, had asked 
for the subject of the capitation fee to be reopened, and 
arising from that the Spens Committee had come into 
being, and was in operation. Its findings were bound to 
have great weight, and the conference should rely on 
them. The chair withdrew the motion, on behalf of 
Bristol, and the meeting carried instead, and without 


- dissent, a motion by Cumberland ‘that the time is 


ripe for a substantial increase in the capitation fee 
which is long overdue.”’ = ie ie: 


FUTURE OF MEDICAL SERVICES — 


= Dr. A. W. Hatt (Hampshire) moved that the Insur- 
ance Acts Committee should stress with the Negotiating 
Committee a resolution, passed by the annual repre- 
sentative meeting of the BMA in December, 1944, which 
urged that health service legislation should be presented 
in a separate bill and not be incorporated in, nor 
dependent on, the financial provisions. of the social 
insurance measure. Dr. HALL’s motion was carried 
without discussion. Another was then introduced for 
Kent by Dr. GORDON WARD, stating that a National 
Health Service satisfactory for both the: patients and 
the doctors can ‘be established only if the following 
safeguards are ensured : me i ; 


1, Free choice of doctor by patient, and of patient by doctor, 
shall be maintained to the utmost possible extent. 

2. All questions as to what treatment (for prevention, cure, 
or rehabilitation) is best for individual patients, or for 
particular classes of patients, shall be decided only by 
medical practitioners. 

3. The practitioner attending shall be the responsible arbiter 
of the treatment necessary for the individual patient, 

., including type and place of treatment. l 

4. Questions of health policy, whether regional or local, shall 
not be determined without the concurrence of advisory 
medical committees, subject to appeal. by either party 
to any dispute to the Minister of Health. 

5. All administrative medical officers directly concerned with 

general practice must themselves have had not less than 
ten years’ experience as general practitioners. 

6. Contracts between general practitioners and the State 
shall be made with the Minister of Health, with whom 
also all questions of appointment, promotion, pay, and 
pension shall be agreed: | 

7. All general practitioners shall have reasonable security 
of tenure. | 

8. The right of private practice shall be retained for all 
practitioners. 

9. Service under the. National Health Insurance, Act shall 
count towards pension, etc., in any new service. . 

10. After retirement doctors to have the right to undertake 
remunerative work without loss or reduction of pension. 

11. Sick-leave on full pay shall be allowed for an agreed 
period and a locum shall be provided by the State. 

12. All practitioners of British nationality on the Médical 
Register on the appointed day shall have a right of entry 
into the service, and also all such practitioners subse- 
quently admitted to the Register. _ Ea 

13. There shall be secured to aggrieved patients and aggrieved 
doctors a statutory right to have any complaint -fully 
investigated. ; 

14. Practitioners adjudged to be guilty of faults incurring 
removal from the Medical Register shall have full right ` 
of appeal to the courts. | : 


Kent, Dr. WARD said, had tried to-produce-something 
on which the meeting might agree. The small voice of 
the conference would not be heard, he felt, when tir 
Government was introducing a service; but it would. 


ee A ae) ee hs + ee, _—— 


“negotiations with the association would willin 


- if the service was to cover 100% of the population. 
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bé heard when terms of. service were being discussed, 
just as a trade union would be heard. It was important 
to have ready an agreed policy. 

Dr. F. C. Cozens (Kent) supported him. He drew 
attention to the common justice of item 14; and men- 
tioned that item 8 might prove redundant; but the great 
thing, he said, was to unite and present a solid face to 
the Ministry. Dr. J. H. BENNETT (Kent) drew attention 
to the importance of item 10. Doctors, he felt, should 
not be encouraged to retire outright, for they missed 
their work acutely; gardening and even washing-up 


‘can pall. 


Dr. J. A. IRELAND (Shrewsbury) believed dhat no 
giy be 
undertaken by the Ministry about the new national 
service, the provisions of which were likely to be those 
which had already leaked out in the lay press. Item 8, 
however, he considered to be neither honest nor san 
e 
doubted, therefore, whether it was worth putting in. 
Amendments. were now introduced by Essex, and 
Longon, deleting -the words ‘‘ possible extent ” from 
item 1, and changing item 6 to read : l ; 
“ Contracts between general practitioners and the State 
shall be made with the Minister of Health, with whom 
also all conditions of service shall be agreed.” - JE 


These were carried. But when Essex began to amend 
item 11, Dr. S. WAND was moved to protest. Here, he 
said, were the beginnings of a debate on sick-leave which 
seemed to imply the acceptance of a full-time. State- 
salaried service. The best plan would be to pass the 
resolution to the Negotiating Committee; but Dr. 
WARD felt this implied that the conference was unfit, in 
Dr. Wand’s view, to debate the issues raised. Represent- 
atives, Dr. WARD held, ought to express their opinions, 
so that the council would know what they were thinking. 

Dr. N. E. WATERFIELD (Surrey) was against giving 


any impression that the’ conference would be satisfied 
- with a full-time State-salaried service, and he was in 


favour of sending the motion to the Negotiating Com- 
mittee. Dr. GREGG agreed with him. Throughout the 
motion, he said, ran an implied acceptance of a State- 
salaried service. He did not agree that the BMA would 
get no chance of discussing proposed legislation before 
a Bill was drafted : it was their business to see that they 
did. He thought it unfair of Kent to present a motion 
which implied acceptance of a State-salaried service, 
and to ask for unity, when they knew that most of their 
colleagues disagreed with it. If that was what they felt 
they should convert the profession first. i 

Dr. COZENS was for a full discussion, but Dr. A. M. 
MCMASTER (Rochdale) was in favour of referring the 
motion to the Negotiating Committee. Dr. A. CAMPBELL 
(Accrington) complained that if they did that would be 
the last they would hear of it: the Negotiating Com- 
mittee never reported to the Panel Conference. Dr. 
J. T. McCuTcHEON (Glasgow), with more sympathy for 
the negotiators, said that they could not be expected 
to report every item to everybody; the profession, 
having elected them, must trust them. Dr. WAND’s 
amendment was carried by a large majority ; and the 
motion was sent to the Negotiating Committee carrying 


_with it several stillborn amendments. 


A motion by Dr. WATERFIELD, viewing with grave 
concern the fact that the Minister of Health had given 
no indication that he was prepared to negotiate with 
representatives of the profession before introducing 
the new Health Services Bill to Parliament, brought 
an unexpected rejoinder from Dr. CHARLES HILL. He 
had written, he said, to the Minister, asking that the 


Negotiating Committee should have an opportunity 


of discussing the promised legislation with him; and 
the following reply had just arrived from the Ministry. 


Dear Dr. Hill,—Thank you for your letter of Nov. 8. 
Yes: I shall be happy to meet the Negotiating Committee 
before the Government finally decide what proposals they 
will submit to Parliament. Neither of us I think con- 
templates beginning afresh a long series of protracted 
negotiations. Indeed to do so would mean covering all 
over again ground which has been repeatedly tilled and so 
wasting time which we .cannot now afford. But I cer- 
tainly have no intention of introducing a Bill until I have 
given the profession the opportunity to express their views 
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to me, and I hope I shall be able fairly soon to invite the 
Negotiating Committee to meet me for this purpose. 

I fully appreciate that the medical profession as repre- 
sented by the committee are concerned in the matter of the 
new health service, not merely with terms and conditions 
on which they will take part in it, but with all the wider 
considerations, the public interest and the general technique 

` of health service organisation. Yours sincerely, 
URIN BEVAN. 


This removed several anxious motions from the agenda 


. and the discussion continued in an atmosphere of greater 


confidence. 
MINISTRY OF PENSIONS RECORDS 
On a motion by Dr. H. S. How Woop (Isle of 


Wight) Dr. GREGG undertook to ask the Ministry of 


Pensions, once again, to send to general practitioners 
précis or excerpts from their records about demobilised 
men and women, on request. - 


CERTIFICATES 


Dr. Howie Woop also moved that in view of the long 
delay in obtaining alteration of the certification rules, the 
draft new rule should be put into operation forthwith. Dr. 


_ GREGG was ready to press this on the Ministry of Health. 
. G. F. Hosken (Gloucestershire) moved. that. 


Dr. J 
the Insurance Acts Committee should appoint a sub- 
committee to study and amend National Health Insur- 
ance certificates, and was heartily supported by the 
representatives, all of whom now have to carry five 
books of certificates round with them. Dr. GREGG was 
ready enough to help them, and asked in return that 
those with good ideas should put them down and send 
them in to him. . pi 
REFERENCE TO SPECIALISTS 

A motion by Dr. L. H. WusonN (Sheffield) and an 
amendment by Dr. G. W. TAYLOR (Leicestershire) were 
designed to prevent regional medical officers from 
sending patients to the tuberculosis officer or other 
eee and receiving the reports on them, without 
the knowledge and consent of the general] practitioner. 
Dr. TAYLOR felt that it was the family doctor’s business 
to refer patients to specialists, and the meeting seemed 
largely to share this view. There were some Scottish 
dissenters, however, who were happy in the slightly 
different arrangements made by the Secretary of State 
for Scotland ; and Dr. GREGG thought there might be 
rare occasions, where a general practitioner was recal- 
citrant or remiss, when the RMO ought to be allowed 
to refer the case in the interest of the patient. He 
believed, however, that the RMO should not have the 
right to do this without giving the general practitioner 
an opportunity to do it first; and he was willing to press 
for this with the Ministry. The motion and amendment 
were referred to the Insurance ‘Acts Committee. 


i SICKNESS BENEFIT IN PREGNANCY 


Moving an amendment to the report of the Insurance 
Acts Committee, Dr. W. F. EBERLIE (Bedfordshire) 
suggested that there was usually no reason for the RMO 
to attend a pregnant woman at her own home. She was 
normally fit to get to the clinic, and it was not only bad 
for her morale to visit her at home and thus encourage 
her to think of pregnancy as. an illness, but led her to 
expect her own doctor to visit her at home. Dr. A. 
BEAUCHAMP opposed him. He and many other repre- 
sentatives, he reminded the meeting, had never been 
pregnant. He did not think a woman in the last 8 weeks 
of pregnancy should be asked to visit the regional medical 
centre, which might be some distance away. It was a 
different thing for her to come a short familiar journey to 
see her own doctor, and he did not feel that because the 
RMO was to visit her at home her own doctor would 
necessarily have to do the same. Dr. GREGG and Dr. 
IRELAND agreed with him, and so did the meeting. 

A motion by Dr. G. F. CHISSELL (Reading) urging that 
sickness benefit should be paid for 6 weeks preceding 
confinement was replaced by a substantive motion, that 
in the opinion of the conference an employed woman 
should receive weekly maternity benefit for a total of 13 
weeks, on both sides of the date of confinement, after the 
issue of the first certificate by the practitioner. This 
would normally be given 6 weeks before the expected 
date of confinement. This was carried. 


i 
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HELP FOR THE RETURNING DOCTOR 


Dr. F. E. Gou.p., for Birmingham, moved that informa- 
tion about the new scheme for the purchase of practices 
should be circulated as soon as possible, while they are 
still serving, to all medical officers, and to other doctors 
who may not have completed the purchase of their 
practices, or who contemplate entering into partnership. 
Dr. CHARLES HILL replied that a booklet, The Returning 
Doctor, was being sent to all returning doctors; and that 
the information in it would be given further publicity. 
The meeting supported the motion. 


TROPICAL DISEASES—MASS RADIOGRAPHY 

At the instance of Dr. CHISSELL (Reading) the confer- 
ence recorded their opinion that a medical report on any 
tropical disease in ex-Service personnel should be sent to 
the patient’s own doctor, references being made to hos- 
pital only if necessary. This was followed by a resolution 
introduced for Bournemouth, by Dr. W. R. PRATT, that 
the Minister of Health should be asked to circulate a 
memorandum on the treatment of tropical diseases. 

A motion .by Bradford, amended by Worcester, 
reinforced the earlier motion of Sheffield on reference to 
specialists. Bradford proposed, and the meeting agreed, 


that in cases where a patient is examined by mass minia- © 


ture radiography it should be the practice for findings to 
be communicated to the patient’s own doctor, through 
whom further investigation, if necessary, should be 
arranged to establish a diagnosis. 


PROTECTION OF PRACTICES 


In a long motion from West Ham, Dr. H. O. BOYDE 
urged that compensation of practitioners who are return- 
ing from the Forces to depleted panel lists should be made 
on a national scale. Panel lists of absentees, he said, 
have inevitably been whittled down during the war 
years ; but where the lists have been “‘ pegged ” at the 
1939 level this has meant no loss to the serving doctor. 
He has been compensated at the 1939 rate, whatever his 
list has fallen to. Where the lists have not been pegged 
the returning doctor has suffered. On the other hand, 
his colleagues may have suffered to a similar degree, if 
they have been working in an evacuation area. In some 
areas it may cost only 1-2% of the total pool to compen- 
sate a doctor at the 1939 level, in other areas as much as 
25 % falling on practitioners whose own lists have dropped 
by as much as 45%. The conference agreed that this 
burden should be distributed nationally. 


ALLOWANCES TO NURSES IN TRAINING 

_To stimulate recruitment to the nursing and midwifery 
professions, the Minister of Health has decided to apply to 
recruits special arrangements similar to those made under 
the “ further education ”?” scheme provided for people whose 
training has been interrupted by war service. Special allow- 
ances will therefore be made to those who have at least a 
year of whole-time service in the Forces, in the Civil Nursing 
Reserve, or any other work of national importance (other than 
training for nursing or midwifery) who become student 
nurses, pupil assistant nurses, or pupil midwives, provided 
they are not State-registered nurses or State-certified mid- 
wives, and that they do not hold the certificates of the 
Tuberculosis Association or the Royal Medico-Psychological 
Association. The allowances will be paid in addition to the 
salary to which the entrant for training is entitled. 

Women student nurses will receive £25 in the first year of 
training, £20 in the second year, £16 in the third year, and £5 
in the fourth year before registration, but nothing after 
registration. Men student nurses will receive 10s. a week in 
the first year, 83. a week in the second year, and 6s. and 2s. a 
week in the third and fourth years respectively. Forstudents 
training for the TA or for the assistant-nurse certificate (a 
two-year course in either case) the same rates will be granted 
as for student nurses in the first two years of training. Pupil 
midwives will receive £25 in the first year, £20 in the second, 
and £5 during training for the second part of the examination. 

Candidates must have reached the age of 20 before leaving 
their service of national importance, and must produce 
evidence that they have completed a year of such service. 
This should be presented to the nearest appointments office 
or nursing sub-office of the Ministry of Labour. The allow- 
ances, which are to be paid by the Exchequer through the 
voluntary or municipal hospital authorities, will be subject to 
income-tax deductions. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


THE whole story of how the Army has beaten its 
worst tropical enemy—malaria—remains to be told, and 
it is as yet impossible to assess the importance of the 
various control measures such as mepacrine, repellants, 
anti-mosquito campaigns, and protective clothing. 
Experience in S.E. Asia suggests that the type of clothing 
worn. has little importance or else the Anopheles has an 
amazing capacity for intelligent coöperation with the 
high command. Amateur poster artists with a penchant 
for “ strip-tease ’’ have covered the tropics with a rash 
of humorous drawings showing well-exposed ‘‘ love- 
lies ” being pursued by brutal and licentious soldiery 
and mosquitoes, and any opportunity for double entendre 
regarding exposure has been allowed full play. The 
policy behind the posters is that everyone is in danger un- 
less as much as possible of the skin is kept fully covered. 

Only the Australian forces in the SW, Pacific theatre 
have applied this policy consistently ; there shorthand 
skirts are forbidden, long trousers with gaiters being 
compulsory for nursing sisters as well as for men. Shirts 
may not be removed except with special permission. 
But in S.E. Asia the situation is chaotic. For the Army, 
shorts may never be worn (unless they are ‘ attire 
appropriate for sport or recreation ”) except at the HQ 
of the Supreme Allied Commander, where they are 
permitted during the hours of daylight. However, the 
danger from mosquitoes outside this HQ is apparently 
confined to the lower parts of the body, since shirts 
are seldom worn during the day-time. The Air Force 


a 


may wear shorts by day wherever they are stationed. 


The Navy, when on duty on sea or land, must wear 
shorts whatever the time of day or night, though for 
recreation on shore after dark long trousers are supposed 
to be worn (though personal observation suggests that 
this rule is seldom obeyed). The women’s Services 
wear skirts and bare legs at all hours in most places. 
Notwithstanding all this, the incidence of malaria has 
remained gratifyingly low in all Services. ` | 

- The discarding of shirts by all ranks in the tropics may 
give rise to some awkward military problems. How is 
one to recognise the senior officer when he bears no badge 
of rank ? In one Army medical laboratory which I know 
well visitors almost invariably mistook the ‘“ other 
ranks ” for officers and vice versa. In our present 
democratic Army there seem to be few physical charac- 
teristics of rank. As a rule a body which is extensively 
tattooed does not belong to an officer, but there are 
many exceptions. You remember the story attributed 
to Lord Curzon. Once when walking with the, colonel 
of a regiment they came on some troops bathing in a 
river. Lord Curzon remarked: ‘‘ What a@ fine lot of 
officers you have, Colonel,” to which came the reply, 
‘* But those aren’t officers, those are some of my men.’’ 
‘* Nonsense,” said Lord Curzon, ‘‘ they must be officers ; 
why, they aren’t covered with hair.” 

* * * 

Why do chiefs always do their ward rounds in a clock- 
wise direction? Oh yes, they do! I’ve been watching 
them for years. I put it down to two factors. The first 
is an unconscious servility to time itself, which to the 
unphilosophical always travels in a clockwise direction. 
We feel that if we travel in the direction that time is 
travelling, we shall have more of it ; while if we were so 
rash as to travel in the opposite direction it would flash 
past and leave us at 1 Pm with hunger pains and nothing 
done. The other unconscious influence is that of always 
driving to the left of the road. We are fortunate in 
being in one of the few countries where these factors do 
not conflict, as they do in other civilisations. One never 
sees an English physician dither at the door of the ward. 
I read recently that the neurosis incidence in American 
doctors is more than 50% over that in English doctors. 
There is the explanation. It has nothing to do with lift 
strikes and snack bars. An American frtend did argue 
that at least he has never worn himself into a rut. 

I tried to disprove this by persuading my chief to go 
round in an anti-clockwise direction. On the first day 
we got as far as the third bed before the strain was too 
much for our. cerebella and we were carried out with 
nystagmus, past-pointing, and dysdiadochokinesis. 
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Though we persevered, it almost ruined us as physicians. 


There was the perturbing discovery that the patients 
look quite quite different when approached from their 
left instead of their right. We were never more aware 
of the asymmetry of the human body. Hitherto we had 
imagined that this had confined itself'to one testicle 
hanging rather lower than the other. Now spleens 
which had been. perfectly palpable on Thursday resolved 
themselves into costal cartilages on Friday. Our friction 
rubs became presystolic murmurs. Our visible peri- 
stalses ceased to peristalt—or at least did so invisibly. 
We made a brilliant diagnosis of tabes in one case only 
to be reminded by a wart on one cheek that we had 
equally brilliantly diagnosed him as subacute combined 
from the other side on the previous day. E 

. In brief, our conclusions are that it isn’t such a bad rut 
really. + $ * 

I suppose that physicists, physiologists, and other 
investigators of the ¢ten¢ take up these subjects 
because they enjoy resolving mysteries. But they must 
often be disappointed at the lack of interest shown in their 
brilliant answers to old riddles. There was the one that 
Barclay and his colleagues gave us last year—how placidly 
we took it. Even you, Mr. Editor, didn’t say as much as 
“ Well, well, fancy that now ” (see Lancet, 1945, i, 410). 


‘But in Texas, let me tell you, they are not so blasé; 


they keep their native fire even in their medical journals. 


I quote from Texas Reports on Biology and. Medicine: 


~ This Book Hits Jack-Pot : Certain to join the great Eng- 
lish physiological immortals is A. E. Barclay, E. J. Franklin, 
and M. M. Prichard’s Barcroftian classic, ‘‘The Foetal 
Circulation and Cardiovascular System, and the Changes 
That They Undergo at Birth,” 275 superbly illustrated 
pages extending careful work published in part in British 
Journal ‘of Radiology (1940 plus), and developed with 
cineradiography, and, of course, delightfully written 
(Blackwell, Oxford, Dec., 1944, 50s., and available from 
C. C. Thomas of Springfield, Ill.). Get it! 


Now that stirs the heart—almost to the point. of restoring 


the foetal circulation. ‘ 2 p l 
Scene : Housing inquiry, re proposal to build on the 
Ravensborough Golf Course. Counsel for the opposition 
has just asked the Chairman of the Housing Committee 
whether this scheme is one to provide further houses for 
members of the working classes. ' 
Ohairman : I appeal to you, sir, for a definition of the 
working classes. | 


Yes, a'difficult task. In my days as a councillor I 


-referred to ‘‘ weekly wage earners ” rather than to ‘‘ the 


working classes.” But surely the underlying basis of 
class distinction in England is the parents’ attitude to the 
children ? In the weekly wage-earning class it is accepted 
as a matter of course by both parents and children that, 
on leaving school at 14, the children go out to work and 
turn over to their parents their entire earnings, receiving 
back a small sum as pocket-money. Middle-class parents 


; feel it a duty to provide the best and longest training 


possible, and hope that, once launched in life, the children 


- will keep themselves afloat by their own exertions, neither 


supporting the parental home nor being a charge on it. 
Among the upper landed classes the parents’ lives seem 
to merge into that of the children—the father disentails 
the family estate only to re-settle on the eldest son in 
tail male, reserving to himself a tenancy for life. Medic- 
ally speaking, in the case of the “ workers ” there is a 
return flow along the economic umbilical cord ; in the 
middle classes there is a clean though belated severance ; 
and in the upper classes there is no severance at all—they 
end with a parasitic shrivelled parent attached by the 
umbilical cord of entail to his full-grown child. 
=% * * 

In the recent advertisement columns there was a 
vacancy for a consultant allergist. Where next will we 
get ? Will there be jejunists, hepatists, ovarists, and so 
on throughout the whole anatomical box of Pandora ; 
or in the sphere of biochemistry and therapeutics such 
monsters as serists, toxists, and vaccinists? As a plain 
s corpus canis ” of the, profession I am wondering what 
new label to affix to my old collar. I think it should be 
‘“ purist ’”’—but then the illiterate might think of me as 
intimately connected with good old-fashioned pus.—And 
of course they might be right. 


PARLIAMENT . 


- flats. 
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Parliament -~ 


FROM THE PRESS GALLERY 
| -~ How Many Houses ? 


IN the House of Lords on Nov. 13 the ARCHBISHOP OF 
YORK asked what steps the Government were taking to 
provide the large number of houses urgently required 
for the health and happiness of the people. The last . 
Government had aimed at building 4 million houses in 
eleven or twelve years, and 500,000 houses were to be 
built in two years after VE-day, but the country had not 
yet heard from the present Government the number they 
intended to build. He hoped that a considerable number 
would be built in rural areas. 7 

The Ear] of LisToWwEL, who replied for the Government, 
said that instead of an uncertain future housing target, 
the Minister of Health was offering a series of progress 
reports at regular intervals. These would be supple- 
mented, as soon as the local authorities were able to get . 
on with the job, by the local building targets. It had, 


. become a matter of civic pride to attain savings targets, 


and the Government hoped that housing targets would 
appeal in the same way to local patriotism. The 
provision of a modern standard of housing for every 
family regardless of its means had now become as much 
a State responsibility as the provision of schools or 
battleships. The long-range problem was therefore to 
replace existing working-class housing by modern flats 
or cottages to let at rents which the great majority could 
afford. The middle and higher income-groups had had 
their turn between the wars, and it was only fair that 
they should now take their place at the end of the housing 
queue. The main providers of houses must be the local. 
authorities,. but the Government weleomed private 
enterprise in its proper place. | 

Tenders for 12,595 traditional permanent houses in 
England and Wales, and 9475 in Scotland, had been 
approved by the Ministry by the end of October, as 
compared with 731 approvals for England and Wales, 
and 5784 for Scotland, at the end of July. The average 
price for three-bedroom houses in England and Wales 
was 208. 1ld. per sq. ft, compared with 9s. 44d. a sq. ft 
in 1989. The new houses, however, were superior both 
in accommodation and equipment. Costs must be kept 
down, and for that reason they had been obliged to reject 
as exorbitant 1375 tenders in England and Wales and 
82 in Scotland. The figures for completed temporary 
houses for the same period were 4964 in England and 
Wales and 195 in Scotland, as compared with 1701 and 
15 respectively at the end of July. Private building had 
a modest but useful contribution to add, though the 
Government could not permit large mansions or luxury 
By the end of September 8658 licences had been 
issued by local authorities to private builders, a figure 
which included the replacement of 1240 houses destroyed 
in air-raids. Representatives of the Ministry of Health 
would shortly be meeting the associations of local authori- 
ties to discuss the terms of a subsidy. Meanwhile the 
authorities were not holding back their programmes, as 
they realised that the effect of the subsidy when finally 
agreed would be retrospective. 


Medical Control of Airports in Scotland 


In the House of Commons on Nov. 13 Mr. G. 
BUCHANAN, Joint Parliamentary Under-Secretary of 
State for Scotland, moved the second reading of the 
Public Health (Scotland) Bill. The only change of any 
substance which it proposed was to empower the 
Secretary of State to make regulations for medical 
control at airports as a precaution. against the spread of 
infection. The Minister of Health had that power in 
England, but before the war there was no international 
airport in Scotland and the need for similar power did 
not therefore arise. 


Agriculture (Artificial Insemination) Bill 


In the House of Commons on Nov. 14, Mr. THOMAS 
WILLIAMS, Minister of Agriculture, moved the second 
reading of this Bill. He said that despite a good deal 
of experience of artificial insemination in Russia, the 
United States, Canada,~and Denmark, it was still in its 
experimental stage in this country. His predecessor 
established in 1943 two experimental centres, one at 
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Cambridge and one at Reading, and these together with 
six private centres had provided the Ministry with 
valuable information. However, they had also proved 
that there was still much to be learned about this method 
of breeding. Clause I of the Bill authorised the Minister 
and the Secretary of State for Scotland to set up and 
operate centres where experiments could be carried on 
and practical checks applied in the light of experience. 
Grants could also be made to private bodies or private 
persons. It was intended that in all establishments run 
for the Ministry livestock generally should be investi- 
gated for this purpose. Clause 5 of the Bill enabled the 
Milk Marketing Board to establish a centre in any part of 
England or Wales, and he believed Scotland, to serve not 
only registered milk producers within the area, but any 
dairy-farmer who might require the service. Parliament 
had approved the principle of controlled and orderly 
development of artificial insemination. This Bill was: 
therefore the logical consequence to the Act of 1943. 
After debate the Bill was read a second time. 


Workmen’s Compensation (Pneumoconiosis) Bill 


On Nov. 14 in the House of Commons Mr. JAMES 
GRIFFITHS, Minister of National Insurance, presented a 
Bill to make provision for disregarding, for the purposes 
_ of certain time-limits in schemes made under section 47 
of the Workmen’s Compensation Act 1925, periods of war 
service or war employment. 


QUESTION TIME 


Medical Man-Power 


Major A. L. Symonps asked the Minister of Health how 
many doctors of British nationality were at present engaged 
in civilian practice in England and Wales, and what was the 
average number of patients per doctor ; how many temporarily 
registered alien doctors were now working in England and 
Wales ; what were their nationalities, and what was their 
average age ?—Mr. A. BEVAN replied : The last analysis, made 
by the Central Medical War Committee in February, relates 
to all doctors on the permanent Medical Register without 
distinction according to nationality, and shows that the 
number of doctors in civilian practice of all kinds in England 
and Wales was 27,177, or in general practice only 14,337, 
representing a ratio to civilian population of 1 to 1393 and 1 to 
2640 respectively. The number of temporarily registered 
alien doctors in employment, including a few in Scotland, is 
798. Nearly half of these are of German or Austrian national- 
ity and the next largest groups are Czechs and Poles. I am 
unable to give the average age, but 525 out. of the total are 
over 40. j 

j Recruitment of Doctors 

Colonel M. STODDART-SCOTT, MD, asked the Minister, in view 
of the fact that there were 2°57 doctors per 1000 in the Army 
and 2°27 doctors per 1000 in the RAF and only 0°74 per 1000 
in the civil population, why over 370 doctors had been called 
up into the Army and RAF since VE-day ; and why they were 
still being called up in considerable numbers.—Mr. BEVAN 
replied: The continued recruitment of doctors to the Forces 
ig necessary, in accordance with the general principles set out 
in the white-paper on the Reallocation of Man Power issued in 
September, 1944, in order to increase the releases of medical 
officers under Class A of the demobilisation scheme and to 
compensate for releases under Class B. The great majority 
of those called up are young men recently qualified who have 
held hospital appointments for six or twelve months. 


Shortage of Optical Lenses 


Mr. V. J.. COLLINS asked the Minister of Supply and of 
Aircraft Production if he was aware of the shortage of optical 
lenses and the consequent long delays in the delivery of orders 


for spectacles ; and what steps he. would take to improve the © 


position.—Mr. J. Wiimor replied: I am doing my best to 

reduce these delays. I know what they mean. Despite 

shortage of Jabour the production of spectacle lenses is already 

back to the pre-war level. The floating stocks which suffered » 
badly in the blitz and are necessary for the rapid execution of 

orders are being built up again. 


Admission to the United Kingdom 


Replying to a question the Home SECRETARY stated that it 
was the desire of the Government that our contribution 
towards the alleviation of distress in Europe shall be the 
maximum which the resources of this country permit. With 
this object the Government had considered which of the classes 
of distressed persons, among the countless calling forsympathy, 
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have special claims to join relatives in the United Kingdom. 
They are informing passport control officers that when a person 
in distressed circumstances on the Continent has an offer from 


a relative in the United Kingdom of maintenance and accom- 


modation in his home a visa may be granted (subject to 
considerations of ‘public health and character) if the applica- 
tion falls into one of the following categories : 
The wife of a man who is in the UK and any of his children 
under 21, 
The husband of a woman in the UK if he is too old, infirm, 
or incapacitated to support his wife abroad. 
Females: under 21, with their children, if any, and males 
under 18 who have no relatives to look after them abroad. 
Widowed parents or grandparents in need of filial care. 
Aged or infirm parents or grandparents in need of filial 


care. i 
Medical Services in West Africa 


Sir E. GRAHAM-LITTLE asked the Secretary of State for War 
if he would inquire into, and take measures to correct, the 
over-establishment in West African Command, where a 
military hospital whose average number of occupied beds since 
July was two hundred and whose establishment in this 
country would be 3 medical officers, retained 13 medical officers, 
excluding the O.C., and where, in a hospital with less than 
forty patients, there were 9 medical officers; and what steps he 
was taking to ensure that staffs were not kept merely because : 
the reduction of establishment meant lower rank for the senior 
officers.—Mr. J.J. Lawson replied: The medical services in the 
West Africa command are already in process of reorganisation 
and considerable reductions in medical and nursing staff are 
being made. The revised establishments, in this and other 
cases, are fixed in relation to current and future needs, without 
regard to the rank and status of present occupants. 


On Active Service 


`~ AWARDS 


MC 
Major O. G. PROSSER, MB ABERD., RAMC 
Captain E. F. M. CARAHER, MB NUI, RAMC 
Captain A. C. P. D. THOMSON, MB EDIN., RAMC 
Lieutenant M. A. EGAN, MB NUI, RAMO 


MENTIONED IN DESPATCHES 


COMMANDS AND STAFF 
Brigadier Q. V. B. WALLAOE, CBE, MO, lato RAMO 


RAMC Å 
Brigadiers.—A. E. Porritt, | Majors—continued - . 
CBE, G. K. FULTON, MBE MBE, G. F. VALENTINE, A. W. 
Colonels. —K. FLETCHER-BAR- J. KIRTON-VAUGHAN, L. B. 
RETT, OBE, R. RUTHERFORD, WEviLL, A. Youna, J. M. 
I. A. M. PATON, OBE ZABOKRZYCKI, D. J. A. ALBAN- 
Ineut.-Colonels.—G. B. Mrr- Jones, T. Brack, N. A. 
CHELL-HEGGS, OBE, J. C. MOSSENDEW 
CAIRD, S. J. CHESSER, MBE, | Captains.—G. L. McC. BLAIR, 
P. J. H. CLARKE, T. A J. Boorsn, E. M. CALLAN- 
CROZIER, E. A. JAOK, OBE, DER, S. H. Cuazex, R. B. 
R. B. Myers, oBer, R. W. Cores, E. G. A. CRAWSHAW, 
Power, K. G. W. SAUNDERS, J. B. Fargusar, R. W. L.. 
R. G. EVANS, MBE Hart, E. B. HARRISON, 
Majors. —J. S. KELLEHER, P. M. F. J. Hessert, B. C. H. 
ACHESON, A. K. BORLAND, LUKER, D. R. Macaulay, 
` MBE, D. S. Bucuanan, G. P. B. W. MacDoNarLp, J. S. 
CHARLES, A. E. COOPER, MC, 


A. B. Donatp, G. B. Forges, 
W. HOBSON, J. S. LANCASTER, 
MO, J. L. LINACRE, B. T. MANN, 
E. H. Moore, J. F. D. 
Murray, W.A. B. NICHOLSON, 


= R.F.G. Ormrop,T.G. RISLEY, 


T. D. Ross, W. C. Ross, J. E. 


MacRAE, J. S. O'DWYER, 
J. Y. W. RUSSELL, K. E. 
RYMER, J. SLATER, R. S. 
SUNDERLAND, H. B. Younc 


Lieutenants.—W. BROWNSEY, P. 


A. Hann, P. E. HOLLEY, 
D. G. Jones, J. G. SEARLE, 
J. K. TIZARD 


SEMPLE, K. D. STEWART, 


RCAMO 
Lieut.-Colonels.—H. A. ANSLEY, | Capiains.—R. E. BELL, A. E. 
G. A. Corrina, F. G. KERGIN, CoNLEY, N. C. DELARUE, 
F. W. SCHROEDER A. C. DERBY, C. M. LEIGH- 
Majors.—C. W. Dates, F. J. TON, A. H. MACLENNAN, 
McLean, J. H. Suaw, J. E. R. E. G. PracE, J. C. G. 
WILLIAMS YOUNG 


+ 


British Empire Leprosy RELIEF ASSOCIATION.—The 
Archbishop of Canterbury will take the chair at a public 
meeting to be held at Friends House, Euston Road, London, 
NWI, on Tuesday, Nov. 27, at 6.30 rm, when the speakers will 
include Dr. Ernest Muir, medical secretary of the association. 


~~. M co se 
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Letters to the Editòr 


FREE CHOICE OF SURGEON 


Sır, — Free choice of doctor has become a familiar 
catch-phrase, but we seldom hear anything about tree 
choice of operating surgeon, which is far more important. 
This choice was formerly exercised, on behalf of the 
patient, by the general practitioner. Since’ 1939, 
however, our patients have been most unfairly treated in 
this respect. We, their doctors, have sent them to a 
trusted surgeon at some equally trusted hospital, Yet 
we have sometimes found that the necessary operation 
was performed by someone else somewhere else. 

Under the Emergency Medical Service scheme, our 
patient is far too often sent on to another hospital, and is 
operated on by a surgeon unknown to us. Again and 
again people whom we have advised to consult Mr. X at 
St. Bird’s Hospital have been sent on to Y hospital and 
there entrusted to the care of some bright young man 
with little experience of operative surgery. Our patients 


or their relatives blame us, their doctors, for any conse-. 


quent tragedies. Yet we acted in good faith, trusting in 
the EMS arrangements, which promised that the surgeon 


_. should follow the patient if he had to be transferred to 


another hospital. | 

Whatever form of medical service the Government may 
decide is best for our people, it must not permit the 
young surgeon to gain his experience without supervision 
sufficient to protect the patient. The present practice 
by which patients sent by practitioners to one surgeon 
may be handed over to another must be prohibited. 
However inconvenient it may be, practitioners must have 
full assurance that their patients remain under the per- 
sonal care of the particular surgeon of their choice. 


New Barnet, Herts. JOHN ELAM. 


VITAMIN-B DEFICIENCY AND NERVOUS DISEASE 


Sir,—With reference to Dr. E. J. Wright’s letter of 
Nov. 3, Dr. Wright knows, of course, that since I became 
aware of his earlier work, I have always acknowledged 
this (see for instance Lancet, 1937, i, 1225). The value 
of his contributions is appreciated. I cannot avoid, 
however, associating the name of Stannus with the same 
line of thought in still earlier work (1911-12), and would 
wish once more to pay tribute to the correctness of the 
views he originally expressed on the etiology of the 
general condition. These seem to me to have pointed 
out the direction which research should have followed ; 
for we know today that this syndrome has no connexion 
with vitamin-A deficiency. 

May I add that I have never claimed anything that 
Dr. Wright or anyone else has claimed. What I would 
like to say, in all humility, is that I further investigated 
and described particular manifestations—especially a 
retrobulbar neuritis, followed in certain cases by a partial 
optic atrophy—of a syndrome to which many others 
have contributed. I do not think that Dr. Wright 
described a retrobulbar neuritis. i 

Since 1930 investigations have been greatly extended in 
various directions. have taken my own share in these, 
though once again I gladly acknowledge the contributions 
of others, particularly A. Clark, Landor and Pallister, 
and Garcia in Spain. Then there has been the tremen- 
dous advance in biochemical knowledge, especially in 
America, which has greatly assisted our means of 
approach. All this has been fully summarised by 
Stannus. And to the more recent contributions—for 
te Wilkinson and King, and Spillane—similar 
considerations apply. No doubt we shall hear much 
more from the experience of others (among them J. V. 
Landor) who have been recently interned in Japanese 
camps. - | 
I should like to end this letter by stating that retro- 
bulbar neuritis (‘‘ nutritional ’’ retrobulbar neuritis) is 
not due to beriberi, though it may be associated with it. 
It responds to autoclaved ‘Marmite, provided the 
cases are seen early enough. Nor does the condition 
worsen once the cause has been removed. With regard 
to treatment itself I am convinced the whole of the 
B-complex should be given (and maintained in high 
dosage if necessary over months), and not synthetic 
vitamins alone ; until we do know their effects on vision, 
though undoubtedly of. these, riboflavine offers most 
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interesting possibilities. In those cases where ‘“ irre- 
versible ’ changes have taken place, very serious atten- 
tion has to be paid to future employment, because of 
the limitation of visual acuity for both near and distant 
objects. l fees OP 

- Cheltenham, Nov. 6. . . D. FITZGERALD MOORE. 


HOSPITAL SURVEY OF THE YORKSHIRE AREA 


- SIR, —I recently read your reviews of three surveys 
in different areas, and was interested in the comments 
of the surveyors, regarding them as authoritative and 
therefore ol value. : 

Now that the survey of this area has been published, 
however, l am disturbed to find it factually inaccurate. 
The itemised hospital particulars are incomplete, so 
that it 1s often impossible to tell what services a hospital 
offers ; and the conclusions are, I believe, often fallacious. 

- After the surveyors’ visit to this hospital I complained 
at a meeting of the Nuffield Provincial Hospitals Council, 
which was responsible for the initiation of this survey, 
that their visit had been cursory; that less than two 
hours was spent in-this 400-bedded hospital ; that most 
of this time the surveyors spent seated round a table 
asking questions which had already been answered in a 


questionnaire, and in writing answers down in long-hand ; | 


that we were asked to confine our answers to the ques- 
tions asked and not allowed to enlarge or refer to other 
matters ; and that the actual hospital visit was farcical 
in its extent and duration. 

The report on this hospital epitomises the faults to 
which I have referred. Para. 528 says: ‘‘ There is 
accommodation, apart -from general adult beds, for 
children’s diseases, and maternity. ... There is a 
special unit for physiotherapy. There are no ®ther 
special units.” Para. 530: ‘‘ The visiting staff is for- 


- midable in its list, but in practice, with two exceptions, 


they come only on call.’’ On reference to the tables 
in appendix B, however, it will be seen that most of the 
visiting staff attend regularly, usually weekly. A 
psychiatrist attended weekly, holding a special clinic 
lasting most of one day, for many years, and this only 
ceased when staff was no longer available during the 
war. A dermatologist attended usually fortnightly and 
sometimes weekly at a set. time until called up; an 
orthopedic surgeon attends fortnightly; a dental 
surgeon holds a session weekly. A radiotherapist also 
attends weekly. =- 

In para. 531 we read: ‘‘ The general impression that 
this hospital gave is that it is an old hospital structurally 
and (so far as its present organisation is concerned) 
well conducted, but that it cannot continue on its 
present lines of organisation if it is to function adequately 
in. proportion to its size in any satisfactory hospital 
scheme. In particular it is essential that in future 
organisation the visiting medical and surgical staff should 
have direct responsibility~ for their own beds... .’’ 
This paragraph does not give the impression that this 
was a mere matter of opinion. The fact that the hospital 
has under its present organisation become noteworthy 
for. the comprehensiveness and standard of treatment 
provided might be regarded as evidence: that it could 
continue to function satisfactorily even without altera- 
tions. With the exception of the consulting physicians, 


_all beds are in the actual control of the clinicians treating 


the cases. One consulting physician attends once 
weekly from 20 miles away, and it would have been 
absurd to put those cases under his direct control which 
he saw in his consultative capacity. Para. 81 states 
that the number of maternity beds in the Halifax area 
is 61 and that the estimated requitements are'103 ; yet 
appendix B shows that there were actually 86 maternity 
beds available in 1938. In fact, at the present moment 
106 are available, and this is inadequate. 

The general report (para. 87) says: ‘‘ In the past the 
fully trained and experienced specialist has been a 
product almost entirely of the university centres where 
the men undergoing such training have passed through 
their hospital resident appointments in the university 
teaching hospital.” From my own experience I consider 
this untrue. Outside the teaching hospital centre itself, 


the vast majority of the specialists in practice today have 


not been trained in such centres—they have been trained 
in the non-teaching hospitals, mainly the voluntary 
ones. The surveyors recommend that the Bradford 
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Royal Infirmary should become a postgraduate school. 
Most of us would agree with this recommendation, but 
the surveyors might well give their reasons for choosing 
this particular hospital and their reasons for not choosing 
others. What facilities has the Bradford Royal Infirmary 
that are not possessed by St. Luke’s Hospital, Bradford, 
which is twice the size and has in addition a large up-to- 
date maternity unit ? Is the fact that it is a municipal 
hospital sufficient to exclude it from serving such a 
purpose ? - 

Under pathology the surveyors assume that a complete 
pathological department can be organised only where 
more than one pathologist is employed. They state 
that the pathological investigations at one-man labora- 
tories cannot be of the highest standard in all branches 
of the subject. What they mean by one man is one 
medical pathologist, and they appear to be unaware 
of the fact that in recent years more and more patho- 
logical work has been done by trained technicians and 
the amount of work requiring a medical pathologist has 
become minimal—that the function of a medical patho- 
logist is to be a director and to organise the department, 
dealing personally only with that branch of the work 
in which he is specially interested or skilled, all other 
branches being covered by technicians. The report 
on the pathological services is, in fact, a good criterion 
by which the whole report can be judged. This hospital, 
although we employ four full-time technicians (one a 
fellow of the Institute of Pathological Technicians, 
another an associate, and two others training for these 
qualifications) with a pathologist in charge who shares 
his time between this and the local voluntary hospital, 
= my regarded .as having a pathological department 
ata 

In the survey half a page is devoted to nursing, which 
could have been omitted entirely. ‘It has been the 
experience of the surveyors that a hospital with an up- 
to-date nurses home has little difficulty in obtaining 
student nurses.’’ If the surveyors care to attend a 
meeting of the Association of Matrons they will soon 
learn whether this statement depicts modern conditions. 

I have heard the survey described as a mine of more 
or less accurate information. This is not so; mistakes 
are legion. The surveyors have given many of us cause 
to complain of the way the survey was carried out, and 
we are dissatisfied with its presentation. 


Halifax General Hospital, H.. I. DEITCH, 
Yor ire. Medical Superintendent. 


OPERATIONS FOR VARICOSE VEINS 


Sır, —Mr. Harold Dodd’s request for pooling of informa- 
tion from all those interested in the treatment of varicose 
veins deserves support. There are still wide divergencies 
of opinion about the essentials of treatment, and an 
accurate statistical follow-up of the various methods 
being employed should be encouraged. 

In America there is a reported recurrence-rate of up to 
23% after high resection of the internal saphenous vein 
combined with sclerotic injections of the distal segment, 
and these figures come from the clinics of skilled operators 
(Ann. Surg. 1945, 121, 749). The use and abuse of 
sclerosants at the time of operation is a matter for investi- 
_ gation and evaluation. On the one hand, we find W. H. 
Erb (Delaware St. med. J. 1944, 16, 147) quoting that 
“ retrograde injection at the time of ligation is mentioned 
only to be condemned. Two cases have come to my 
attention which should make anyone hesitate to do retro- 
grade injections. Briefly, both were cases of asymptoma- 


tic varicosities upon which surgery was done so that the 


patients might pass army physical requirements. The 
sequence of events in both cases led to gangrene of the 
leg and eventual amputation, in spite of antispasmodic 
drugs and lumbar sympathetic injection in one case.” On 
the other hand, we have the opinion of such authorities as 
Dickson Wright, Harold Dodd, and J. B. Oldham, who 
have consistently used sclerotic injections at the time of 
operation. My own humble view is that probably both 
schools of thought are correct, but that the two methods 
should be confined to two separate groups of cases. The 
use of sclerotic injections in any case in which there has 
been a past history of deep vein thrombosis is, in my 
opinion, dangerous, since the intima of the deep vein is 
sensitised, and may cause serious results, whereas the 
sclerotic injections may be given to straightforward 


cases of varicose veins, provided every precaution be 
taken. I merely repeat this one difference of opinion to 
show how fluid the question of treatment is. 

Mr. Dodd’s plea for avoiding the outpatient technique 
in the performance of such operations has often been 
made in the past few years. Unfortunately his request 
is still a necessary one. l 


London, W1. R. R. FOOTE. 


BOOKS FOR HOLLAND 


Sir,—Would you be good enough to allow us space 
to make an appeal for our Dutch colleagues. There is 
almost no limit to the kind of help which the Dutch need, 
but there is one special form of assistance which the 
medical profession may be able to afford. We are, both 
of us, members of the Help Holland Council and are 
thereby kept in very close touch with that country. 
Information has reached us that there is need at the 
moment for small modern medical libraries which can 
be consulted by the medical students in the training 
hospitals in Holland. If the depleted ranks of the 
medical profession of Holland are to be filled, up-to-date 
medical literature for the students is of vital importance. 
We suggest that a doctor should look through his shelves 
to see if he can spare any up-to-date medical, surgical, 
or scientific books. 

Gifts will be greatly appreciated and should be sent 
to: Help Holland Council, Norman House, 105/109 
Strand, WC2. MORAN. 


ALFRED WEBB-JOHNSON. 


TEACHING OF HUMAN ANATOMY 


SIR, —The comments of a group of anatomists (Nov. 17, 
p. 651) on a recent interesting appointment to a chair of 
anatomy are a little ungracious and perhaps unwise. 
Universities must carefully guard their right to act as 
they think best in developing any particular branch of 
study, and nothing but good can result from a blurring of 
the present artificial boundaries within the general field 
of biology. It has been said of American schools of 
medicine that the anatomist was usually an experimental 
physiologist, and the physiologist a physicist or chemist. 
Though this statement is doubtless an exaggeration there 
has been a good deal of ‘‘ mixing-up ” going onin America 
with results that to the outsider seem wholly beneficial. 


Department of Physiology l a 
Middlesex Hospital Medical School. SAMSON WRIGHT. 


PSYCHIATRIST AND PRIEST 


Str,—While agreeing on most points with Canon 
Goodliffe (Nov. 3) I think that some others need clari- 
fying. Although, as he says, psychiatry is still in its 
infancy, we can recognise some of the precipitating 
causes of certain neurotic and psychotic states. Thus 
we know that in an anxiety state or an affective reaction- 
type of mental disorder, such as involutional melancholia, 
one of the chief precipitating causes is worry over sup- 
posed sins and internal conflicts between natural wishes 
and moral obligations. We know also that other types 
of mental disorder, such as a manic-depressive state, 
may be the means by which a too-sensitive conscience, 
which has been repressing too long, is able, for a time at 
least, to escape from reality. 

I am far from denying the help that the priest can and 
does give to patients affected by physical illness. Very 
often he succeeds in bringing comfort and relief where 
all the methods of modern science have failed. But, 
unfortunately, the same principles cannot apply to 
mental illness. After great effort by the doctor to 
unravel the patient’s thoughts, and direct them into 
healthy channels, it may be disastrous if the priest 
intervenes before the patient is fit enough to appreciate 
in their proper light the teachings of religion. . 

In most religious orders the neophyte is kept in solitary 
seclusion for a time and is not allowed to go out on his 
own before he has reached a certain stage in his vocation. 
This, I take it, is a precaution against confusion of the 
mind before it is mature enough to know how to deal 
with the arising difficulties. Why should not the same 
principles apply in psychiatry ? 

Gencral Hospital, Kettering. SALV. CARUANA. 

CORRIGENDUM. —The author of last week’s letter entitled 
Doctors and Specialists was Surgeon Lieutenant L. P. Davies. 


-` Infant mortality remained at a very low level. 


` Other arduous attempts to trace him have failed. 
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' Standards for Houses 


A MONTH or two ago Mr. Bevan told the Society of 
Medical Officers of Health that in spite of the shortage of 
building materials and labour he intended to raise rather , 
than lower the standards for houses built by local 
authorities. This promise is fulfilled in a circular from 
the Ministry of Health saying that future plans must give 
a minimum of 900 sq. ft. for a three-bedroom house. 
Unless building costs can be reduced it will be impossible 
to provide houses at rents which the public can pay ; but 
the Government are not prepared to lower the cost of 
houses by lowering standards of accommodatioh or 
omitting ‘essential equipment—though if necessary the 
installation of certain amenities can be postponed. The 
Minister ‘is relying on a fall in the cost of building 
materials and on higher efficiency and output in the 


- building industry, and he recommends local] authorities 


to limit their-contracts generally to houses that can be 
built within the next 9-12 months. l 


The June Quarter 
In the quarter ended June 30 the birth-rate for England 


- and Wales was 16-6 per 1000 of the population, compared 


with 18-9 in last year’s second quarter. In the five years 
preceding 1944 the average rate for this period was 15-9. 
Among the 175,319 children born, the proportion of boys 
to girls was 1070 to 1000, compared with 1056 in the ten 
preceding second quarters. | : 
The 


provisional rate of 41 per 1000 related live births was 11 
below the average for the ten preceding second quarters 
and was the lowest for any June quarter. There were 
7201 deaths of babies under one year old. 

The general death-rate was 10°5 per 1000 compared. 
with 10-9 for the June quarter of 1944. In the previous 
five years the average for the same part of the year was 
11-7. Births exceeded deaths by 64,185; the corre- 
sponding increases in the second quarters of 1942, 1943, 
and 1944 were 50,674, 67,797, aud 83,491 respectively. 
A total of 99,241 marriages exceeded by 1726 the figure 
for the same period last year, but was lower by 2491 than 
the average for the second quarters of the five years 
before 1944. 


Infectious Disease in England and Wales 
WEEK ENDED NOV. 10 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1621 ; whooping-cough, 1118; diphtheria, 573 ; 
paratyphoid, 5 ; typhoid, 12 ; measles (excluding rubella), 
445 ; pneumonia (primary or influenzal), 463 ; puerperal 
pyrexia, 136 ; cerebrospinal fever, 37 ; poliomyelitis, 33 ; 
polio-encephalitis, 3 ; encephalitis lethargica, 0 ; dysen- 
tery, 212; ophthalmia neonatorum, 54. No case o 
cholera or typhus was notified during the week. 3 

The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on Nov. 7 was 109 During tho 
PS ts week the following cases were admitted; scarlet fever, 

2; diphtheria, 51; measles, 8; whooping-cough, 16. 

Deaths.—In 126 great towns there were no deaths from 

enteric fever or scarlet fever, 1 (0) from measles, 7 (2) 


from whooping-cough, 4 (1) from diphtheria, 30 (3) from . 


diarrhoea and enteritis under two years, and 15 (3) from 
influenza. The figures in parentheses are those for 
London itself. 

The number of stillbirths notified during the week 


-~ was 190 (corresponding to a rate of 28 per thousand 


total births), including 24 in London. 


——— 


Dr. J. W. BrinkmMan.—Surgeon Lieut.-Commander A. S. 
Playfair writes : I have been asked by the relatives of the 
Dutch Dr. J. W. Brinkman for help in tracing him. He was 
last heard of as a prisoner in Sandbostel Camp in Germany 
in April, 1945. Apparently he fell ill with typhus fever 
just before the liberation and was afterwards under the care 
of British Service doctors. In June his name could not be 
found in the list of those who had died in the camp epidemic. 
I should 
be most grateful if any doctor who might have some informa- 
tion, however slight, would write to me as soon as possible 
at Manor House, Bagdale, Whitby, Yorkshire. _ 


~ 
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Notes and News 


MENTAL ILL HEALTH | | 
As mentioned in the parliamentary debate which we 
reported last week, the number of temporary and certified 
patients in mental hospitals has fallen during the war, but 
the number of voluntary admissions has risen. In their 
report for 1944 the Board of Control suggest that the use of 
mental hospitals by the EMS for civilian sick may be partly 
responsible for the increase of voluntary admissions, because 
it may have reduced the apprehension and suspicion with 
which these institutions are regarded. : l 

In 1944, the Board say, “‘ the steady increase in the number 
of voluntary patients has continued, and there are clear 
indications that the average period of stay in hospital ‘has 
diminished. This change is due in part to the application 
of modern methods of treatment but mainly in our view to 
the fact that patients in recent years are being admitted to 
hospital at an earlier stage of the illness. : The development 
of outpatient clinics has resulted in a wider appreciation 
of the work of the psychiatrist, psychologist, and social 
worker both inside and outside mental hospitals, Many 
patients who hitherto feared to admit that they were ill are 
now ready to accept treatment.” 

Future developments recommended by the Board include 
better facilities for diagnosis and treatment of both adults 
and children, with a wider range of contacts with schools, 
industry, the courts, and the community generally. “It is 
to be hoped that such. developments will be facilitated as a 
result of the inclusion of the mental health service within the 
scope of the National Health Service.” Evidence is. given 
of the urgent need for a service fully equipped to care for 
defectives, both in and out of institutions. 

A scheme is in operation for providing after-care for 
members of the Forces discharged from special hoépitals and 
centres because of psychiatric disability, and the year’s experi- 
ence ‘‘ indicates that it has afforded much valued assistance 
to patients needing a specialised form of help which would 
not otherwise have been available.” 

At the end of 1944 the number of persons suffering from 
mental disorder notified as under care in England and Wales 
was 146,268 (males 62,518, females 83,750) a decrease during 
the year of 1289 compared with a net increase of 39 during 
(1943. The average annual decrease for the five years up to 
1944 was 2182, compared with an average annual increase 
for the period between 1934-38 of 1,691. Some 87% of the 
patients were under care in mental hospitals provided by 
local authorities, ; l 

To economise paper, the Board’s report is not at present 
being printed or put on public sale. 


UNESCO. 

On Nov. 16 representatives of 44 nations signed in London 
the constitution of the United Nations Educational, Scientific, 
and Cultural Organisation, whose preamble opens with the 
words : “‘ Since wars begin in the minds of men, it is in the 
minds of men that the defences of peace must be constructed.” 
The seat of the new organisation will be Paris, and the first 
meeting is not likely to be held before next May or June. 
Meanwhile, however, a preparatory commission is empowered 
to consider, among other things, the immediate needs of the 
devastated countries. UxNESOO is to encourage coöperation 
among the nations in all branches of intellectual activity, and 
its work may be divided among sections, one of which 
would cover science. 


University of Oxford . à 

Theodore Williams Scholarship in Pathology, 1945.—An 
examination for this scholarship will be held in the Dunn 
School of Pathology on Monday, Dec. 3, at 2 pm. Itis open to 
any member of the university who on June 30, 1945, had not 
exceeded 26 years of age and who attended a course in general 
pathology and bacteriology in the school either in 1944-45 
or 1943-44. Those intending to present themselves for the 
examination should inform the professor of pathology before 
Wednesday, Nov. 28. 


UNRRA in Europe | 

Dr. N. M. Goodman, director of UNRRA’s European division 
‘of health, has lately pointed .out that, “with 1176 health 
specialists at work in Europe, UNRRA is now conducting by far 
the largest international medical relief operation in history.” 
Those employed include 535 doctors and 591 nurses, and are of 
24 nationalities. 
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Royal College of Physicians of Edinburgh 


At a quarterly meeting on Nov. 6, with Dr. A. Fergus . 


Hewat, the president, in the chair, Dr. A. J. Murray Drennan 
(Edinburgh) and Dr. William Forbes (Edinburgh) took their 
seat as fellows. Dr. Angus MacNiven (Glasgow), Dr. J. S. 
Fulton (Glasgow), and Dr. W. D’A. Silvera (Jamaica) 
were elected to the fellowship. The Hill Pattison-Struthers 


bursary in anatomy and physiology was awarded to Mr. 
David Bull. 


Royal Medical Foundation of Epsom College 


Annuity.—The conjoint committee of Epsom College will 
in February, 1946, award an annuity of £34 to a spinster 
daughter of a duly qualified medical man. Candidates must 
be not less than 65 years of age, and their annual income must 
not exceed £120 irrespective of help from the Royal Medical 
Benevolent Fund. 

Eastes Trust.—Grants from this trust are available for the 
relief of registered members of the profession of any age, their 
widows and orphans, and educational assistance for daughters, 
or failing them, sons of deceased male members, or full 
orphans, one or both of whose parents were ‘members of the 
profession. 

Sherman Bigg Fund. Educational grants will be available; in 
February from this fund for children of either sex. These 
grants are not restricted to orphans, or to members of any 
religious denomination, but candidates must be of public- 
school age and in need of such help. 

St. Anne’s Scholarships.—In March, 1946, the eeuncil will 
award these scholarships to girls attending Church of England 
schools. Candidates must be fully nine years of age, and 
must be orphan daughters of medical men who have been in 
independent practice in England or Wales for not less than 
five years. The value of each scholarship is dependent upon 
the means of the applicant and the locality and fees of the 
school seldcted. 

Forms of applications can be obtained from the secretary’s 
office, Epsom College, Surrey, and must-be returned by Jan. 18. 


London County Council 


This week the Council has considered the clinical staffing 
of the Maudsley Hospital, which was reopened in September. 
The post of director of clinical psychiatry, which is associated 
with the university chair, will shortly be filled, and the new 
medical superintendent, Dr. A.B. Stokes, has. been appointed. 
The positions and basic salaries proposed for the rest of the 
staff are : assistant clinica] director (£900 plus certain fees) ; 
- SİX physicians, including a pædiatric physician and senior 


physician in psychotherapy (£1000); four psychotherapists 


(£300 part-time); four assistant physicians (£700-£25-£800, 
plus £50 if acting as deputy medical superintendent) ; ; four 
senior registrars (£625-£700); four j junior registrars (£470-£570 
plus £50 for diploma or degree in psychological medicine) ; 
and five house-physicians (£250). The salaries assigned to 
the full-time physicians may alternatively be used for paying 
part-timers. These proposals, which refer to clinical staff 
only, provide the equivalent of 28} whole-time units as 
against 164 before the war. 

The hospitals and medical services committee has decided 
that the three LCC hospitals in the Highgate area (Highgate 
Hospital, Archway Hospital, and St. Mary, Islington), which 
together have 1740 available beds, should be put in the 
administrative charge of one medical superintendent, with his 
headquarters at St. Mary, Islington. Each hospital will 
have a deputy medical superintendent. 

Mr. G. F. Stebbing, Frcs, has been at the Lambeth Hospital 
since 1909, being appointed surgeon specialist in 1931. Inthe 
words of the hospitals committee *‘ he has shown in an out- 
standing degree, ability, skill, and energy, and has worked 
exceptionally hard in the interests of the hospital and its 
patients.” In recognition of his distinction and service he is 
to receive a special salary of £2000 a year. 

Lieut.-Colonel A. J. King, Frcs, formerly a chief assistant 
medical officer at the Whitechapel clinic for venereal disease, 
has been appointed on a temporary basis director of the clinic 
and consultant venereologist to the LCC. 

Because of ill health, Sir Thomas Carey Evans, FROS, is 
retiring on Dec. 2 from the post of medical superintendent of 
the Hammersmith Hospital, which he has held since entering 
the LCC service in 1931. 

Sir William Collins, mp, who was chairman of the London 
County Council in 1897-98, has resigned his appointment 
as its representative for more than forty years on the governing 
body of the Chelsea Physic Garden. 


BIRTHS, MARRIAGES, AND DEATHS 


‘rehabilitation and occupational therapeutic methods 


- {Nov. 24,: 1945: 


Royal Society of Medicine 


On Monday, Nov. 26, at 5 PM, at the section of odontology, 
Mr. Robert Cutler, mecs, will speak on acrylics in conserv ative 
dentistry. On Nov. 27, at 5 pm, the section of medicine is to 
meet to discuss the stethoscope versus X rays. The opening 
speakers will be Dr. James Maxwell, Dr. Peter Kerley, Dr. 
Geoffrey Marshall, and Dr. L. G. Blair. There will be a 
clinico- -pathological meeting of the séction of urology at 8 PM 
on Thursday, Nov. 29. 


Return to Practice 


` The Central Medical War Committee announces that the 
following have resumed civilian practice : 
Dr. J. B. HARMAN, FRCP, 89, Harley Street, London, W1. 
Mr. C. J. SHORTALL, MD, FRCSI, Laurel Lodge, Downshire Road, 
Newry, co. Down. 


Dr. BERNARD C. TATE, MBE, FRCP, 25, Calthorpe Road, Edgbaston, 
Birmingham. 


. T. HENRY WILSON, FRCS, 6, Carlisle Road, Eastbourne. 
Royal Medico-Psychological Association 


At an open meeting of the neurosis subcommittee-at 11, 
Chandos Street, London, W1, on Thursday, Nov. 29, at 
1l am, Dr. Clifford Scott and Dr. Robert Sutherland will open 
a discussion on education in mental hygiene. 

On the following day, Nov. 30, the quarterly meeting of 
the association will begin at 10 am, ‘and at 11 am Dr. Elizabeth 
Casson and Dr. T. M. “Ling will open a discussion on a aaa 

t 
2.30 pM at 1, Wimpole Street, Wl, Sir Lawrence Brock will 
deliver the Maudsley lecture on the place of itm: in 
the public-health service. 


Royal Society 


The Copley medal has been awarded to Dr. O. T. Avery for 
his success in introducing chemical methods in the study of 
immunity against infective diseases. Dr.. Avery, who was 
elected a foreign member of the society last year, is a research 
fellow of the Rockefeller Institute in New York. 

Royal medals have also been awarded to Prof: J. D. Bernal, 
for his work on the structure of proteins by X-ray methods, and 
to Mr. E. J. Salisbury, p sc, for his contributions to plant ecology. 


i 


Appointments 


ACKERMAN, H. L., MRCP, DPH: temp. asst. TO, Manchester. - 
BENSON, W. A., LRCPE: examining factory surgeon for Stanley, 


co. Durham. 
FINLAYSON, V. O., MRCS: asst. MO, Jamaica 


LANE, C. RICKWORD, DM OXFD, DPH: temp. pattoldelet. St. Luke's 


Hospital, Guildford. 
TAYLOR, A. W., MB, MSCLEEDS, MRCP: clinical pathologist 
Devonport Laboratories, ` Dreadnought Seamen's s Hospital, 


Greenwich. 


Births, Marriages, and Deaths 


BIRTHS 


HARRISON.—On Nov. 13, at Downham Market, Norfolk, the wife 
of Dr. L. T. Harrison—a daughter. 

JonEs.—On Nov. 14, at Cambridge, the wife of Dr. R. Arden 
Jones—a daughter. 

McCacrre.—On Nov. 16, in London, the wife of Surgeon Lieut. - 
Commander J. N. W. McCagie, RNVR—a daughter. 

MACKINTOSH.—On Nov. 10, at Fleet, the wife of Major F. G. 
Mackintosh, RAMC—a daughter. 


MARRIAGES 


GLADWIN—MULVANY.—On Nov. 10, at Muswell Hill, Eric Gladwin, 
captain RE, to Barbara Cecilia Mulvany, MRCS. 
GRANT—-WHITEHEAD.—On Nov. 10, at Guildford, R. T. Grant, 
lieut.-colonel RAMC, to Elsie Mary Whitehead. 
MaTHES—MURRAY.—On Oct. 23, in Bombay, C. J. Mathes, captain 
RAMC, to E. Murray, sister QAIMNSR 
“at Northwood, Gerald 


OxBORROW—LEECH. —On Nov. 10, 
Oxborrow, lieutenant RAMC, to Edna Leech. 


DEATHS 
DIGGLE. ZO Nov. 17, Walter Saxon Diggle, M CH. ORTH LPOOL, 
8. 


FRC 

GorDON.—On Nov. 13, at Beaconsfield, Bucks, Robert ‘Gordon, 
MD EDIN., formerly "of Shefiield, aged 82. 

GowrInG.—On Nov. a ee t Godalming, Benjamin William Nettle- 
fold Gowring, MD 

SELous.—On Nov. 12, aE Tunbridge Wells, Cuthbert Fenness 
Selous, MB LOND. 

SPENCER.—On Nov. 16 at Leicester, Edith Mary Spencer, MRCS, 
DOMS. 

SWANTON.—On Nov. 17, at Stansted, Essex, James Hutchinson 
Swanton, MD RUI, MRCP,’ formerly of Harley Street, London, 


Wi, aged 85. 
TUCKER. ’—On Nov. 11, at Oxford, Ernest Frederick Gordon 
Tucker, MB LOND., BSC OXED: MRCP, lieut.-colonel IMS (retd), 


aged 74. 


WooDBURN.—On Noy. 13, at Southsea, Ww aver Young Woodburn, 


MD EDIN. 


YouncG.—On Nov. 8, Henry George Keith Tsung, MA CAMBS MRCA, 
formerly of Braintree. 


„improved his condition. 


RETROPUBIC ‘PROSTATECTOMY 
A NEW EXTRAVESICAL TECHNIQUE 
| REPORT ON 20 CASES 


TERENCE MILLIN, M CH DUBL., FRCS, FROSI 


SURGEON; ALL . SAINTS HOSPITAL, LONDON; UROLOGIST, 
SURREY COUNTY COUNCIL 


Tae operation which I am presenting in this paper is, 


I believe, original. Although this report is based on a 
relatively small series of 20 cases, the procedure repre- 
sents, in my view, a great advance in the treatment of 
prostatic obstruction. It is important to point out that 
these 20 cases are a continuous series—with 1 exception, 

an advanced benign obstruction with a blood-urea level 
exceeding 200 mg. per 100 c.cm. despite long-continued 
catheter drainage. In this a stab suprapubic cystostomy 
was done. In a further case, not included in the series, 
the operation was performed rather to test the safety of 
the procedure. This patient was a man, of 84, with 
severe auricular fibrillation, advanced myocardial 
degeneration, poor renal function, and complete urinary 
retention. Several weeks’ indwelling catheter had not 
A retropubic enucleation of a 
large prostate was effected successfully, He died from 
his cardiac condition some 33 weeks later. It is import- 
ant to note that the series does not represent a selection 
of cases but rather a varied group in which a single 
procedure has been used and the immediate results have 
proved little short of startling. 


FEATURES OF THE OPERATION 


(1) It is an extravesical procedure, thus avoiding 
suprapubic bladder-drainage with its risk of slow-closing 
or persistent fistule. 

(2) It is applicable to all types of prostatic obstruction. 

(3) It is relatively short and shock-free. 

(4) It appears to be anatomically sound, no important 
organs being interfered with or endangered. 

(5) The mortality is singularly low. No deaths have 
occurred in the first 20 cases. 

(6) The postoperative course is oasy for patient and 


‘attendant staff. 


(7) The whole of the obstructing tissue is removed ; 


"go the risk of recurrent obstruction i is obviated. 


(8) Postoperative say in hospital seldom exceeds 2 
weeks. - 
APOLOGIA FOR NEW OPERATIVE APPROACH 
Many approaches to the prostate have been described, 
and experience has- narrowed these down to three—the 
suprapubic transvesical route of Freyer, with the various 


' modifications, notably those advocated by Thomson- 


Walker, Harry Harris, and Wilson Hey ; the perineal 
operations as described by Young and Proust, with recent. 
modifications such as those suggested by Vernet and 
Belt ;-and the transurethral operations exemplified by 
the McCarthy electrotome and the cold punches of 
Young, Bumpus, and Thompson. I have practised all 
these procedures, and, like most urologists, have long 
realised that the ideal approach has yet to be described. 
The drawbacks to the three main approaches may be thus 
summarised— 

Suprapubic transvesical operations.—High mortality 
(6-10%). Uncomfortable and often lengthy postoperative 
course. Considerable loss of blood both during and after 
operation. Relatively high incidence of postoperative infec- 
tion. Considerable incidence of secondary hemorrhage. 

Perineal operations.—Lengthy apprenticeship necessary 
before competence is acquired. Dread sequelee ev en in hands 
of the foremost exponents—e.g., incontinence (9% Hinman, 
5-8% Goldstein), urethrorectal fistula, persistent perineal 
fistule. Difficult nursing owing to risk of contamination of 
wound from adjacent rectum. 

Transurethral resections.—Difficult procedure in which to 
acquire proficiency. Considerable blood-loss when dealing 
with large glands. Frequent persistent low-grade urinary 
infection. Incidence of postoperative urethral stricture. 
Risk of recurrent obstruction due to incomplete removal. 


In view of these facts no progressive urological surgeon 
can view with complacency his results in the treatment 
of prostatic obstruction. 
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RATIONALE 


Some 18 months ago, in an attempt tò secure improve- 
ment in my personal results, I began to investigate an. 
extravesical attack on the prostate other than by the 
perineal route. Cadaver studies confirmed my impres- 
sion that the gland could be extirpated subpubically after 
division of the suspensory ligament of the penis. This 
would necessitate division of the deep dorsal vein of the 
penis; but since there is extensive communication 
between the deep and superficial venous systems of the 
penis persistent oedema or priapism should not follow. 
In the cadaver the prostate could be easily exposed after 
posterior dislocation of the transverse ligament, down- 
ward retraction of the urogenital diaphragm, and then 
sectioning of the pubovesical and puboprostatic ligaments 
as advocated by Gautier (1937), who utilised such an 
approach for repairing the roof of the prostatic urethra in 
cases of epispadias. 

Some 16 patients were operated on by this approach, 
but it proved difficult, bloody, and, in 2 cases of well- 
marked enlargement, impossible. The functional results 
in 12 cases were satisfactory ; there was 1 death from 
renal failure, 2 cases of persistent incontinence, and 1 
troublesome stricture. The route was abandoned. I 
put these results on record because Hinman (1935) states 
that the route has been proposed, but no case-results 
have been recorded. Uteau and Leroy (1936) briefly 
describe such an approach for prostatectomy but report 
no cases; nor do they mention the number of such 
operations carried out. 


Still convinced that the prostate, being essentially an 
extravesical organ, should be extirpated by an extra- 
vesical route, and fortified by experience of the peri- 
prostatic anatomy gained during the operation of total 
cystectomy, I turned to the retropubic approach. The. 
first operation, on a patient who was a very poor risk, 
did not prove unduly difficult, being completed in 35 
minutes,. and the postoperative course exceeded my 
expectations. I operated on 7 patients by this route 


‘before I had an opportunity of studying the relevant 


literature, which revealed but scanty reference to any 
such extravesical attack. 


Van Stockum (1909) reported 2 cases in which an enlarged 
prostate had been removed by an extravesical approach, but 
he packed the prostatic cavity and drained the bladder / 
suprapubically. Both cases made @ good recovery. Jacobs 
and Casper (1933) reported 1 case where the lateral lobes were 
enucleated by such an approach. In their attempt to con- 
serve the prostatic urethra the middle lobe was only partially 

“punched out.” Despite their effort to maintain an intact 
urethral canal, there was a suprapubic escape of urine in the 
postoperative course. Maier (1924) reported 4 cases where 
the gland was removed by an inguinal extravesical route, 


~ I am unaware of any other. references to a suprapubic 
extravesical approach. 


RETROPUBIC OPERATION 


Preoperative treatment.—Where the signs or sy mptoms 
suggest the necessity or desirability of operative inter- 
vention, the usual preliminary tests of renal and cardio- 
vascular function are made. Particular emphasis is 
laid on preliminary intravenous urography. From this 
study is ascertained evidence of ureteric dilatation, 
unexpected gross hydronephrosis, vesical diverticulum, 
urinary calculi, and approximate residual urine, without 
the necessity of ur ethral instrumentation. Preliminary 
catheterisation is used only where there is urinary infec- 
tion not responding to appropriate antisepsis, or where 
renal-function tests ‘reveal a gross deficiency. Where 
actual retention has supervened, suprapubic puncture is 
being tried initially with a small hydrocele trocar and 
cannula, repeated when necessary until renal-function 
studies have been made. Where the initial puncture 
reveals infected urine, a no. 8 rubber Tiemann catheter is 
passed per urethram. and retained in situ. Where the 
urine is uninfected and renal function adequate, urethral 


. instrumentation is not used before the patient is on the 


operating-table. 

Operative technique.—The patient having been anæs- 
thetised either with low spinal and ‘ Pentothal’ or with 
pentothal and gas-oxygen, as indicated, a rapid cysto- 
urethr oscopic examination is made to rule out unexpected 
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bladder pathology and to study the exact configuration 
of the gland. The bladder is emptied, and, while the 
surgeon is changing his gloves and gown, the assistant 
prepares the operative’ field—i.e., lower abdomen and 
penis. The penis is covered with a loose sterile towel. 
A mid-line incision is made, starting over the pubis and 
extending upwards 24-3 in., depending on the obesity 


R 


tient. This 
is deepened 
in the usual 
manner and the 
aponeurosis in- 
cised in the whole 
length of the 
wound, Bleeding- 
points are caught 
in hæmostats and 
coagulated with 
the diathermy 
needle. The recti 
are then separ- 
ated in the mid- 
line, and the index 
finger, inserted at 
the lower extrem- 
ity, sweeps the retropubic fat and peritoneal fold upwards. 
A modified Harris self-retaining retractor is then intro- 
duced. The lateral blades keep the recti widely separ- 
ated, and the posterior blade presses the bladder upwards 
and backwards (fig. 1). 

A flexible lamp resting on the pubis is dipped into the 
retropubic space thus opened up, and the distribution of 
the veins coursing upwards on the anterior and lateral 


Fig. |—Retropubic approach to prostate: 
P, pubis; B, bladder; R, retractor. 


- aspects of the prostate is noted, as these appear to vary 


considerably. They are situated in the prevesical layer 
of the endopelvic fascia (fig. 2). The central leash 
arising from the deep dorsal vein of the penis is underrun 
with the boomerang needle and ligated (fig. 3). The 
group on each side is similarly treated. The fat still 


adherent to the lateral aspects of the gland is gently ' 


sponged downwards and outwards, any veins inadvert- 
ently torn in this process being promptly seized with 
hemostats and diathermised. The anterior and lateral 
surfaces of the gland being cleared in this way, a medium- 


sized swab is pushed into each lateral recess. 


With a diathermy knife or no. 15 Bard Parker a 
curved transverse incision, convex downwards, 1 cm. 
distal to the bladder neck,-is made through the pre- 
vesical fascia and true prostatic capsule (fig. 3). Suction 
is maintained to keep the field dry and to enable the 
operator to grasp any bleeding vessels in the distal lip 
with curved Kocher forceps. With these forceps used 
as tractors the 
lower flap is 
undermined to- 
wards the apex 
of the gland 
with Devine’s 
long dissecting 
scissors. The 
Kocher forceps 
b are removed 

after being 
- touched with 

the diathermy 

d needle. The 
upper flap re- 
tracts owing to 
the pull of the 
Cap ASS severed pubo- 
RET UTS Sy al vesical muscles. 

The anterior 
and much of the 
lateral aspects 
of the false 
capsule now being exposed, an inverted-V incision is 
carried down to the adenoma, which is readily recognised 
by its typical whitish appearance. The V-shaped 
flap is elevated, opening up a lozenge-shaped space 
(fig. 4). With the closed curved dissecting scissors the 
lower margins of the lateral lobes are freed from the false 
capsule. The dissection may be continued with the 
scissors, or, aS I prefer, with the finger. For this purpose 
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Fig. 2—-Structures in relation to the prostate: a, 
prevesical fascia; b, true capsule of prostate; c, 
false capsule; d, adenomatous mass; U, urethra. 
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it is best temporarily to remove the retractor. The 
lateral lobes, and when present the middle lobe, are freed 
digitally from below upwards until they present in the 
wound, being attached solely in the region of the bladder 
neck. The pedicle is seized on each side with Kocher 
forceps and the adenomatous mass is detached. with 
scissors or the diathermy needle. The forceps are 
touched with the diathermy needle and removed. In 
one instance only has a steadying finger in the rectum 
been necessary. 

The retractor is now replaced, the field swabbed and 
sucked dry, and the edges of the false capsule secured 
with 4 pairs of Allis forceps. By traction on these and 
suitable manipulation of flexible lamp and sucker the 
prostatic bed is carefully inspected. The two prostatic 
arteries, if not already secured in the pedicle, are easily 
seen bleeding close to the bladder neck at 5 and 7 o’clock. 
They are seized with hemostats and coagulated. Any 
other obvious bleeding vessels are similarly treated. 
This exposure enables one to see tags or small adenomata 
not infrequently left behind during enucleation by any 
route. They are detached with scissors. | 

Bleeding having been controlled, the towel covering 
the penis is then raised and a no. 18 Harris catheter 
passed along the urethra into the prostatic cavity and 
thence guided into the bladder. With the assistant 
steadying the Allis forceps on the margins of the false 
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Fig. 3—Ligation of prostatic veins : 
dotted line x-y indicates Incision 
through prevesical fascia and true 
capsule. l i 

Fig. 4—Exposure of lateral lobes of prostate: a-b-c indicates incision | 
through false capsule; a-b’-c indicates new position of flap raised to 
expose lateral lobes. 


capsule, the operator closes the defect with a continuous 
suture of.no. 0 catgut, using the boomerang needle. 
The transverse incision in the true capsule is then approxi- 
mated over this with 3 or more interrupted no. 0 catgut 
sutures. All obvious bleeding should now have been 
controlled. The lateral recess packs are removed, the 
field is gently swabbed dry of clot and sprayed, ith. | 
sulphanilamide powder, and a small corrugate , drain is 
placed down to the suture line. The sel gretaining 


retractor is removed and the rectus sheath c. psed with 
interrupted no. 2 catgut sutures. The skin isc josed with 
silkworm gut. Bilateral vasectomy is then } prformed. 
The catheter is next irrigated with 1/5000 flav pe to free 
it from any clot it may have collected during i 6 passage 
through the prostatic bed. Four ounces of f pid is left 
in the bladder, and the catheter spigoted. [wo silk- 
worm sutures fix the catheter to the skin of jhe penis. 
A 4-ft. length of sterile tubing with glass co) nexion of 
even bore is then attached to the catheter, the lower end 
of the tubing being spigoted. The operation fime need 
not exceed half an hour, and is often nearer 2 { minutes, 
Postoperative treatment.—Two hours after th | patient’s 
return to the ward the spigot is released’ and pe tubing \ 
placed in a Winchester bottle by the bedside f Only in 
the exceptional case is any postoperative syrin Ing of the 
catheter necessary, for remarkably little blee fing takes 
place into the bladder. During the first few]. purs some 
lood may escape alongside the catheter. t variable 
amount of sanguinous ooze will drain throug]: the lower 
end of the wound during the first 12-36 hours. (Changing 
the dressing 12-hourly is usually adequate. . [he drain 
is shortened an inch after 48 hours, and remo ed on the 
3rd or 4th day. The catheter is withdrawn c: {the 6th- 
7th day. Sutures are removed on the 10th’ pBy.- The 
patient is encouraged to move and turn in bed: cardi 
catheter 


possible and to get up on the 4th day with t 
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spigoted. The postoperative comfort has to be seen to _ 


be believed.: Bladder spasms, so common after the 
classical] prostatectomy, are absent or minimal. Sulpha- 


` diazine or ‘Albucid’ is administered routinely, 0-5 g. 


not been properly ‘carried out. 


6-hourly. preoperatively and for 5 days postoperatively, 
unless toxic symptoms supervene. The patient is Meuelly 
-ready to leave hospital in 14 days. 
J 
E MORTALITY 
There-have been no deaths to date, despite the fact 
that the series represents a consecutive group, at least 5 
being classed as poor risks ; 3 patients had experienced a 
coronary thrombosis before operation, Only 5 had not 
mngersone preliminary catheter drainage. 


POSSIBLE COMPLICATIONS 


Reactionary hemorrhage has not occurred. to date and 
would only take place if the operative hemostasis had 
Minor bleeding in the 
prostatic bed would lead to an accumulation of clot ina 
cavity closed below by the external sphincter, above by 
the undamaged internal sphincter, and anteriorly by a 
firmly sutured incision. This would form a natural 
pee of the cavity. Where the internal sphincter has 

een previously dilated by a large intravesical middle 
lobe competence may not be adequate, and some blood 
will escape into the bladder, rendering the drainage blood- 


stained for 2 or 3 days, but in no instance has this given. 


trouble. 


Secondary hemorrhage inevitably remains a possibility, 


‘but. the minimising of sepsis renders it much less likely 
than after the classical operations, and in only 2 cases was 
it experienced, and that in a slight degree. An indwell- 
ing catheter for 48 hours sufficed. One case was in a 
pea (the first of the series) who had existed on catheter 

ife for 3 years before operation, and had become grossly 
infected, with blood-urea over 100 mg. per 100 c.cm. 
He was also the only patient to date in whom a femoral 
thrombosis developed. The other case was also grossly 
infected before operation. 

Pyelonephritis.—No case has developed, and the rela- 
tive freedom from infection in the bladder postoperatively 
must minimise the likelihood of ascending infection. 


l failure-—One patient with prolonged chronic | 


retention operated on within 36 hours of decompression 
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developed signs of incipient uræmia on the 3rd post- 
operative day, but this rapidly yielded to intravenous 
sodium sulphate. 

Suprapubic leakage.—The only patients who leaked 
urine suprapubically were 3 early in the series owing to 
faulty catheter fixation. 

‘Postprostatectomy obstruction. —It is too early to pass 
a verdict on the incidence, but it seems reasonable to 


believe that it should be lower than after the classical — . 


transvesical approach in that infection of the prostatic 
bed is minimal and the early passage of urine exerts a 
hydrostatic dilating effect. 


INDICATIONS 


The types of case dealt with in the present series of 20 
were as follows— 


Fibrous glands with sclerotic bladder neck. 2 
Calculous prostate .. ia des a 1 
‘Pure lateral-lobe hypertrophy is ei zi Ja 2 
' Generalised hypertrophy 4 13 
Generalised hypertrophy associated with prostatic ‘abscess 1 
Postprostatectomy scarring of prostatic urethra .. as 1 


The technique described is that used in dealing with 
the adenomatous type of gland. It is modified somewhat 
when. attacking fibrous or other types of obstruction. 
In the case of a fibrous gland or sclerotic bladder neck, 
nodules are dissected from each lateral-lobe region with 
scissors, and the posterior aspect of the bladder neck is 
‘ytesected with the diathermy needle. In the-calculous 
i! gland the anterior wall of the prostatic urethra was 
pened to expose the floor, which was then incised to 
~teveal the calculi. In the postprostatectomy scarring of 
ihe prostatic bed a similar exposure was made and the 
ibrous tissue excised. In the case associated with 
tbscess this was discovered accidentally at enucledtion 
f a moderately. large trilobed gland. An indwelling 

atheter had been worn for several weeks. Half an 
vunce of pus. was evacuated. The wound healed per 
rimam. No.case of early carcinomatous gland has been 
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met with as yet where a total prostatectomy seemed to be 
indicated ; but, from the analogy of complete cysto- 
prostatectomy practised through such an approach, the 
operation is obviously feasible and, in my judgment, 

would be easier than by a perineal route. 


ANALYSIS OF CASES ` 


„Á ee M MIM 


Blood- 
9 |9 urea | Nature of | — | 
a _ Preoperative i PEDE, 
g (mg. obstruc- | Postoperative course 
Ò < urinary state per 100 tion . r 
c.cm.) 
1172 Catheter 3 years ; ; |108 >54: Trilobed “| Votan 6th aay ; g 
gross infection ater suprapubic 
leakage; femoral 
thrombosis; =T 
wecks in hospital 
2168) Overflow incon- |LO04 >59 i Voiding 7th day; 
tinence ; 7 days ae © some suprapubic 
; catheter ; poor bea ees : Boor 
general condi- con on; 
tion weeks in hospital 
3173| Overflow incon- | 84 >30 er Voiding 7th day; 
M tinence ; decom- | abscess of. testis ; 
pression: 4 days |. ; | T 5 weeks in hospital 
4174| Acute retention; | 50 >4( | Bilobed | Voiding 7th day; 
P catheter 7 days ; pune Pan 
l on ay; 
discharged 17th 
5|74| Infectedresiduum| 43 | Trilobed | Voiding 3rd. day; 
38 oz. discharged 14th 
6167| Dysuria; fre- 37 és Voiding 6th day; ; 
P quenoy; re- ! discharged 14th 
- giduum 8 oz. 1 
7 |73| Prostatectomy 13 47 Postpros- | Voiding 14th da 
3 weeks earlier; tatectomy detained for eio- 
fistula and atre- obstruc- sure of bladder 
sia of urethra tion fistula 
= 67 Poorman: enron 53 Fibrous Not empty bian 
reten on; ; : cot ay ; 
catheter 5 days discharged 18th 
9164; Acute retention ; 44 Trilobed | Voiding 6th day; 
P catheter 36 hr o! for grivo a 
z e a scharge 
14th l 
1057 Dysuria, fre- 42 i» Voiding 6th day; 
v quency ; TOS discharged 14th — 
duum 90 
11/68 Acuto retention 3 35 Trilobed Voiding Tth day ; 
catheter 3 weeks plus rea or S- 
. ' abscess ohare 14th 
12/66! Admitted for her- 34 Trilobed | Voiding 7th day; 
nia operation ; detained for hernia, 
large prostate ; operation 
few symptoms | 
13/59| Admitted for piles 45 Adenoma- Voiding 7th day; 
M ‘operation ; large tosis detained for hæ- 
prostate; few morrhoidectomy 
symptoms 
14/76 Ezrom dysuria 45 Calculus Volane | 6th d day ‘ 
 and-frequency. . rea or disch 
14th’: remained t til 
l 20th day 
15/57; Acute retention ; 33 Bilobed | Voiding 6th day; | 
y catheter 12 days| | rendy ror eee 
etained for . 
psychiatric study 
16177) Acute retention ; 47 Trilobed Volding 7th day; 
V catheter 8- days | aneree 17th 
` ; aa ay 
17|59| Dysuria ‘well-| 39 Fibrous | Voiding 6th day 
marked; resi- Eee. 14th” 
duum 5 OZ. 
1863| Dysuria and fre-| 37 | Trilobea | a 
P quency; resi- : E 
duum 9 oz. l 
19172) Enormous chronic | 84—66 j ‘Voiding 7th day; 
P retention; dė- 2 discharged 17th 
compression 4 ! 
days | ‘ 
20/76 Hematuria:| 36 | e Voiding 7th day; 


| dysuria | 


P = Private patient. V = patient in voluntary hospital. 
M = Patient in municipal hospital. The municipal hospital group 
were, in general, worse surgical material. 


discharged 14th 
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ILLUSTRATIVE CASEIE-RECORDS 

Case 5.—Aged 74. Prostatic symptoms for many years. 
Large prostate on rectal examination; chronic retention 
amounting to 38 oz. ; indwelling catheter for 4 days; blood- 
urea 43 mg. per 100 c.cm.; poor myocardium ; preliminary 
digitalisation on advice of cardiologist. Retropubic pros- 
tatectomy (operating time 25 min.). 
ing 83 g. Low spinal and gas-oxygen anesthesia. Catheter 
slipped out accidentally on 3rd day. Bladder voided comfort- 
ably an hour later; catheter not replaced, as no suprapubic 
leakage took place ; corrugated drain out on. 4th day, and 
patient allowed out of bed ; residual urine on 10th day 14 oz. 
Patient ready for discharge on 14th day, soundly healed. 


Case 10.—Aged 57. Hourly frequency and diminished 
stream for some months. Moderately enlarged prostate felt 
per rectum ; blood-urea 42 mg. per 100 c.cm. ; no preliminary 
catheter. Retropubic prostatectomy (operating time 18 
min.). Trilobed gland weighing 57 g. Catheter removed on 
6th postoperative day, and easy voiding followed. Patient 
discharged on 14th day, soundly healed, and retaining urine 


for 3 hr. SUMMARY 


A preliminary report of a new operative approach to 
` prostatic surgery is presented. The operation appears to 
be applicable to all types of obstructing prostate.. In the 
20 consecutive unselected cases operated on by this route 
to date there has been no death. The postoperative 
course for patient and nursing staff has been remarkably 
easy and relatively devoid of anxiety for the surgeon. 
My present conviction is that retropubic prostatectomy 
represents a great’ advance in the relief of prostatic 
obstruction. 


Addendum.—Since this paper was submitted for publica- 


tion I have employed the procedure in a further 29 cases. 
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EARLIER trials of penicillin for syphilis, both in the 
United States and in England, have employed the type 
of treatment-course originally adopted by Florey and 
Florey (1943) for such conditions as generalised staphylo- 
coccal infection. This consists of injections given at 
intervals of 3 or 4 hours, day and night, for a week or 
longer. Such a regimen ensures that penicillin is present 
in the blood in bacteriostatic concentrations throughout 
the course of treatment. It has the serious disadvantage, 
however, in the treatment of early syphilis, that it neces- 
sitates admission to hospital. The early syphilitic, who 
may feel and appear quite well, cannot easily be per- 
suaded to spend a week or 10 days in hospital for a com- 
plaint which he wishes to conceal from his associates. 
Further, there are the difficulty and cost of providing 
beds, linen, food, and skilled services, and the loss to 
industry, entailed in confining to hospital large numbers 
of patients well able to continue their daily occupations. 
` Accordingly, it was emphasised by Moore et al. (1944) 
and ourselves (Ross et al. 1944) that penicillin treatment 
of early syphilis would not be appropriate for routine 
civilian practice until suitable ambulatory courses were 
established. Our further clinical trials and related labor- 
atory investigations have therefore been largely oriented 
by these considerations, and our progress is now, sum- 
marised here. 


EARLY SYPHILIS TREATED WITH PENICILLIN 
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A similar view of the treatment of early syphilis with 


penicillin has been emphatically expressed by Lloyd- 


Jones and Maitland (1945), who have reported interim 
results of courses eminently adaptable to large-scale 
civilian practice, the details of which will be re fer rred to 
later, in the discussion of our own results. 


PLAN. OF PRESENT INVESTIGATIONS 


Our aim has been to establish a scheme of treatment 
which not only is feasible without admitting the patient 
to hospital, but also will enable him to continue his daily 
occupation during the course. The number and spacing 
of injections must beadjusted accordingly. The dilemma 
is obvious : penicillin is excreted so rapidly that injections 
repeated every few hours are generally advocated, but 
the special requirements of our case demand long inter- 
vals between doses to allow for working-hours and 
night-time. In the absence of some means of delaying 
penicillin excretion or absorption, as has been attempted 
by the use of diodone (Rammelkamp and Bradley 1948), 
p-aminohippuric acid (Beyer et al. 1944), peanut-oil and 
beeswax (Romansky and Rittman 1944), or albumin 
(Chow and McKee 1945), the obvious tentative solution 
was to counter a reduction in the daily number of injec- 
tions by considerably increasing the dose at each injec- 
tion, in the hope that the higher serum-penicillin levels 
thus produced for a short time each day might compensate 
the very low levels during the night and in working: 

ours. 

To produce really high penicillin blood-levels, main- 
tained for as long as possible under the limiting conditions 
imposed by civilian treatment of early syphilis, we 
determined on a course of three intramuscular injections 
of 600,000 units each, given at hourly intervals on 5 
consecutive days. The patient would thus be required to 
attend the clinic only for 2 hours on each of the 5 days, 
provided he received the first of his daily injections 
immediately on arrival. The total dosage per case over 
the 5 days is 9,000,000 units. This will no doubt arouse 
some criticism on the score of extravagance. We hold, 
however, as was argued in our earlier paper (Ross et al. 
1944), that in trying to find the right dose of penicillin 
for syphilis it is ultimately more economical to concen- 
trate at the outset on relatively high dosage schedules ; 
if these prove satisfactory, then will be the time to find 
out whether lower dosages are equally effective. Towork 
in the opposite direction—.e., to investigate lower dosage 
schedules in the first instance—is unjustifiable not only 
because it courts a high relapse-rate but also because it is 
likely to delay solution of the question. In the event of 
failure it would remain yet to be proved, atthe cost of still 
more penicillin, whether higher dosages were effective. 
In any case, it will not be long before penicillin is so 
plentiful that there will be no objection, on grounds of 
wastefulness, to treating syphilis with the dosages we are 
investigating, and the present time is not too soon to 
determine their value. 

That the eradication of a spirochetal infection demands 
considerably larger doses than suffice merely for an 
initial favourable effect was suggested by our previous 
work on Spirillum minus infections in mice (Lourie and 
Collier 1943). We found that a single subcutaneous 
injection of 10 units cleared parasites from the blood 
temporarily, but 1000 units had to be given to clear the 
blood permanently. With injections repeated hourly 
for 5 hours on 2 successive days, a total of 5-10 units 
sufficed for the temporary effect, but 100-500 units was 
necessary for radical cure. 

The following further investigations were made in order 
to broaden the rational basis for our choice of such high 
penicillin dosages for syphilis before actually testing the 
chosen treatment-course in an adequate series of cases. 

(1) The size of the hourly-injection dose was gradually 
increased, in successive treatment-courses, in a small 
series of patients. The object was, first, to ensure that 
600,000 units given hourly for 3 doses, and repeated daily, 
was safe and easily tolerated. Secondly, we wished to 
record the serum-penicillin levels for. each course, to 
establish that the highest dosage did in fact produce 
the ‘highest level. This has been shown by Fleming 
and collaborators (1944) and others for a lower range 
of doses, but it was necessary to prove the case also 
for the very large doses we intended to use. Obviously, 
if the serum-penicillin levels effected by, say, 200,000 
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units given hourly represent a ceiling which is not appreci- 
ably overto opped by yet larger doses, then it may well be 
contended that these larger doses are wasteful. 

(2) Observations were made on the concentrations of 
penicillin necessary for the destruction of spirochetes in- 
vitro. Spirochata recurrentis was used for convenience 


and on the assumption that the findings might be 


approximately referable to S. pallida. The object was 
to determine if we might reasonably expect the spiro- 
cheetes to be destroyed directly by such concentrations of 
penicillin as are produced in the blood by our treatment- 
course. Relevant observations already made by Eagle 
and Musselman (1944) will be discussed below. 

(3) Experiments were made to determine if with larger 
doses penicillin will penetrate into tissue spaces which 
would not otherwise be reached. This would provide a 
further argument for the use of large doses in treatment, 
since the organisms are to be destroyed not merely in the 
circulating blood but also in all manner of extravascular 
sites to which they may have gained access. To investigate 
this we examined the cerebrospinal fluid (CSF) for peni- 
cillin in man and the rabbit, after intramuscular injection 
of large doses, since it is well known that after moderate- 
sized doses the substance does not penetrate into the 
CSF in measurable amount in the absence of meningeal 
inflammation. 

| §ERUM-PENICILLIN LEVELS 


The penicillin content of blood-serum, obtained during 
treatment, was measured by means of its minimal 


. bacteriostatic concentration, as determined by the 
dilution capillary-culture technique of Feming (1943) 


adapted to a 83-3% dilution-scale. 


Volumes of 50 c.mm. of the diluent (1/10 normal human 
serum in saline) were placed on paraffined slides, 150 c.mm. 
of the test-serum was then mixed with the first of these vol- 


‘umes, 150 o.inm. of the mixture was carried over to the next 


volume, and so on, as far as might be required. In this way - 
serial dilutions of the t&st-serum were obtained, each 33- 3% 
higher than the one before, as follows (starting with an 
undiluted specimen): 1/1, 1/1:3, 1/1-8, 1/2-4, 1/3-2, 1/4-2, &c. 
The volumes were then sown with 5-0 c.mm. of a I /400,000 
dilution of a 24-hour broth-culture of the Oxford H strain of 
Staphylococcus aureus and incubated in capillary tubes at 
37° C for 24 hours. For greater accuracy in determining the 
end-points the capillary tubes were examined under a dissect- 
ing-microscope rather than with a hand-lens. The tests were 
set up on the day the sera were ‘obtained, or, in a few cases, 
after keeping overnight in the refrigerator (it was confirmed 
that there was no appreciable loss of bacteriostatic power 
during such overnight storage). A standard penicillin-saline 
solution (1500 units per ml.) was kept in the refrigerator, and, 
with each lot of sera tested as above, a sample from this 
standard, suitably diluted in 1/10 serum-saline, was also- 
examined for bacteriostatic power by exactly the same 
technique. 

In 56 consecutive examinations of the standard the minimal 
bacteriostatic concentration of penicillin in the sample was in 
27 instances 0-071 units per ml., and in the remainder as 
follows: 13 findings of 0-095, 14 of 0: 053, 1 of 0-126, and 1 of 

‘040 units per ml. That is, the end-point was found in about 


Fig. |—Scatter-diagram of 100 serum- 
penicillin levels after intramuscular 
injection of 30,000 units of penicillin. 
Specimens obtained daily from 4 
patients during a [0-day course of 

Curves show 

average levels and ranges of variation. 


3-hourly Injections. 
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Fig. 2—Serum-penicillin levels during hourly intramuscular injections 


of 100,000, 300,000, and 600,000 units of penicillin, compared with 
average levels and ranges of variation during first hour after injection 
of 30,000 units. 


half the observations to be in the capillary tube representing 
0:071 units per ml., and in nearly all the remainder in one or 
other of the two adjoining capillary tubes, representing con- 
centrations 33-3% higher and lower. Therefore, by multiply- 
ing the values found for the bacteriostatic titre of the test- 


-= serum by 0-071, figures were obtained for concentrations of 


penicillin in the serum, in units per ml., with roughly even 
chances of a maximal error of about 33- 3%. 


Attention is drawn here to a fallacy, in computing 
penicillin concentrations by this method, due to the fact 
that penicillin is partly inactivated by pure serum, as 
pointed out by Bigger (1944). The effect of this is that, 
whereas the minimal bacteriostatic concentration of 
penicillin by our technique is 0-07 units per ml. when 
diluted in 1 in 10 serum-saline, it is. about twice that - 
figure when diluted in pure serum. Ifa patient’s serum- 
penicillin level is very low, and anattempt is being madé 
to measure it by observing an end-point of bacteriostasis 
in a series of dilutions of that serum in 1 in 10 normal 
serum-saline, the end-point will be within the first few 
capillary tubes, and in these the total serum concentra- 
tion will necessarily be substantially more than 1 in 


10. Since the minimal bacteriostatic concentration of 


penicillin in such a medium would be somewhat above 
0:07 units per ml., a factor correspondingly above 0:07 © 
should really be used to calculate the penicillin content 
of the patient’s serum from its bacterio- 
static titre. We have determined, however, 
in a series of control experiments, that this 
error does not affect the greater part of the 
case presented below, since we are dealing 
mainly with relatively very high serum- 
penicillin levels, and the error (to a maxi- 
mum of about 100%) affects only those 
concentrations estimated at less than about 
0-25 units per ml. 

The serum-penicillin vek afterany given 
dose are subject to variation not only as 
described above but also because of varia- 
bility in the speed with which penicillin is 
absorbed and eliminated in different people 
and after different injections of the same 
dose in the same person. To obtain an idea 
of this variability, 100 serum-penicillin esti- 
mations were made in 4 patients at different 
times during a 10-day course of 3-hourly 
„| intramuscular injections of 30,000 units. 

: The patients all had secondary syphilis, but 
no. other pathological condition was recog- 
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nised. The estimations were carried out at one or more 
of the following periods after the 10 Am injection on each 
day of treatment: 74 min., 15 min., 4 hr, 1 hr, 2 hr, 3 hr. 

It was found that the variations of serum-penicillin 
levels between one patient and another were no 
greater than in the same patient after different injections, 
and that there was no tendency for the extreme levels, 
maximal or minimal, to occur either ‘at the beginning 
or at the end of the 10-day course of treatment. 
The results are therefore to be regarded as representa- 
tive of the levels which might arise in different subjects 
(with normal kidney function), or in the same subject at 
‘different times, after an intramuscular injection of 30,000 
units. uninfluenced by any cumulative effect of previous 
injections. The findings are presented as a scatter- 
diagram in fig. 1, on which are drawn curves to show the 
average serum-penicillin levels and the ranges of variation 
of these levels. The general trend was a steep rise to a 
a of about 1-75 units per ml. in the first } hr, followed 

y a more gradual decline to about 0-35 unit at 1 hr, 0:1 
unit at 2 hr, and a still lower figure at 3 hr. The range 
of variation was greatest at the peak period—i.e., 4 hr 
after injection—when 1 of 12 observations was as high as 
4-0 units, and 2 were only 0-71 perm). At 1 hr the range 
(36 observations) was 0-12-1-2 units, and at 2 hr (7 
observations) less than 0:07-0:23 unit per ml. 

Having established these figures as a standard repre- 
senting the averages and ranges of serum-penicillin levels 
referable to a single intramuscular injection of 30,000 
units, we next obtained figures for levels during treatment 
by hourly intramuscular injections of doses increasing, in 
successive cases, to a maximum of 600,000 units per dose. 
The courses are detailed below; so comment is here 
limited to the serum-penicillin findings. Fig. 2 shows (1) 
the levels during the first 2 and 3 hr in 3 cases treated 
with 100,000, 300,000, and 600,000 units hourly, and (2), 
as the standard of reference, the average levels and 
ranges of variation during the Ist hour after a single 
intramuscular injection of 30,000 units. The largest 
ae up to the limit tested, produced the highest 
evels. 

The differences between the curves are evidently con- 
ditioned much more by the differences in dosage, than by 
the chance variability of random injections of a dose of 
uniform size. It is true that the curve for the lst hr, in 
the case treated with 100,000 units, although above 
the average for 30,000 units, falls within the range of 
variability for the latter dose. Levels as high as those 
produced by this particular random injection of 100,000 
units might therefore have been produced by chance after 
a dose of 30,000 units. However, the still higher levels 
produced. by still larger doses are increasingly outside 
the range of variability associated with doses of 30,000 
units and therefore are correspondingly less likely to be 

roduced by chance after injection of 30,000 units. The 

ighest point reached during injections of 100,000 units 
was 4:0 units per ml., and during injections of 300,000 
units 7-1 per ml. ; while the highest point of all was ł hr 
after the 2nd injection of 600,000 units, when 23 units 
per ml. was registered. 7 

In the case treated with 600,000 units given hourly for 
3 doses, two further serum-penicillin estimations were 
made at 54 and 6} hours after the 3rd dose, when 0:23 
and 0-09 unit per ml. were found. If, then the curve (fig. 
2) for hourly injections of 600,000 units were continued 
to these points, it would be safe to conclude that the 
treatment led to serum-penicillin concentrations as high 
as 5-20 units per ml. for a total of certainly 3, probably 
4, and possibly 5 hours. We made no estimate of the 
time that penicillin remained in the body in detectable 
amounts after these injections, but Lloyd-Jones and 
Maitland (1945) found that, after a single intramuscular 
injection of 500,000 units, it could still be shown in the 
-blood 13 hours, and in the urine 25 hours, later. 


ACTIVITY OF PENICILLIN ON SPIROCHZTES IN VITRO 


Spirocheetes from the heart’s blood of a mouse heavily 
infected with S. recurrentis were incubated at 37° Cin 
test-tubes containing various concentrations of penicillin 
in a clear fluid found to be suitable as a supporting 
medium for these organisms. It is not possible to culture 

. the spirochetes in this medium, and viable forms cannot 
be recovered after incubation at 37° C for more than 48, 
or occasionally 72 hours. However, the number and 
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viability are not significantly impaired during 8 hours, 
the limit of the in-vitro incubations described below. | 
The medium consists of equal parts of fresh unheated 
rabbit serum and 6:25% rabbit red-cell solution, the latter 
having previously been prepared by laking 1 volume of 
defibrinated rabbit’s blood in 14 volumes of distilled water, 
adding 1] volume of 13-5% sodium-chloride solution, centri- 
fuging, and discarding the deposit. | 
The spirochetes were separated from the red cells of the 
mouse’s blood by stirring the blood with a narrow glass rod 
in a Kahn tube to defibrinate it and then centrifuging at 
sufficient speed to throw down the red cells but -not the 
spirochetes. The supernatant fluid, containing spiro- 
chetes, was then pipetted off and implanted in the solutions 
of penicillin in the supporting medium, in the amount of 
0:025 ml. of supernatant fluid to 2:7 ml. of medium per 
test-tube. | : 
Spirochete counts were made by a method which can give 
only a very rough approximation of the true figure. A 
small amount (say 0-025 ml.) of the supernatant cell-free 
mouse plasma containing spirochetes, obtained as above, 
was mixed with an equal amount of mouse blood of known 
red-cell content. Thin films were then made on slides, 
stained with Gurr’s Negative Stain, and the relative num- 


`. bers of spirochetes and red cells estimated by microscopical 


examination. Since the red-cell concentration is known, a 

simple calculation will give the approximate spirochete 

count in the material used. 3 

After varying periods of such incubation òf spiro- 
chetes at 37° C in penicillin-containing medium, volumes 


were withdrawn and inoculated intraperitoneally into a 


series of mice, 0:45 ml. per mouse, as a test for viability 
of the spirochetes. These test-inoculations give rather 
more than an all-or-none answer—i.e., resultant infection 


‘or lack of infection, denoting survival or destruction of 


spirochetes—since by observing the incubation-period 
(the time between inoculation and appearance of para- 
sites in the blood) in those miee which do take the 


infection, a rough estimate may be obtained of the 


amount of damage which has been done to the spiro- 
chetes by the penicillin in vitro. This estimate is 
arrived at in the following way. | 

With our strain of S. recurrentis the incubation-period 
in mice, in relation to numbers of normal spirochetes 
inoculated intraperitoneally, has been found to be 


approximately as follows : 


Spirochetes inoculated Incubation period 


‘> 500,000 a ya 1 day or less 
25,000-500,000 .. ii 2 days 
500—25,000 a i 3 days 
<500 | 4 or 5 days 


If, for example, 50,000 spirochetes (which normally 
produce an incubation-period of 2 days) were in contact 
with penicillin in vitro, and on subsequent inoculation 
give an incubation period of 4 or 5 days (corresponding 
to the inoculation of less than 500 normal spirochetes), 
the damage caused to the parasites by the in-vitro 
procedure must have been equivalent to more than a 99% 
reduction in their number. | 

In control experiments we confirmed that, with the 
penicillin concentrations of these experiments, intra- 
peritoneal injection of the small amounts of penicillin 
included in the test-inoculation of spirochetes are alone 
insufficient to affect the incubation-periods significantly 
—i.e., the damage to the parasites, reflected in the prolong- 
ation of incubation-periods, was caused by the in-vitro 
contact with penicillin and not by an in-vivo effect of 
the small amounts of that substance incidentally injected. 
The following is a typical example of these experiments. 


The density of spirochetes in the supporting medium con- 
taining penicillin was about 125 perc.mm. On inoculation of 
0-45 ml. of this into each test mouse the number of organisms 
would therefore be about 56,000, normally resulting in an 
incubation-period of 2 days. However, after the in-vitro 
exposures to penicillin, followed by inoculation of the same 
amounts (0°45 ml.), the incubation-period in some of the mice 
was 5 days or more, equivalent to the inocnlation of less than’ 
500 normal spirochxtes, and hence indicating a destructive 
action on more than 99% of the organisms in vitro. The 
results may be summarised as shown in the following table. 


It seems, then, that our tentative treatment-course for 
syphilis, producing serum-penicillin levels of 5-20 units 
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per ml. for 8—4 hours, should be adequate on each of the 5. 


days of treatment to destroy more than 99% of the spiro- 
cheetes present, in so far as serum-levels are any indication 
of the concentrations reached in the body generally, and 
in so far as findings with S. recurrentis are referable to 


SUMMARY OF RESULTS 


_ Ponien concentration (units | 1000 | 100 | 10 | 2-5 | 0-62 | 0-16 
Duration of contact in vitro e 
than oso, to destroy more í 
than 98% of spirochætes (hr) | <2 <2 | <2/2-4/| 6-8 | >8 


S. pallida, although admittedly both these qualifications 
are highly arguable. Lower levels than about 5 units 
per ml. would be inadequate to deal with the spirochetes 
during any span of time over which such concentrations 
could be continuously maintained by any course of treat- 
ment adapted to the needs of civilian practice—in the 
absence ofspecial methods to delay absorption orexcretion. 

These experiments therefore support the desirability 
of some such scheme of high dosage as we have provision- 
ally adopted. They are more encouraging in this respect 
than the findings of. Eagle and Musselman (1944), 
working with the Reiter and other non-pathogenic strains 
of S. pallida. These workers found that penicillin is 
highly spirocheticidal in vitro—some activity was 
_ demonstrated at a concentration even as low as 0-01 
units per ml., and 0-1-0-25 unit per ml. rendered more 
than 99% of the organisms non-viable within 12 hours— 
but higher concentrations than 0-1—0-25 unit per ml. did 
not appreciably accelerate the effect. These higher 


concentrations apparently rendered only about 92-95% - 


of the spirochetes non-viable within 4 hours, irrespective 
of the number of organisms initially present. In our 


own experiments, however, such higher concentrations 


did considerably accelerate the destructive process, since 
the time required to render more than 99% of spirochetes 
non-viable on exposure to concentrations of 0:16, 0-62, 


2-6, and 10 units per ml. was. more than 8 hr, 6-8 hr, . 


` 2-4 hr, and less than 2 hr respectively. ; 

- Our observations therefore do not support Eagle and 
Musselman’s suggestion that increase in the size of 
individual injections, beyond that necessary to maintain 
an effective spirocheticidal concentration, may have 
little effect on the rate at which the spirochetes are killed, 
and thus on the end-results of treatment, a point of view 
which, incidentally, is paralleled by Garrod (1945) in 
regard to bacterial infections. _ l 

There is one respect in which apparently no advantage 
results from increased dosage. The spirocheticidal 
action of penicillin is shown in our experiments to be 
increasingly rapid with increasing concentration of the 
compound, destruction of more than 99% of organisms 
being taken as the measure of lethal effect; but for the 
destruction of all the spirochetes present in vitro even 
the highest concentration tested, 1000 units per ml., was 
insufficient during a period as long as 8 hours. Infec- 
tions did eventually develop in mice inoculated with 
medium in which spirochetes had been in contact with 
this concentration of penicillin for this length of time. 
The incubation-periods were, however, considerably 
longer than 5 days, indicating. substantially more than 
99% destruction of the parasites as a. result of the 
in-vitro ' procedure. In three such experiments the 
incubation-periods were 8, 8, and 15 days. Evidently 
those few parasites which survived contact with the 
i pon oa in vitro were severely damaged, since. the 

ongest incubation-period after a minimal infective 
inoculum of normal spirochætes is only 5 days. i 

Although we may therefore expect the penicillin 
concentrations produced by our treatment for ae 
to destroy the vast majority of spirochetes in the body 
by direct action, it seems possible that a very small 
remainder would defy the action of concentrations 
far in‘ excess of even those produced by our very high 
dosages. In the case of our strain of S. recurrentis, which 
produces a fulminating infection in the mouse, this host 
-is-seemingly unable as a rule to contribute the small 
additional effort necessary to destroy the few spiro- 
chætes which resist the direct action of very high 
concentrations of penicillin. In man, where the natural 
powers of defence against S. pallida are stronger, it is 
perhaps legitimate to hope that, during our course of 


. treatment, the body defences may Po sufficiently 


active to eliminate the small remainder of spirochætes 
which may survive the impact, repeated on 5 successive 
days, of concentrations capable of destroying directly the 
vast majority of organisms present. 


PENETRATION OF PENICILLIN INTO CEREBROSPINAL FLUID - 


To determine whether penetration of penicillin into the 


. CSF can be induced by injection of sufficiently large 


doses, the following observations were made in the rabbit 
and in man. : 


Rabbtt.—Three rabbits, weighing about 2 kg. each, were 
injected intramuscularly with 1000, 10,000, and 100,000 
units per kg. of body-weight ; and 4 hr later their blood- 
serum and CSF were examined quantitatively for penicillin 
by the capillary-culture technique described above. 
Man.—Three persons with presumably normal meninges 
(cases of gonorrhea) were injected intramuscularly with 
200,000 units, 600,000 units, and three injections of 600,000 
units at hourly intervals. An hour later their blood-serum 
and CSF were examined as above. ` 


TABLE I-—-BAOTERIOSTATIO POWER OF BLOOD-SERUM AND 'OSF 
AFTER INTRAMUSOULAR INJEOTION OF PENICILLIN 


Dose (units) Bacteriostatic titre 


Time since 
Per kg. 
Total body- | , Peers | Serum CSF ~ 
weight of 3 doses) 
| 1000 | 40 | Nono 
Rabbit 10,000 $ hour 133 None 
100,000 562 1:8 
(approz.) 
200,000 3200 32 None 
600,000 10,400 ” 1 hour 75 Nono 
Man i , 
600,000 | 10,200 133 1:0 
hourly for x 3 ; 
3 doses 


The results are given in table 1, which shows that a 
sufficiently high intramuscular dosage of penicillin, 
followed by a correspondingly high serum-penicillin 
level, does lead to the penetration of measurable amounts 
of penicillin into the CSF. The dosage required is, 
however, very high indeed. Even as much as 10,000 
units per kg. of body-weight, both in the rabbit and in 
man (a total of 600,000 units for the latter), did not suffice 
for the appearance of appreciable penicillin in the CSF 
4 or 1 hr later. In the rabbit a single injection’ of 
100,000 units per kg. (equivalent to a single dose of about 
6,000,000 units in a man of average weight) led to only a 
relatively minute penetration into the CSF in 3 hr. O 
such dose was tried in man, but three injections of 
600,000 units at hourly intervals—i.e., the daily routine 
for our selected course—when investigated an hour 
after the last dose, also led to a very slight penetration 
into the CSF, to a concentration well under 1% of that in 
the blood-serum, the latter being 9-4 units per ml.—i.e., 
the bacteriostatic titre, 133, x 0:071 (see above).* The 
very high dosages required to produce even the slightest 
penetration into the intrathecal space, chosen as a type 
for tissue-spaces which are ordinarily inaccessible to 
penicillin, illustrate the need for massive injections, if 
spirochetes which may be sheltering in such spaces are 
to be reached at all. This argument must not be under- 
stood to suggest that the intrathecal space in particular 
is an elective site for spirochetes in early syphilis. 


‘PRELIMINARY RESULTS OF TREATMENT 


' The various types of treatment-course, leading up to 
our eventual choice of 600,000 units hourly for three 
doses on 5 successive days, are set out in table 1m, with a 
record of changes y produoer in the blood-Wassermann 
reactions. The only cases omitted from this table are 

those followed up for less than 8 weeks. a 
All injections were intramuscular, in the gluteal region, 
the maximal individual dose, 600,000 units, being dis- 
* Since this was written, a similar report by McDermott and Nelson 
| (1945) has reached us. They demonstrated only 0-02 unite 

~. per mi. in the CSF of patients, without meningitis, wh 


who had 
. received one or two intramuscular injections of 300,000-500,000 
units 3—4 hours previously. 


z 
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TABLE II—CHANGES IN BLOOD WASSERMAN -REACTION AFTER VARIOUS FORMS OF TREATMENT WITH PENICILLIN 


| 


Treatment-course | 


ee 


! 
| 


Eet oe 


WR Results 


| Total | T = : 
; 11 Type Casei o 4 M 
E Dur- | No. of dosagejof case| No. Es Weeks after treatment 
and spacing | ation injoc- | mn | mi Be ae oe 3 | KO a e ae a, Ail cede 
. (units) anita), l, BE] 1|2]3 /4 . 5 | 6 z | 8 |10 |12 | 14 | 16 | 18 | 20} 28 | 32% 
! i (ee ee SS eee mn pen mee on nt aa ———. a aa 
| goo a) 40] 20:2 | 5| | 10| 10) +| + =i 5) &] & 
30.000 10 | 80 r 24 ; 8 Ljteitt 40| 20, 20. 10, 2. j bi 5 - i 
. ce es 2 80! 40| 40| 10' +i +| + a T 
PRONTI S: 3 | 3 ttio) so] so; ..: Bal L NNI = = ve # | 20) 2H. in. 
| : | Z i 4 leet tle t — |.: | = | = | -*/240 | 200 | 160 |70}: ve dies pee | 
| ~ ee a ee ee 
30,00 l 4 1-2 R : 4/170] 70; GO} 15 5. +j + -j| .. -= | æ | æ | æ | = | — | = |= 
ue E EEE AE & for —* 34) 2al 20) 50t ia ae 
2 | 2 ! 3 | 6 | 360 360 | 200 | 200 160 | 120 | 80 80 |1001 -80| 40! 80% .. tusis .. 
Sony a dics : | s | 7 j100 100| 40} 50: 30; a 10 iô | 23; 10) 20 60) 40 | 30; 20 | 20 | .. | 
100,000 2hr 12 12) » | 8j++|.. | 40] 25 20, alae 30 | 30| 20 20 | 30 30 | 60 60 | ia 

hour i ! À 
150.000 > Shr; 8 | 1-2 ! an E z | 60) 40; 20 | 15 :40*f arr ees i | cas Wes | a hawd aa | ee 

hourly a | a oe eee ft E OES a 

R 5| 50| 60) 20| 20; .. | 20! 15 | 10 | 10 | 10 | 15| 30; 40 | 30% .. |.. j | 
ae ; Aaye “hd at S | 10 |100}120) 60| 20 | 40} .. | ene oe ee | ‘fs 240°) ejej. 
rae Pe a | oT) | 12 500 200 .. se \ se | . 20 15 40 ee s oe oe ee ee 
daily oat 24 4-8 R | 9; 40/../. 20 | 20 | 5 | 10 | 10 : 5 | 2h) = | = | -| æ p= | 
300,000 ið 4 days! 32 96 ' 8 13 | 80 i 40; 30 20 | | 15 | 15 5) +] + | £ -j| = D aa = 
10urly, i | i E 
AM to l PM i | l | T | 
and 4-7 PM | | | i | 
! | | cdc herr ees ha a et er i a, 

600,000 5 days; 15 | 9-0 P 18 40 . ee 7 ie . - oe . = oe >, @ . =m = ee ' oo 
hourly for 3 | oe: 2 I0 elke tise | 15 a = ..[../—]..]— | eee eee 
doses daily | 5” 33 205.. ee . = a one _ | Š . 

; à | ant 
wat S 19) so] eo aol ata p gt faa T] ps eee PR ae 
++ = strongly a aie ote AOU ea es, e IO a | At ge] lene is A =j j 

positive aeon an » 1951 80] Go! 30]: 20; 15132; a Zin aa n aSa 

+ = positive l . » | 26 |320/160/ 80 60 | es | oe oe 20; .. 5 2h) 2h «6 | me] ee | =f- 

+ = doubtful See me DENIC ea pee ea we hate ee r : | re er ee | as 
= -e = negative coimnlenicnt o 9 28 80 ee ee oe | 10 | ° . » me . my qu ee ee = i ee oe “ee 

Tests mad ith! P O 160 "30 bo 40 20 | ee Clee eee aol ca | : 
* es sma ewit | »9 i i 4 . t ae a=. . = ee oe ee i ee ae ee 
Figures show varying dilu- ,, 3l i+ +l.. 40) as] es | ee oe | 5 | 23! .. - ee om i 4. 
highest dilution } tions of serum | ,, 34 : 160| 80 ee eae 15 wie | Boe es — ee ee 
giving a positive ) and a constant |} 35 120 are a a a et pad I atl! ec eee: a a a AP ye Ma a T aa aa 
reaction amount of | 29 36 120 120 40 20 oe ee se 10 j ae >» - ee -_ oe = . ee 
complement. | ss 37 1120 em es 30 A ne os wm | Cy os ee | ee = | on ea á 
| | ! 
Bi TE e a e cl TA E aes 
P = primary. S = secondary. R = re-treated. * Clinical signs reappeared. t Treated with penicillin a second time. 
. | Case 1: 36, 40, 44, 52, and 60 weeks after treatment. 
t Negative results were J Cases 2, 4 (dose 30,000 units hourly), and 9 (dose 200,000 units hourly): 36 weeks after treatment, 
obtained in— Case 3: 36, 40, 52, and 60 weeks aftcr treatment. l E 
(Case 13: 36 and 44 weeks after treatment. 
solved in about 5 ml. of water. Ina few cases, to mini- relapse some 3$ months after treatment. One of the 4 appar- 


mise pain, a preliminary intramuscular injection of 0-5 
ml. of 1% procaine was administered, the needle then 
being left in situ for the penicillin dose to be given about 
4 min. later. However, even without this precaution the 
injections were easily borne; there were no adverse 
after-effects, and patients found that they could conveni- 
ently present themselves for treatment as outpatients. 
A curious feature in patients treated with very large 
injection-doses was that, contrary to general experience 
after smaller doses, Herxheimer reactions were inconspi- 
cuous (as noted also by Lioyd-Jones and Maitland 1945). 
_ Further details of these clinical trials, which were all 
confined to primary and secondary syphilis, will be 
described in another paper, and only a summary will be 
given below. | | 
With all the types of treatment-course tabled the 
immediate results were excellent, as judged by rapid 
disappearance of spirochetes from surface lesions (always 
before the 2nd day’s treatment) and clearing of signs and 
symptoms. Further evaluation of these treatments will 
necessarily be only provisional, pending many years’ 
observation and treatment of many more cases, and 
depending meanwhile on repeated serological tests and 
the short-term relapse-rate. The present position (see 
table 11) is as follows (in all cases where the Wassermann 
reaction is recorded as negative this was supported by a 
negative Meinicke reaction) : ~~ : 


The later history of our first 4 patients with secondary 
infection (Ross et al. 1944), treated with 30,000 units 3-hourly 
to a total of 2,400,000 units in 10 days, has been satisfactory. 
They have been under observation for well over a year, and all 
are clinically and serologically well, although in one case the 
blood Wassermann did not become consistently negative until 
9 months, and in another there was a transient serological 


ently became reinfected about 2 months after treatment. He 
then responded well to re-treatment with 30,000 units hourly 
for 40 hours, after which his serum became Wassermann- 
negative in 8 weeks and has remained so to 9 months, the 
limit of observation. | | 
Treatment-schemes comprising hourly injections of doses 
ranging from 30,000 to 150,000 units, to a total of 1,200,000 
units—i.e., lasting only 40 hours for the smallest dose- 
schedule and 8 hours for the largest—were unsatisfactory. 
Of 6 cases so treated only 1 responded satisfactorily ; this 
was the successful re-treatment, referred to above, of the 
patient who had become reinfected 2 months after receiving 
30,000 units 3-hourly for 10 days. Of the remaining 5 
patients 3 relapsed clinically in 6-16 weeks, and in 2 the 
Wassermann reaction was still strongly positive 7 months 
after treatment. | Se ees 
Hourly injections of 200,000 units for 6 doses daily were 
ineffective in 3 cases treated in this way for 2 days (total . 
2,400,000 units). However, in the one case where the treat- 
ment extended over 4 days (total 4,800,000 units) the response 
was satisfactory, and an equally good result was obtained 
where the individual dose was 300,000 units, administered $ 
times during the light hours of the day, to a total of 9,600,000 
units in 4 days, the latter patient giving birth 44 months after 
treatment to a healthy child whose Wassermann reaction has 
remained nogative during 6 months’ observation. The 
favourable progress of these 2 cases was a considerable 
encouragement in our search for a satisfactory form of treat- 
ment which should not necessitate injections during the night. 


The eventual treatment-course of 600,000 units hourly 
for 3 doses on 5 successive days proved highly successful. 
In the 3 cases of seropositive primary infection treated in 
this way the antibody titre fell rapidly, reaching zero in 
5-7 weeks or less. In secondary infections serological 
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reversal was naturally slower but was achieved in 8-20 _. 


weeks in all of 14 cases. 

The uninterrupted downward course of the quantita- 
tive Wassermann reactions in all the cases treated by 
this method is highly encouraging, contrasting with the 
upward or irregular direction eventually assumed in other 
cases recorded in the table, unsuccessfully treated by 
other regimens. Judged by the trend of the quantitative 
Wassermann reactions, this system of penicillin adminis- 
tration might be tentatively regarded as more hopeful 
- than the original scheme of 30,000 units 3-hourly for 10 


days, since after the latter treatment in 2 cases out of 3 


(the 4th becoming reinfected at an early date) the reaction 
temporarily became more strongly positive, or returned 
to positive, before finally seftling down to a sustained 
negative. , 

At the ` present stage we certainly do not advocate 
this precise form of penicillin treatment for general or 
routine adoption, but the results, together with those 
reported by Lloyd-Jones and Maitland (1945), do at least 
show that some such ambulatory scheme, involving a 
very few injections daily—perhaps even a single injection 

a day—will prove to be effective in the large-scale treat- 
Tent of early syphilis in civilian practice.t Lloyd-Jones 
and Maitland gave a single intravenous or intramuscular 
injection of 300,000 or 500,000 units a day to a total of 
2,400,000-5,000 ‘000 units. Of 65 cases treated by the 
intravenous method (40 followed for 3-8 months, and 25 
for less than 3 months) there were 4 relapses, 7, 9, 9, and 
15 weeks after the end of treatment. It seems likely that 
a higher dose per injection, o or a higher aggregate. dosage, 
will give better results. 


SUMMARY 

It is amn emphasised that penicillin treatment of 
early syphilis will not be appropriate for routine 
civilian pr practice until suitable ambulatory courses are 
established. 

Reasons, supported by laboratory experiment, are 
given for the tentative choice of an ambulatory course 
of 600,000 units intramuscularly every hour for 3 doses 
on 5 successive days, although authoritative opinions are 
opposed to such a high dose at each injection. 

Our earlier work .on penicillin in Spirillum minus 
infections of mice demonstrated the curative value of a 

dose per injection, as against the merely temporary 
effect of a lower dosage. 

Under the. conditions of our in-vitro experiments with 
Spirocheta recurrentis, more than 99% of the organisms 
are destroyed at 37° O by contact with 2-5 units of peni- 
cillin per ml. for 2—4 hours ; at higher concentrations the 
lethal action is more rapid. Three intramuscular injec- 
tions of 600,000 units at hourly intervals give rise to 
serum-Penicillin levels of 5-20 units per ml. for 3-4 

ours.: / 

Although penetration of penicillin into the CSF cannot 
be shown (in the absence of meningitis) after intramuscu- 
lar injection of the doses commonly used in standard 
schemes of treatment, some penetration is demonstrable 
after 3 doses of 600 ,000 units at hourly intervals. This 
supports the thesis ‘that such large doses are necessary 
to ensure that penicillin reaches tissue spaces into which 
it doés not freely penetrate, and where spirocheetes may 
be sheltering. 

Preliminary results of treatment with 3 doses of 600, 000 
units at hourly intervals, given on 5 successive days, are 
excellent. In all of 17 cases of primary and secondary 
infection symptoms and signs rapidly disappeared and 
the blood-Wassermann reaction quickly became negative. 
It is premature to recommend adoption of this regimen 
for routine use, but some such ambulatory scheme may 
confidently be expected to prove suitable for the large- 
scale treatment of syphilis in civilian practice. 


‘Invaluable assistance has been provided by the Penicillin 
Clinical Trials'Committee (secretary, Prof. R. V. Christie) 
of the Medical Research Council, through whom supplies of 
penicillin were received ; Dr. F. Glyn-Hughes, MO in charge VD 
wards ; Dr. C. McGibbon, assistant VD officer ; Mr. R. Ousby, 
SRN ; and Bister Fryer, Belmont Road Emergency Hospital. 


t The cautionary note should be stressed, since a serological relapse 
has occurred in one of the 14 secondary cases, while this paper 
hag been in the press. 
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EFFECT OF LARGE DOSES OF ALKALI 
ON KIDNEY FUNCTION 
ARMY MALARIA RESEARCH UNIT,* OXFORD 


THE investigations described here were undertaken to 
study in normal subjects the effects of the intensive 
alkali treatment that is still. being recommended in 
blackwater fever, incompatible blood-transfusion, and 
crush syndrome. For instance, the Medical Research 
Council (1944) recommended that in the treatment of 


wound shock “ all cases should be given sodium bicarbon- 


ate 7 g. (2 oz.) ” (sic) ‘* hourly by mouth until the urine 
turns red litmus blue, but not for longer than 24 hours ” 
(italics are ours). 

Intensive alkali therapy of this kind is accompanied by 
dangers, and its efficacy is open to question (Maegraith 
and Havard 1944). The results of the experiments 
described in this paper show that alkali, administered for 
24 hours to normal subjects at less than half the rate 
recommended above, produces sodium and water 
retention and disturbances of renal function, which 
become well-marked if the alkali is continued for 72 
hours, 

EXPERIMENTAL 

Alkali was given to three normal men in the following” 
doses : sodium bicarbonate gr. 60, sodium citrate gr. 60, 
aq ad. 1 oz. Sig. 1 oz. 2-hourly. Two subjects remained 


on this course for 3 days, the other for one day only. 


The course was continued at night, so that 12 doses were 
given in the 24 hours. A fourth subject was given a 


' similar course containing an equivalent amount of sodium, 


in the form of sodium chloride. 

Observations were made on the renal function, the 
acid-base balance, the electrolytes of the serum and urine, 
and the degree of hemodilution and water retention. 
Control observations were made on each subject immedi- 
ately before the experimental period and sometimes 
afterwards also. 

RESULTS 


The results are shown separately for each subject in 
tables I-Iv. More complete protocols may be obtained 
if required from B.G.M., Liverpool School. of Tropical 
Medicine. Each day is reckoned from 10 am. The 
CO, dissociation curve for whole blood from subject 1 is. 
shown in the accompanying figure. | 


- DISCUSSION 


Dosage: — The dosage given to the subjects of these 
experiments was high, but doses of this magnitude have 
been given in blackwater fever (Smith and Evans 1943) ; 
and, as pointed out above, much larger doses of sodium 
bicarbonate -have recently been recommended. im crush 
injuries. 

Renal Function.—The glomerular filtration-rate was 
measured by the inulin clearance, and the effective plasma- 
flow by the diodone clearances (Smith et a]. 1938, Alpert 
1941, McCance et al. 1944, Cole 1944). The effect of this 
course of alkali was to increase temporarily the glomeru- 


; Majors G. M. Brown, K. N. Irvine, 


* Lieut.-Colonel B. G. Maegraith ; 
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TABLE I— EFFECT. ON SUBJECT l OF SODIUM BICARBONATE GR. 60 AND SODIUM CITRATE GR. 60. GIVEN . `- 


e—a iaaa ee ae ae — 


19 
Blood-urea mg. por ee c.cm. 5% 
Clearances (c.cm. í Muin . . : -> 
per min.) IUreae . i 
Filtration fraction : Inulin, 'aiodone o% 
Serum CO, (vols. H) a i 55:9 
Blood GOs wae. 8. vo) oe ee ee 
Alveolar CO, ( g. 41:3 
Arterialised blood. (pH) 7-400 
Bicarbonate n 25-6 
Serum (mille-equiva- j nioriae és 110 
lents per litre) Sodium <3 ave ae 140 
¡Potassium ia ea ea 5:3 
Bicarbonate... sa ss S 
Urine (mille-equiva- } Chloride sa aa 159 
lents por litre) Sodium = za sa 143 
— ie ae ee 92-5 
Urine (p H) ee ee ee 5-65 
Urine output (ccm. per 24 hr) . sie is ee 850 
Heematocrit % : ss a ee eis 
Weight (lb. ) ee ee ee : ee ee ee oe 


TWO-HOURLY FOR 68 HOURS i vb ete 


Date of PEETA June’ 


21 26 | 27 | 28 | 
42 | ... | 30. | 19 
113 126 : | ve 
630 539 : | ee 
ids 643 | ; i 
18 23-3 | ; | ; 
a | 776 | 780 
50 es ss 
40-1 ' 490 ‘| 491 
Ja | 7-416 | 7-442 
: | 342 | 34:9 
; | 110 | 108 
eo y | 147 | 156 
: l 4:5 | 4°5 
| 388 `. 1725 
| 122 55 
| 475 657 
_ 127 121 
8-15 
oS jh 3400 2500 
) 43 ate es 


* Administration of alkali commenced at 12 noon, June 26. 


lar filtration-rate without any corresponding increase in 
the effective plasma-flow, and then to produce a progres- 
sive impairment of tubular function. 


Thus in subject 3 after only 24 hours on the regime | 


there was an increase of 56% in the inulin clearance, and 
the urea clearance was increased to the same extent (61%), 
probably owing to the increased glomerular filtration- 
rate. In subject 1, however, after 68 hours on alkali 
there was an increase of inulin clearance amounting to 
120%, but there was no corresponding change in the 
urea clearance. Since there was no change in diodone 
clearance in either subject, the filtration fraction (inulin 
clearance/diodone clearance x 100) was therefore in- 
creased in both. Changes in the filtration fraction are 
often observed in conditions of impaired kidney function 
(Black et al. 1941, Corcoran and Page 1944, Lauson et 
al. 1944). The administration of alkali caused a heemo- 
dilution of about. 10%, but this is almost certainly 
insufficient to explain the whole of the observed increase 
in the inulin clearances (Peters 1935). 

In subject 2 after 76 hours on alkali there was a general 
impairment of kidney function. The diodone clearance 
was slightly lower than in the control period, and the 
inulin clearance was not raised, but the urea clearance 


was only about a quarter ofits original value. Theblood- 
urea (Conway and Byrne 1933), which had remained 
constant for the first 24 hours, had risen at the end of 76 
hours to three times its control value. It was nearly 
twice its control value’3 days later and was still slightly 
raised a fortnight later. A similar slow recovery of 
raised blood-urea is seen in blackwater fever and in the 
renal failure of many other conditions (Maegraith 1944). 
The urea clearance in subjects 1 and 2 does not run 
parallel with the inulin clearance as it does in subject 8. 
Thus the increased urea clearance observed in subject 3, 
after 24 hours on alkali, becomes well marked in subject 1 
after 68 hours and completely reversed in subject 2 after 
76 hours on alkali. This relative failure to concentrate 
the urea of the glomerular filtrate may be explained by a 
progressive impairment of tubular function which allows 
more urea to diffuse back passively into the blood-stream, 


a view that is supported by the increased blood-urea, in 


subject 2. 

- The increased glomerular filtration-rate following this 
high dosage of alkali may be explained by alterations in 
renal hemodynamics, so that the blood-flow favours the 
glomeruli at the expense of the tubules. The probability 
that such redistribution may take place has been indi- 


TABLE II—EFFECT ON SUBJECT 2 OF SODIUM BICARBONATE GR. 60 AND SODIUM CITRATE GR. 60 GIVEN 


1 | 
H Blood-urea (mg. per 100 ¢.cm.)} 24 
Clearances (c.cm. Diodone : is oa es nee 
per min.) Ure a re A 63 
Filtration fraction : Inulin/diodone ù% > se, aa 


Serum CO, (vols. va s : 
Blood CO, (vols. %) re 
Arterialised blood (pH) ‘a 


7 Bicarbonate .. i te 
Serum (mille-equiva-} |Chloride — a oe za 
Sodium .. S Ss PEKEN 
| 


lents per litre) 
Potassium 


Chloride 
Sodium .. ar a TS 
Potassium i oi 


Urine ( mille-equiva- 


Bicarbonate 
lents per litre) 


Urine (pH) eo aa Re 
Hematocrit % .. es Sa 
Hæmoglobin % T ae ee 
Red-blood cells per c. mm. x 10°% ae Mick oy 
Oxygen-combining power yer %) 

Total protein 


Water intake (c. cm. per 24 br). wa 5000 
Urine output (c.cm. per 24 hr).. eke s mn 2600 
Weight (lb.) es se ay #8 s 145 


* Administration of alkali commenced at 8 AM, August 9. 


TWO-HOURLY FOR 76 HOURS 


Date of experiment: August® 


5000 3000 3290 3000 
2500 2200 | 2480 2500 3800 2730 
143 145 | 146 146 147 142 


t The scrum figures on August 9 were obtained from blood taken immediately before the nont commenced. 


EE Ae a Le nN ay TEN 


4 9t | 10 11 12 15 
9 62 
163 re 198 . 
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TABLE II—EFEECT ON SUBJECT 3 OF SODIUM BICARBON- 
ATE. GR. 60 AND SODIUM CITRATE GR. 60 TWO-HOURLY | 


FOR 24 HOURS | 


| Date of experiment: * 
September 
eo 
Blood-urea (mg. per 
l i ` 100 o.cm.) .. 19 | Ace 
Clearances (c.cm. Diodone es 665 | 671 
per min.) rea of TD | 58-8 94:7 
Filtration fraction : |Inulin/diodone % .. 27 41 
7 Serum CO, (vols. %) | 59-4 | 72-8 
Blood CO, (vols. {£ 48-2 55 
Arterialised bloo : 
(pH) a .. | 7:351 dg 7-394 
Bicarbonate 26:5 32-3 
Serum | (mille- | |Chħioride - 98 101 
equivalents per l Sodium ~. 139 150 
Potassium 5 4'8 
Bicarbonate avg 407 638 
Urine (mille- | |Chioride "" | 109 86 | 173 
equivalents per 4 [Sodium +; = :. | 369 j| 468 |792 
re) Potassium > . |] | 176 86 39 
Urine (pH) 6:6 8-0 8-1 
Heematocrit % wis es se 43 š 38 
Hæmoglobin % .. ae ete 94 96 
Red-blood cells perc.mm. x 10° 5°24 4-82 
Oxygen-combining power (vols. %) 19-6 18-2 
- Plasma albumin on ee a + 4°30 3:92 
Plasma globulin % $ ees ee y - 2:60 ee 2°25 
Water intake (c.cm. per 24 hr) . .. | 5000 3000 (5000 
Urine output (o.cm. per 24 hr) oe 4048 1890 (3255 
Weight (lb.) a ae Fu ae 133-5 |1395 . 


133°5 


* The administration of alkali commenced at 10 am, August 5. 


cated by Corcoran and Page (1948). In this connexion it 
should be remembered that the high oxygen consumption 
of the epithelium of the tubules renders it specially 
liable to damage from anoxia (Fishberg 1939, Scarff and 
Keele 1943). 
excreted, the oxygen consumption would be especially 
high in that part of the tubule actively engaged in the 
regulation of the reaction of the urine—i.e., in the distal 
convoluted tubules (Ellinger 1940). In a state of relative 
anoxia arising from the concurrence of excessive work 
and diminished tubular blood-flow the damage would 
therefore be likely to appear first in this site. This would 
provide a possible explanation for the observation by 
McLetchie (1943) that in the alkalosis accompanying 
gastric tetany the main damage is in the distal convoluted 
tubules. It may be significant that similar damage 


TABLE IV—EFFECT ON SUBJECT 4 OF SODIUM CHLORIDE 
GE. 80 TWO-HOURLY FOR 24 HOURS 


` Date of experiment: ° 


! November 
| 22 | 23 24 
y ey 'Blood-urea (mg: |. 
I per 100 c.cm.) aa 27 
nulin wa 8 153 1129 
aay (c.cm. f Diodone .. | 668 | 706 
per . Urea Ji va 91 : 107 
Filtration fraction: /Inulin/diodone % 23 -i | 18 
Serum CO, (vols.! > | 
% Seas 563 | 50-9 
Arterialised blood . 
(pH) .. mar 7:372 Sh 7-351 
"ss ¢|Bicarbonate .. | 2541 | 22-7 
Serum (mille-equiva- j |Cholride .. -. 98 104 
lents per litre) Sodium .. .. | 136 144 
oF Potassium e. i 5-1 5-1 
Chloride .. .. | 126 585 | 273 
Urine (mille-equiva- { Sodium 77 | 607 | 240 
lents per Nbre) Potassium 77 |167 |4 
‘Urine (pH) i 63 Tl 
Heematocrit % ir i 52 T 43 
Hæmoglobin K ie bie, a seek 1 99 1100 
Red-blood cells per c.mm. x 10* i 5:10 i 482 
Plasma alb n % ee ee ioe 4°77 4°52 
- Plasma globulin % "i sas ! 2-28) .. 2°22 
Water intake (c.cm. per 24 hr) ., | 5000 |3000 5000 
Urine output (c.cm. per 24 hr) .. 3610 | 2710 (3695 
Weight (Ib.) sa Se oa | 185 185 | 185:5 


5., 
| 


* Admistration of sodium chlorido commenced at 10 AM, Nov. 23. 
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has been reported in the renal anoxia accompanying 
pernicious anæmia (Fishberg 1989). .: `- 

These considerations suggest therefore that the damage 
to the epithelium’ of the tubules in subject 2, indicated 


. by the diminished urea clearance and by nitrogen reten- 


tion, may have been due in part to the state of relative 
anoxia brought about by a diminution of its normal 
blood-supply. l 


Acid-base Balance.—The effect of alkali on the acid-base 
“balance developed rapidly. The increase in the total 
serum CO, content (Conway 1939) was apparent at the 
end of 4 hours and had nearly reached its value after 8 
hours (table r11). The return to normal was also rapid and » 
was nearly complete in 24 hours (table 1). - This increase 
in the total serum CQ, was closely reflected in the 
increase observed in the total CO, content of whole blood 
(tables I, 11, and mz). : 3 

In subject 1 the alveolar ‘CO, showed an increase of 
22%, which was constant throughout the course of alkali. 
If the usual assumption is made that at rest the alveolar 
OO, is in equilibrium with the free CO, of the serum, then 
this increase of 22%, taken in conjunction ‘with the 
increase of 40% observed in the tetal CO, content of the 
serum, can be shown by Henderson-Hasselbach’s 


80 

75 pee, 
70 
65] 
60 : 

55 7, , 3s OC 
50 5 

45 E yo % 

40 
35 


JUNE 19 & 21 


CARBON DIOXIDE ccm per 100 c.cm of blood 


0 7 | | 
O 5 10 IS. 20°25 30 35 40 45 SỌ 55 60 65 70 


Carbon-dioxide dissociation ‘curves on whole blood : subject I. 


equation to correspond to an increase of 0-06 in the pH of 
the serum. A change of this order was confirmed by 
direct measurement with the glass electrode (Stadie et al. 
1931, Meakins and Davies 1920). In the. other 3 subjects 
it was impossible to obtain reliable samples of alveolar 
CO,, but the pH of the blood was measured directly with | 
the glass electrode. Subject 3 showed similar changes in 
pH and COQ, content of the serum. Subject 2 showed 
slightly smaller increases in the CO, content of the 
serum and whole blood and no significant change in the 
pH, although the renal function was seriously upset. 

_ It has thus been shown that. this course of alkali may 
produce, within 24 hours, an increase of up to 40% in the 
total CO, content of the serum, accompanied by an 
increase of 0-04—0-06 in the pH_of the blood and, in the one 
subject examined, by an increase of 22% in the alveolar 
CO,. It therefore produces a fairly intense alkalosis 
which is not entirely compensated. ae 


Hemodilution and Water Retention.—In subject 1 the 
possibility of hzemodilution and water retention was 
suggested by a fall in the hematocrit value from 43% to 
32%. The weight, which was 162 lb. at the end of the 
course of alkali, had dropped to 157 Ib. 24 hours later. 
In view of these observations, and of their importance in 
connexion with the increase of the glomerular filtration- 
rate, it was decided to investigate the question of 
heemodilution more closely. In the other 3 subjects 
therefore the intake of water was regulated and the 


. hæmoglobin concentration, the red-cell count, the oxygen- 
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cobmnine power of Ahe blood, and the albumin and 
globulin concentrations of- the "plasma were observed, 
and more frequent observations were made of the weight. 

In subject 2 it was found at the end of the course of 
alkali that the hematocrit fell to 91% of its control value, 
the hemoglobin to 95%,f the red-cell count to 91%, the 
oxygen-combining power to 90%, and the plasma protein 
to 98%. It was concluded that there had been a dilution 
of the blood by about 10% of its original volume, without 
much diminution in the mean corpuscular volume. 
There was a corresponding increase of 2 Ib. in weight 
during the course of alkali and a loss of 5 Ib. when it 
terminated. 

In subject 3 there appears to have been a similar dilu- 
tion of the blood by about 10% of its previous volume. 
This subject gained 4 lb. in weight and lost it subse- 
quently. 

In subject 4, who was given sodium chloride, there was 
a hemodilution of about 5% of the original volume, but 
the mean corpuscular volume had diminished to about 
90% of the original figure, indicating some shrinkage of 

cells. There was no significant change of weight 
during the experiment. 

The course of alkali thus increased the blood volume by 


about 10%, which corresponds to a retention of about 700- 


c.cm. of water for blood alone and of some 2000 c.cm. if 
tissue fluids are also taken into account. This is in good 
agreement with the amount indicated by the increase in 
weight—i.e., about 4 lb. 

During the course of alkali the daily sodium intake 
was increased by 775 mille-equivalents over the normal 
intake of about 125 mille-equivalents, making a total 
daily intake of about 900 mille-equivalents of sodium. 
The figures of sodium excretion during the course of 


alkali therefore suggest considerable sodium retention. - 


In subject 1 this retention amounted to about 1000 
mille-equivalents of sodium at the end of the 3 days. If 
the extracellular fluid is estimated as 20 litres, 200 
mille-equivalents would be required to raise the sodium 
concentration in the plasma and tissue fluids from 140 to 
150 mille-equivalents per litre (table 1). The remaining 
800 mille-equivalents would require a water retention of 
about 5 litres for a final concentration of 150 mille- 
equivalents per litre to be attained. A similar calcula- 
tion for subject 2 indicates a water retention of about 6 
litres, for subject 3 a water retention of about 1 litre, and 
for subject 4 a water retention of about 0:6 litres. The 
degree of water retention calculated by this rough 
measure is of the same order as that indicated by the 
changes in weight and the dilution of body fluids. 


Serum Electrolytes.—All subjects showed an initial 
increase in sodium concentration (McCance and Shipp 
1932), which was followed by a return towards normal] in 
subjects 1 and 2 as the course'of alkali proceeded. This 
return to normal concentration was probably due to 
the progressive hemodilution. ` With the exception of 
subject 4 the potassium concentration (Hoffman 1937) 
fell, though in subject 2 it rosaagain towards the end of 
the " experiment. This fa]l may be either an adjustment 
to the increase in sodium or due simply to the increased 
loss of potassium in the urine. It may be significant 
that in subject 4, who had no increased excretion of 
potassium, there was no fall in the serum potassium. 
In this subject the chloride (Sendroy 1937) and sodium 
both showed the degree of increase that would be expected 
from the dosage. 

In general the change in serum electrolytes in all 
subjects followed the expected course (Peters and Van 
Slyke 1931, Baird and Haldane 1922). 


General Clinical and Subjective Conditions.—There were 
no obvious subjective effects from this course of alkali 
until it had been taken for 2’or 3 days, but on the 3rd 
day its effects were striking. They were restlessness, 
headache, anorexia, and some evidence of deterioration in 
mental powers. No significant changes in blood-pressure 
were Observed. Both subjects 1 and 2 looked and felt 
- ill on the last day of the experiment. but neither subjects 
3 and 4 experienced any severe symptoms of this nature. 


GENERAL CONCLUSIONS 


It is evident that this course of alkali (sodium bicar- 
bonate gr. 60 and sodium citrate gr. 60 2-hourly) is 


t These figures all refer to % of control values. 
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excessive and probably | would be dangerous if continued 
beyond 3 days, even in a healthy adult. It quickly 
produces fairly ' intense alkalosis that is not’ entirely 
compensated. There is an increase in glomerular filtra- 
tion at the end of 24 hours which can be explained by a 
redistribution of blood-flow. This increased filtration- 
rate may be beneficial in the early stages of a course of 
alkali, but by the end of 24 hours there is already some 
retention of sodium. By the end of 3 days the disturb- 
ance of kidney function may be sufficiently profound to 
produce some degree of renal failure, indicated by a 
decreased urea clearance and an increased blood-urea. 
There is considerable retention of sodium, the kidney 
apparently being unable to excrete sodium at the rate 
required to balance the intake. This leads to retention of 
her and considerable dilution of the blood and tissue 
uids 

If these effects can be induced in healthy adults by a 
short vigorous course of alkali, it is clear that in black- 
water fever and other conditions often accompanied by 
renal failure, alkalis, if given at all, should not be pushed 
to extremes. 

SUMMARY 


Three subjects were given an intensive course of alkali 
consisting of sodium bicarbonate gr. 60 and sodium 
citrate gr. 60 2-hourly. One subject received this course 
for 1 day ; two subjects for 3 days. 

All the subjects on alkali had disturbances of renal 
In one, on the course for 3 days, this was well 
marked and led to a three-fold increase in blood-urea. 

All the subjects on alkali developed fairly intense 
alkalosis, not entirely compensated, together with sodium 
and water retention. There was dilution of the blood by 

about 10%. 

Both the subjects on alkali for 3 days complained of 
symptoms. 

A fourth subject was given an equivalent amount of 
sodium as sodium chloride for 24 hours. He showed a 
slight degree of sodium and water retention and no 


_alteration of renal function. 


The amount of alkali given in these experiments had 
measurable physiological effects, including disturbances 
of renal function. We consider, therefore, that large 
doses of alkali should not be administered in conditions 
where renal failure may supervene. 


We express our thanks to Brigadier F. A. E. Crew, FRS, 
director of biological research, for permissioù to publish this 
work ; Prof. C. C. Douglas, rrs, for his advice in the design of 
the experiment, the loan of apparatus, and for performing 
some of the analyses ; and Prof. R. A. McCance and Dr. S. W. 
Cole for their help and advice. ; 
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= EFFECT OF PENICILLIN ON 
BACILLUS PROTEUS | __ 


G. T. STEWART, B SU, MB GLASG. | 
‘SURGEON LIEUTENANT RNVR 
(From the laboratory of a Royal Naval Hospital) .. 
In his original paper Fleming (1929) described B. 
proteus as being penicillin-resistant. The level of the 
. resistance of this organism was assessed by Abraham etal. 
(1941) and Helmholtz and Sung (1944). Their investi- 
gations show that the organism is not absolutely resistant 
in vitro, but it is nevertheless regarded in many recent 
publications as being insusceptible to penicillin therapy 
(Jeffrey and Thomson 1944, McKissock et al. 1944, 
Ministry of Health 1944). | i 
This paper is intended to show that B. proteus is 
inhibited by penicillin in concentrations attainable in 
local or regional dosage. | 


METHOD © E 


r 


` Solid media (cylinder plate).—0:5 c.cm. of an overnight -` 


broth culture (approximately. 20,000,000 organisms per c.cm.) 
was. added to 12 c.cm. of agar at 45° O. A standard pour- 
plate was then set up, with 0-25 c.cm. of penicillin added to 
porcelain cups in concentrations 10-500 Oxford units (OU) per 
c.cm. The diameters of the zones of inhibition were read after 
12 hr at 37°C, Stroke-inoculated agar-cup plates were also 
set up to obviate the presence of cultural variants. 


Liquid media.—Solutions of penicillin at pH 7:5 were made . 


up in buffered nutrient broth in Widal tubes to give final 
concentrations as shown in table m. Each tube was then 
inoculated with a standard drop of a 12-hr broth culture 
(supplying 500,000-—750,000 organisms). . 
This method was applied to other liquid media—e.g. serum, 
urine. In all cases positive and negative controls and colori- 
metric pH controls were set up at the same time. The tubes 
were incubated at 37° C for 12 hr, and examined at 3-hr 
intervals to define the presence or absence of growth as demon- 
strated. by turbidity. At the end of 12 hr a 2-mm., loopful 
from each tube was subcultured on to an agar plate, which 
was inspected 3-hourly to define the interval required before 
visible growth appeared. | 7 
Three-hour intervals were used because the controls always 
became strongly positive within this period, both in liquid 
media and on subculture; hence the periods of retardation 
in the test series were taken as indices of the bacteriostatic 
effect on the penicillin. For comparison the Oxford staphylo- 
coccus H. strain (NCTC) was used as a standard sensitive 
organism. . . | 
TABLE I—PROTEUS SERIES SUMMARISED 


Oxford units per c.cm. | | 
No. of ai Sule 
strain ; At cm. 
MIC MIC >- MCTI (br) 
! (plate) | (tubes) (tubes) | 
EEEN A | | 7 X 
1 50 | 25 o1 0 Ni 
2 100o 5 | 10 24 
3 25 ! 8 | Doubtful | 3 
4 | 100 - 5 | 500 6 
5 | 25 | 5 | 50 
6 50 | 5B i 100 
7 o | 8 | 0 


MIC = Minimal inhibiting concentration. l 
MCTI = Minimal concentration producing total inhibition. 
RP = Period of retardation of growth on subculture. 


RESULTS 


Table I shows the concentrations required in each 
method to inhibit the growth of 7 strains of B. proteus. 
A relatively high concentration was necessary, especially 
in the cylinder-plate method, where 10-100 OU per c.cm. 
was required to produce significant zones of inhibition 
(20 mm.).~- The experiments in liquid media, however, 
showed consistently that some degree of inhibition of 
growth took place at lower concentrations (range 5-25 
OU per c.cm.). The RP (period of retardation of growth 


on subculture) furnished an indirect index of the bacterio- 
static power of penicillin in this respect. = 2 oo 

The subcultures from liquid media may thus be inter- 
preted as affording an estimate of the concentration of 
penicillin under which growth just begins to be inhibited. 
No attempt was made in these experiments to render the | 
method properly quantitative, growth being marked + 
when it became visible to a, 3x lens. The rapidity of 
growth and early confluence of the colonies of B. nroteus 
made colony counts an impossibility except by plating 


TABLE II—EXAMPLE OF TUBE METHOD, SHOWING LEVEL AT 
WHICH B. proteus T WAS INHIBITED IN LIQUID MEDIA BY 


PENICILLIN 
_ i 
g g - Penicillin (Oxford units per c.cm.) | EE 
FA : Fe 
S| a |s0jsol25j10/ e@} 5/4) 3s] 2 | 1 | 88 
A zero.. Sa peace 2 $ | .- 
a ee 
6l.. +) + | + + 
lax +). | +++ | + | + 
B/}15!.. Jefe | |e | S| +8. +8 | +8 
}18i../..) +] +) 48/45) 4/48] +3 ae +3 
21 /../../ +8! 48/48] 48/48/48] +s | +45! 44s 
i +S] +S| +S| +S| +S) +S| +48) +485! +48 
Te EHEHEH HHH ee ee 
p siseisils S S I a i atts’. 
| 48 z | s| s|sps|sis| 8s | 8 | 8 


v 


B = Subculture on agar. + = Growth. 


A. = Broth pH 7:5. © 
+S = Growth with two 


+S = Growth with one zone of spread. + 
zones of spread, &c. S = Large spread. 


out a large range of falling dilutions from each tube. A 
further qualitative manifestation of the inhibiting effect 
of penicillin is seen in the delay in appearance of the 
spread which is such a characteristic cultural property 
of B. proteus (see table 11). — Se 

With liquid media, total inhibition of growth took 
place only at considerably higher concentrations, which 
varied between each of the strains investigated (table 1) 
and even between different subcultures of the same strain. 
“ Persisters,”? obtained from the concentration immedi- 
ately below that producing total inhibition, were used in a 
few ‘‘ passage ” experiments to endow the organism with 
acquired resistance to penicillin. : : 

Table 1 is an example of one broth-tube experiment 
on a particular strain. Table m is an analysis of the 


_ behaviour of all 7 strains of B. proteus under a concentra- 


tion of penicillin 10 OU per c.cm. in broth compared with 
other organisms. Ps. pyocyanea is shown as a completely 
insensitive organism; the staphylococcus Oxford H 
strain (NCTC) as a standard sensitive organism ; and 2 
other strains of Staph. aureus, one being of resistance 
equal to proteus strain 1 and the other being, for a 
staphylococcus, moderately resistant (MR). | 


Behaviour in other media.—Two representative strains 
(4 and 7) were investigated in other media (urine, pleural 
fluid, serum, &c.). Penicillin inhibited growth of B. 
proteus in these media in the same concentrations as were 
effective in nutrient broth (see table Iv)—i.e., 5-10 OU 
per c.cm. 7 


Bacteriological. note.—Theo. basis of identification of these 
strains as B. proteus vulgaris lay in the characteristic cultural 
and morphological properties and in the rapid production of 
acid and gas in glucose but not in mannitol or lactose. All the 
strains liquefied coagulated serum, but strain 3 did not liquefy 
gelatin. Strain 1 belonged to the maltose-positive subgroup 
of Moltke (1927). Serological differences between the strains 
could not be investigated. cn 

On stroke-inoculated plates penicillin was active against 
the swarming filamentous forms besides the highly motile 
short forms in the primary colonies. In the experiments in 


liquid media sublytic concentrations retarded the develop- 


ment of the swarming forms (table 11). 
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Non-spreading colonies conforming to an O variant emerged 
in late subcultures from strains 2, 5, and 7. In strain 2 
this variant was hypersensitive to penicillin; in strain 5 
unchanged ; in strain 7 resistant to 10 OU per c.cm. 

On the cylinder-plates haloes corresponding apparently to 
zones of partial inhibition were often but not invariably 
observed. Abraham et al. (1941) and Knox (1945) have 


TABLE III— COMPARISON WITH OTHER ORGANISMS 


Minimal inhibiting 


Organism concentration | Then Oxford staph. 
Staph Oxford H 0:02 1 
o» MR... - 4 | 50 
Proteus | 5-25 250-1250 
Staph. R. de 25 1250 
Esch. coli 100 5000 
Ps. pyocyanea .. - 8 | . i“ 


* No end-point reached (see text). 
already commented on such zones in cultures of staphylococci 
and streptococci; with staphylococci it seems established 
(Chain and Duthie 1945, Knox 1945) that the clear central 
zone represents an area of lysis, whereas the outer zone (or 
halo) represents an area of partial inhibition. Apparently a 
similar phenomenon also develops in the case of B. proteus. 


Acquired resistance.— Persisters ’’ obtained from the 
sublytic concentrations in liquid media were subcultured 
into progressively higher concentrations of penicillin. 
Strain 2 was thus rendered resistant to 400 OU per c.cm. 
as measured by both. methods. This resistance was 
temporary, disappearing within 10 days, and in this res- 
pect also B. proteus behaves like staphylococci, which 
Todd et al. (1945) and Kirby (1945) have shown to be 
capable of acquiring a temporary fastness. Strains 1 and 
4 showed similar properties, and none of the resistant 
forms exhibited cultural variations. 


Other bacteriostatic agents.— High concentrations (2—-5%) 
of sulphathiazole and sulphapyridine were effective in 
vitro against strains 2, 4, 5, and 7, confirming the observa- 
tions of Selbie et al. (1945) that this group of drugs may 
be useful for local application in wounds infected by 
B. proteus. Merthiolate 1/10,000 was strikingly effective 
against every strain. l 

Range of pH.—In liquid media the initial pH was 
adjusted to 7:5. In the positive control cultures and in 
those (lower) penicillin concentrations permitting of 
active growth of the proteus, the pH rose to 8:5-9-5 ; 
whereas in the inhibiting concentrations the pH remained 
close to 7-5. | 


Impurities.— The activity of the solutions quoted as- 


“ penicillin ” was proportional to the number of units 
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and not to the bulk of the preparation, thus lessening the 
possibility of the bacteriostatic effect being due to a 
contained impurity. 


CLINICAL APPLICATIONS 


In view of the in-vitro sensitivities of the organisms, an 
attempt was made to apply clinically the laboratory 
-findings. The results of this are shown in table v. 

The penicillin was applied to the infected organs in the 
form of a gel made with 8% tragacanth, giving a final 
concentration of 5000-15,000 OU per c.cm. This gel 
was just sufficiently fluid to be injected through a fine 
cannula, and it was shown in the laboratory to be capable 
of diffusing through agar in a concentration which 
inhibited the growth of the Oxford staphylococcus and 
B. proteus. Samples removed from a septic ear after- 24 
hours were still sufficiently potent to inhibit the growth of 
these organisms. . T 

Table v shows that in 3 cases the infecting organisms 
were rapidly eliminated by the penicillin, and there was 
definite clinical improvement. In 1 case (strain 2) 
proteus was temporarily eliminated, but infection 
recurred on stopping treatment. Sulphathiazole alone 
was effective against strain 7. 
. These cases are presented only to illustrate the possi-' 
bility of reduction or elimination of a given infection ; 
nevertheless, it seems fair to claim that there was striking 
clinical improvement in 2 of them, both of which ha 
been refractory to other forms of treatment. 


TABLE IV——OTHER LIQUID MEDIA 


Medium | MIC of sone in PH at MIC 
Initial Final 

‘Nutrient broth _ 8 s ee 
` Peptone water 5-10 8-0 8-0 
Serum .. .. 5-10 7:5 75 
Urine .. ae 5-10 7:5 8:5 
Urine + Broth.. | 5-10 T:5 8-5 

Pleural fluid .. 0 | fT 6 

DISCUSSION 


It is deduced from these experiments that the. degree of 
sensitivity to penicillin shown by -the 7 strains of B. 
proteus may be of more than theoretical interest. This 
organism is all too commonly found as a secondary wound 
infecter, and many clinicians regard its presence as a 
contra-indication to penicillin therapy, or as an indication 
that penicillin alone will be ineffective (Jeffrey and 
Thomson 1944, Ministry of Health 1944). 

The investigations performed in this hospital suggest 
that, if penicillin is used in higher concentrations than are 
customarily used for local application, it may be possible 
to eliminate B proteus besides other more sensitive patho- 


TABLE V-——CLINICAL APPLICATIONS 


e a A A a a e a e 
A Py > ae 7 


| et Sensitivities 7 Result 
oa Source cae Treatment 
organisms ms 
no. : Penicillin Other Bacteriological . Clinical 
1 Infected rt Staph. aureus. + + Pen. gel locally 5u.{ Proteus and staph. | Improved 
maxillary twice in 48 hr eliminated o 
- antrum 
2 | Chronic otitis Friedlander ; Pee Sulpha Pen. local and syst.| Proteusandstaph. ` Recurred 
2 externa | pyocyanea ; emt 4 iin v3 ; OU twice climinated | 
, | Staph. qureus + + 53 sulphathiazole by pen. | 
3 E C.S.O.M. and Sap. aureus ; + + Sulpha _ Pen., sulpha, . Unchanged $$. Noimprovement 
) _ COE. diphtheroids + ace merthiolate etc. i | 
4 C.S.0.M. Hemolytic strep ; + + i Pen. local and syst. Proteus, strep. Improved 
l riedlander i Sri Sulpha 500,000 OU and Friedlander 
. l ! ; eliminated 
6 | C.S.0.M. Diphtheroids | + Sulpha Pen. local and syst. Sterile Improved 
| a eer 500,000 OU k 
7 C.S.0.M. | Pyocyanca | Sulpha : Sulphathiazole Sterile Improved 
; n l ' i - locally and syst. ; 
| (26 g.) : 


< ' C.S.0.M.=chronic suppurative otitis media. 


C.0O.E.=chronic otitis externa. 


* All cases yielded B. proteus plus the other organisms named. 
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ACUTE BRACHIAL RADICULITIS 


by this organism. In this small selection of cases the 
proved in-vitro susceptibility of the organism was con- 


_ firmed in vivo by its elimination from.infected foci after 


local application of a gel containing 5000-15,000 OU per 
ccm. 

A gel containing this amount of penicillin is not unduly 
irritant ; it has a slight astringent action on skin and 
mucous surfaces ; it can be readily injected through tubes 
inserted into the tissues or infected cavities, and it allows 
the penicillin to diffuse readily, apparently in potent 


concentrations even after 24 hr. 


Pai 


-are traditional, 


The fact that B. proteus is also inhibited in- urine by 
5-10 OU of penicillin per c.cm. confirms the findings of 
Helmholtz and Sung (1944), who state that proteus 
is inhibited at a pH of 7-6 by penicillin 80 OU per c.cm. 
Since this concentration is attainable in the urine, peni- 
cillin might be of use in treating cystitis. .In urine, as in 
other liquid media, the pH changes are of considerable 
importance. Growth of strains 4 and 7 in sterile urine 
with the pH originally adjusted to 7-5 caused considerable 
alkaline decomposition, the pH. in the control tubes rising 
to 9-5 at the end of 36 hr. The tubes showing penicillin 
suppression did not rise above 8:5 even after 36 hr. 

B. proteus does not grow so well at pH 6, but penicillin 
appears to retain potency against it at this pH. It would 
therefore be logical to attempt to maintain the urine at 
pH 6-7 by the oral administration of acid in treating 
proteus cy stitis ; the difficulties of acidifying such a urine 
but even if the pH is kept at 8 the 
bacteriostatic effect of the penicillin should be enhanced, 
and it will be less liable to inactivation by the excessive 
alkaline decomposition. 

; SUMMARY . 

The effect of penicillin on 7 pathogenic strains of B. 
proteus has been investigated. , 

The growth of the organism was inhibited in liquid 
media by penicillin in concentrations of 5-10 OU per 
c.cm. 

On solid media higher concentrations were required to 
inhibit growth. 

- It is suggested that the sensitivities demonstrated may 
be of therapeutic interest; in support of this clinical trials 
are quoted. - 


I wish to thank especially Surgeon Commander C. A. Green, 
ENVR, for his advice and confirming my findings in the case of 
strain 1’; and’ Sick-berth eautondent R. Mackenzie for his 
conscientious work. 

- Standard penicillin was supplied by the production unit of 
the RN Medical School, Clevedon. Strains of the Oxford 
staphylococcus were obtained from the National Collection. of 
‘Type Cultures. 

This paper is published by kind permission of the Medical 
Director-General of the Royal Navy. I am indebted also to 
Surgeon Rear-Admiral W. H. Edgar, oB, OBE, RN ; Surgeon 
Lieut.-Commander S. Gay-French, RNvR, and Surgeon 
Lieut.-Commander T. S. Stewart, RNVR, for permission to 
quote the cases and for their coöperation. 
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BRITISH ASSOCIATION FOR THE ADVANCEMENT OF SCIENCE. 
—The division for the social and international relations of 
science is holding a conference on scientific research and 
industrial planning on Dec. 7 and 8 at the London School of 
Hygiene, Keppel Street, WC}. Sir Richard Gregory, FRS, 
president of the association, will take the chair at the first 
session on Friday the 7th at 10.15 am. Applications for 
tickets should be sent to the office of the association, Burling- 
ton House, London, W1. 


unusually prevalent. 


` at the end of 14 days. 


the deltoid muscle. 


COURSE AND PROGNOSIS 


G. JoLy DIXON T. B. S. Dick 
M D DUBL., MRCP M B MANC., MROP™ 


From an EMS Neurological Unit 


ACUTE radiculitis in the arm appears now to be 
This has previously been com- 
mented on by Wyburn-Mason (1941), Burnard and Fox 
(1942), Spillane (1943), and Turner (1944). Since many 
of these cases superficially resemble acute poliomyelitis, 
and a guarded and bad prognosis has been attributed 
to them by Spillane and Aldren Turner, a report of the 
progress of a typical group may be of interest. 


CLINICAL PICTURH 


This article is based on a detailed study, over about 
two years, of 16 typical cases of acute brachial radiculitis 
seen either at an emergency. hospital or, through the 
courtesy of Dr. Fergus Ferguson, at the Manchester 
Royal Infirmary. These cases all conform to the syn- 
drome described by Spillane (1943), invariably starting 
with some pain in the root of the neck and shoulder 
region. Usually the pain is very severe, and often it 
complicates the course of an acute infectious fever or 
the convalescence from a surgical operation. Palsy is 
often not noticed for several days, in fact not until the 
pain begins to abate; then the patient usually finds 
he is unable to lift his arm. Muscular wasting tellows 
close on the heels of the palsy and is usually extensive 
An area of sensory loss, although 
not complained of by the patient, is usually found over 
We found anhydrosis in the 
analgesic area in 3 of 6 patients whom we subjected to 
powerful stimulation of sweating ; normal sweating was 
observed in the analgesic area in the other 3 patients. 


COURSE 


_ We have excluded from our group all cases where 
wasting or weakness was not well marked in the muscles 
of the shoulder girdle, and where trauma or injection 
of foreign serum appeared to be.the precipitating cause. 
With these reservations all the emergency-hospital cases 
of this type and all save one untraced patient from the - 
Manchester Royal Infirmary have been included. 

On re-examination of these patients’ notes, it is often- 
found that patients soon after the disappearance of the 
pain have said that they thought the muscular power 
was recovering. Many, though showing great wasting 
and weakness of the muscles of the shoulder girdle, 
insisted that they had already made _ considerable 
recovery. At later interviews they often became less 
optimistic, partly because aching pain.in the shoulder 
region recurred whenever they tried to use the arm, 
and recovery, if any, was slow. 

Detailed objective examination of the muscles did 
not as a rule reveal any significant change within two 
months, but often on re-examination at the end of six 
months a very real improvement was noted. By the 
end of a year or two years, all but 2 patients had shown 
very marked recovery, even though in 2 at least the 
condition had been absolutely stationary for six and 
five months. In many cases the wasted muscles had 
returned to their original bulk, though in as many they 
were very slightly smaller than those on the unaffected 
side. The power of the palsied muscles had as a rule 
not quite regained the level of the unaffected side, 
though, had this not been available for comparison, no 
weakness might have been observed. The shape of the 
affected shoulder in many cases had not returned to 
normal. One showed an outward and downward sagging 


‘of the scapula, though no weakness or wasting could 


be demonstrated in any muscle or muscle group in the 
affected shoulder. Another showed winging of the 
affected scapula, though the power of both the serratus 
anterior and the trapezius and all other muscles on the 
affected side appeared to be as good as on the other. 
In most cases sensation and any alteration in reflexes 


also returned to normal as the muscles regenerated. 


The serratus anterior has generally a bad reputation 
for recovery of full function (Turner 1944). This fact 
was illustrated by one patient who gave a history of 
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a typical attack three years previously; when we saw 
him he had wasting and weakness of this muscle and 
only minimal affection of the other muscles of the 
shoulder girdle. Another patient returned to duty 
5 months after the onset of the illness with this muscle 
still demonstrably weak, though other muscles originally 
paralysed had recovered. 

In our experience second attacks are extremely 
common. In 2 cases the pain spread to the other side 
and was followed by wasting and weakness within six 
weeks or two months of its first onset. The ultimate 
recovery of these cases was as good as in the rest of the 
group. Two further cases showed a spread of symptoms 
to the other side, one insidiously and the other acutely, 
six months after the original attack. Again the ultimate 
recovery was good. A fifth patient, whose palsy was 
more extensive than usual and included the extensors 
of the wrist on one side and the shoulder muscles on 


the other, gave a history of a spontaneously recovering 


wrist-drop four years previously. This man completely 
recovered from his second attack within eight months. 


TREATMENT 


Most of the Service patients were fitted with abduction 
splints very soon after the onset of the palsy. The 
civilian patients were given vitamin B, at various 
periods during the disability. Neither of these pro- 
cedures appeared to alter the course of the disease in 
any way. SUMMARY 

The course of 16 cases of rapidly developing painful 
dystrophy of the muscles of the shoulder girdle, 
attributed to brachial radiculitis, has been! followed for 
a considerable period. 

Ten cases have shown complete functional recovery 
in 8-18 months. Besides these, one was so far recovered 
at the end of 5 months that he returned to duty ; 5 a 
second with complete recovery on one side is recovering 

from a relapse on the other ‘side; and a third is still 
showing slow recovery at the end of 2 years. 

Of three cases that have been stationary or are 
deteriorating, one has very little disability ; the diagnosis 
in a second is doubtful ; and only the third has a severe 
residual disability. 

Recurrences developed in five cases: two at the end 
of 6 weeks; two at 6 months; and one at the end of 

~ 5 years. 


Our thanks are due to Dr. Fergus R. Ferguson for his 
help and encouragement in preparing this paper and for 
allowing us to use three of his cases. We have also to thank 
Dr. S. Almond for permission to use another case. 
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EXTENSIVE INTERSTITIAL CALCINOSIS 


WITH OSTEOPOROSIS AND SCLERODERMA- 
DERMATOMYOSITIS 


' V. C. MEDVEI, MD VIENNA, MRCP 


THE rarity of interstitial calcinosis with dermatomyo- 
sitis and scleroderma is a sufficient excuse for reporting 
another case by.way of sequel to the one described by 
Prosser Thomas (1942). Moreover, the association with 
an extreme osteoporosis, and the treatment, although 
unsuccessful, may be of interest. 


CASE-RECORD 


A married woman, aged 32, from Warsaw in Poland, con- ` 


sulted in 1937 Prof. J. Bauer, of the University of Vienna. 
He admitted her to his medical unit under my care on April 7, 
1937. 

In the summer of 1935 she had noticed a sudden stiffness in 
her back on bending down. This stiffness remained unaltered 
until in May, 1936, she experienced stiffness in both legs and 
arms, which gradually progressed until she could not lift them. 
At the same time there was swelling of the arms, legs, and 
face. There were no signs of any acute infection. 

Her face began to change from the normal colour to dusky 
grey. By the end of 1936 her whole body was affected, and 
her muscles were so hard and her skin so tight that she was 
confined to bed practically : immobile. From October to 
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December, 1936, she was an inpatient in a hospital in Warsaw 
under the care of Dr. Sterling, who diagnosed scleroderma or 
dermatomyositis. She was treated there with ‘ Vaccineurin ’ 
and folliculin (40 injections of 1000 international units) with- 
out any effect. A previous attempt at a spa treatment had — 
led to rapid impairment. In January, 1937, she had influenza 
with a temperature of 103-4° F, and afterwards her condition 
grew worse. 

- She had had diphtheria as a child ; otherwise she had always 
been in good health. First period at the age of 15; regular 
menstruation at 28 days’ interval, of 5 days’ duration, with-. 
out pain. From May, 1936, however, there was a delay of 
1—4 weeks ; the last period before admission was on Feb. 23, 
1937. There were two children, a, daughter of 12, and a son 
of 8. Her mother, aged 55, was said to have arthritis. Her 
father, aged 62, had bronchial asthma. Otherwise nothing 
abnormal was known in the family history. 


Clinical examination.—She was a woman of average weight 

and height and normal proportions. The skin of her face, 
particularly her cheeks, and on the extensor side of the 
extremities was a dusky grey ; except on the palms of the 
hands and the soles of the feet it was dry. It was immobile 
and could not be lifted up in folds. On the face it was atro- 
phic, particularly on the nose. There were no telangiectases. 
Atrophy and loss of elasticity were present also on the distal 
parts of the fingers, whereas on other parts of the body—.g., 
the abdomen—the skin appeared to be thickened. The 
muscles of the back, extensor aspects of the limbs, and abdo- 
men felt hard like bone and gave the impression of armour- 
plating. They were not tender. The large joints did not 
show pathological changes, but their movements were greatly 
restricted by atrophy of the skin round them. The power of 
the skeletal muscles appeared to be diminished ; the patient ` 
could not hold a spoon for more than a few minutes when 
eating. 
She had a well-defined adenomatous goitre, affecting both 
lobes but causing no discomfort. There were no pathological 
changes in thelungs. The heart showed mitral configuration, 
and a systolic murmur was heard over all ostia. Blood- 
pressure was 145/80 mm. Hg. The peripheral arteries 
appeared normal. 

No abnormal resistance sould be felt i in the abdomen, so far 
as palpation of the organs was possible.. There were no signs 
of functional or organic nervous disturbance. The urine 
showed a trace of albumin ; there was no sugar. The centri- 
fuge deposited only a few leucocytes and eas crystals. 


Radiography showed that the “ armour ” round the trunk 
and on the extensor surface of the limbs was due to an extensive 
fine-mesh network of calcium deposits, which seemed to coin- 
cide anatomically with the position and course of muscles and 
particularly of the large fasciæ. There was no sign of forma- 
tion of new bone, however ; it appeared to be merely a process 
of calcification. The bones showed a definite osteoporosis, 
which was mainly diffuse but in parts localised and circum- 
scribed ; this latter condition being most marked in the proxi- 

mal part of the right humerus. The bony parts of the small 
joints had a moderate degree of osteoporosis, and the soft 
tissue of the left hand only very little calcification.. In the 
opinion of the radiologist, Dr. C. Weiss, these findings were 
consistent with the diagnosis of ‘an interstitial calcinosis. 
Radiography of the teeth disclosed & amper of granulo- 
matous foci at several roots. 


The sedimentation-rate of the erythrocytes (ESR) was con- 


‘siderably increased, being 46 mm. after 1 hr, and 89 mm. 


after 2 hr. 


The calcium-content of the serum was normal, 9-3 mg. per 
100 c.cm. In the urine 154:8 mg. of calcium was excreted in 
48 hours. The balance, therefore, appeared to be normal. 
The phosphorus-content of the serum was also normal, 3-1 mg. 
per 100 c.cm. e slightly diminished, 1-4 units 
(normal 3-5 units). 


Other findings were: pispa: dia 26 mg. per 100 c.cm. ; 
serum NaCl 585 mg. per 100 c.om.; serum cholesterol 144 mg. 
per 100c.cm. Wassermann reaction negative. Blood-culture 
revealed no pathogenic organisms. Blood-count : RBC 
4,300,000 ; Hb 95%; CI 1; WBC 5200 (segmented 66-5%, 
large hyalines 15%, lymphocytes 19:5%, monocytes 5-5%,- 
eosinophils 6-5%, mast- cells 0:-5%) ; otherwise no abnormal 
findings. 

Biopsy.—Excision of a small piece of the skin and of the 
rectus abdominis muscle produced the following report on 
histological examination (Prof. A. Feller) : a piece of striated 
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muscle showing progressive Zenker’ s degeneration, with much 
increase of the interstitial tissue, scar formation, and round- 
‘cell infiltration. 


Progress.—In view of the iersaded ESR and of continually 
subfebrile temperatures up to 99-6° F, in association with the 
granulomatous changes at the roots ‘of the teeth, thorough 
dental treatment was carried out. The temperature became 
normal, and the patient felt slightly better and more mobile. 
- The ESR, however, did not alter ; it increased later even more, 
to 80 mm. after 1 hr, and 110 mm. after 2 hr. Massage and 
faradisation were applied to prevent further stiffening and 
immobilisation. All these attempts had only very little and 
temporary effect. After 6 weeks the condition appeared to 
be unchanged, except that the temperature was now normal. 

It was thought that the decalcification of the skeletal 
system, with the transfer of calcium into the mesenchymal 
tissue, was a process similar to that in generalised fibrocystic 
osteitis, where the calcium is transferred into the urine and 
excreted. The underlying cause might therefore be a tumour 
of a parathyroid gland or a pathological hyperfunction associ- 
ated with an abnormally reacting mesenchyma. Accordingly 
it was decided to reduce the parathyroid tissue by operation. 


Operation.—Mr., P. Pick, assistant surgeon to the hospital, 
performed a subtotal thyroidectomy on May 28, 1937. The 
high degree of calcification of the muscles became apparent 
-when a crunching noise could be heard on dividing them. No 
tumour of the parathyroid glands was found; one of the 
glands, on the right side, was removed. Histological examina- 
tion showed a simple adenomatous goitre, and normal para- 
thyroid tissue. 

After operation the patient had bronchopneumonia but 
recovered from it completely within a fortnight. 


Effects of operation.—Immediately after the operation the 
calcinosis appeared to improve slightly. The muscles of the 
_trunk and abdomen appeared to be softer; ‘radiography 
showed a thinning and rarefaction of the calcium deposits of 
these muscles, the network having a wide mesh. The con- 
dition of the limbs, however, remained unaltered. Serum 
calcium was 8:2 mg. per 100 c.cm. 5 days after the operation 
and 9-1 mg. per 100 c.cm. later. Phosphorus 2 mg. per 100 
c.cm. 5 days after, and 2:5 mg. per 100c.cm. later. The excre- 
tion of calcium in the urine was unaltered and normal. 

When 4 weeks after the operation the first attempts were 
made to get up and walk, the edema of the legs recurred, 
and the patient soon relapsed into her former condition. The 
operation appeared to have effected no change at the time of 
her discharge on June 30, 1937. The ESR was then 90 mm. 
after 1 hr, and 125 mm. after 2 hr. The. patient returned 
to Poland; and several months later her doctor reported that 
the-condition was unaltered. 


DISCUSSION . 


In this case, as in Prosser Thomas’s, the most outstand- 
ing feature is the severe degree of universal calcinosis. 
It was apparently even more extensive, and could be 
spotted as easily on clinical examination as radiographic- 
ally. The history was much shorter, 2 years as compared 
with 12 years. Her age, too, is of interest, as calcinosis 
of such an extensive degree is known to be found in 
children rather than in adults. Finally, it has to be 
noted that until the onset of the disease—i.e., up to the 
age of 30—she had enjoyed good health ; there was no 


history of rheumatic disease or infection to suggest any 
pathological process in the past paving the way for the 


present disease. 

Prosser Thomas discussed the condition fully in his 
paper, and I cannot but agree with him ås regards the 
main issue. There are, however, a few points I wish to 
emphasise. The microscopical appearance of the piece 
of excised muscle, the eosinophilia, the excessive ESR, 
and the oral infection all point to an inflammatory 
process in the muscles and, with the oedema and the skin 
lesions, complete the picture of a case belonging to the 
dermatomyositis-scleroderma group of Dowling and 
Griffiths (1939). 

The view that these local changes or a constitutional 
pathological .disturbance in the connective tissue may 
cause an abnormal avidity for calcium salts was expressed 
by Bauer (1924 and 1937). Accordingly the disturbance 
of the calcium metabolism has to be. looked on as an 
associated process, and universal calcinosis has to be 
regarded as due to several factors rather than a primary 
affection, 
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The progressive general muscular weakness is in Dowl- 
ing’s opinion one of the regular features of diseases of this 


` group. 


The observation of Weissenbach et al. (1938) that 
telangiectasis may be independent of the scleroderma 
was again supported. As regards dysphagia, this may 
possibly develop later. The fact that the joints were 
only slightly affected can be explained by the studies of 
Adrian and Roederer (1920) ; the present case may belong ~ 
to the group where skin changes come on first and long 
before the joints become involved. 

The operative reduction of the parathyroid tissue was 
based on two considerations: (1) the similarity of the 
disturbance of the calcium metabolism with that in 
generalised fibrocystic osteitis ; (2) the reported effect 
of such'a reduction in severe cases of scleroderma. In 
@ severe case reported by. Bauer autopsy revealed an 
enlarged parathyroid gland. 

It may be of interest to mention that Prof. R. Leriche, 
who happened to be a guest of the medical unit at the 
time, suggested a ganglionectomy of the stellate ganglion 
to follow up the reduction of parathyroid tissue at a later 
date, in view of the benefit from this operation in 
Raynaud’s disease. | 

Byron and Michalover (1943) have reported the effects 
of parathyroidectomy in a woman of 24, who presented 

“ calcinosis universalis, scleroderma and sclerodactylia, 
and muscle atrophy.” The calcium metabolism was 
normal, the phosphorus metabolism ‘‘ revealed a ten- 
dency towards a negative balance.” The patient was 
observed from 1932 to 1939. In January, 1940, hemi- 
thyroidectomy was performed and two normal para- 
thyroid glands were removed. During the next 22 . 
months the operation had little influence on the clinical 
course and no effect on the calcium deposits. This case 
does not confirm the results of Ramsdell (1939), who 
reported that hemithyroidectomy and parathyroidec- 
tomy caused rapid re-absorption of the calcium deposits 
in four patients with calcinosis universalis, nor of Bartels 
and Cattell (1942) in a single case. Byron and Micha- 
lover believe that in Ramsdell’s cases the creation of a 
relative hypothyroidism interfered with the absorption 
of calcium from the gastro-intestinal tract so that the 
abnormal deposits were ‘called on to furnish calcium for 
the usual physiological processes. 

- SUMMARY 

In a woman, aged 32, extensive interstitial calcinosis 
was associated with " diffuse osteoporosis, dermato- 
myositis, and scleroderma. The calcification made the 
patient look as if she was covered with armour-plating. 

No fundamental derangement in the calcium and 
phosphorus metabolism could be shown chemically. 
Focal oral infection was present. 

Reduction of the parathyroid tissue by operation did 
not improve the patient’s condition. | 


My thanks are due to Prof. J. Bauer, now of Los Angeles, 
California, for permission to publish this case, and to. Dr: 
A. C. Roxburgh, physician in charge of the skin department, 
St. Bartholomew’s Hospital, for helpful criticism. 
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WHEREAS the Women’s Land Army as a whole has been 
accorded a measure of publicity, the work of those in the 
Timber Corps is little known. No volunteers being at hand 
to blow their trumpet for them, the “lumber jills ” have 
decided to blow their own. Meet the Members, published 
by Bennett Bros. Ltd., Bristol, at 2s. 6d., is a book of short 
essays and verses which tell a cheerful and temperate story 
of devotion to a many-sided task which is often monotonous 
and always arduous and exacting. Profits from the sale 
go to the benevolent fund of the WLA. 
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Medical Societies __ . 


NUTRITION SOCIETY . 


A MEETING of the Scottish group was held at the Rowett 
‘Institute, Aberdeen, on Oct. 20, with Dr. D. P. CUTEH- 
BERTSON in the chair. | | 


Protein Metabolism 


Dr. Cuthbertson pointed out that when animal proteins 
are short the dietary proteins may economically be 
supplemented by soya bean and similar foods. * Hence 


the old terms “‘ first-class ” and ‘‘ second-class ’’ protein, 


_as applied to mixtures of food proteins, are meaningless, 
and should be discarded. Protein intake has been 
proved important in relation to resistance to disease. 
Protein depletion decreases the capacity to form anti- 
bodies, which rapidly improves when protein of high 
quality is available. Physical trauma appears to induce 
a phase of vigorous protein katabolism which may be 
largely controlled by the addition of methionine to the 


et. 

' Dr. C. P. Stewart (Edinburgh) in a paper on the 
essential amino-acids, said that by common consent this 
term is restricted to amino-acids which an animal cannot 
synthesise from ammonia or non-nitrogenous substances, 
though some restrict it further to those the anima] cannot 
synthesise in sufficient quantity to promote normal 
growth. , 

For the growing rat the ten essentials are threonine, valine, 
isoleucine, leucine, methionine, lysine, phenylalanine, arginine, 
histidine, and tryptophan. Requirements for maintenance of 
the adult anima] may be different ; thus in adult rodents argin- 
ine can be dispensed with. In man doubt has been thrown on 
the necessity for histidine. There is some evidence that under 
abnormal] conditions} amino-acids not ordinarily needed in 
the diet, like cystine, may become indispensable. In certain 
cases apparently the natural amino-acid may be replaced by 
the corresponding keto- or hydroxy-acid, the N-acetyl or the 
N-formyl derivative. - n 

Amino-acids are undoubtedly used for purposes other than 
the manufacture of proteins. Histidine seems to be utilised 
as a precursor of purines and for formation of histamine. 
Phenylalanine can give rise to adrenaline, thyroxine, tyrosine, 
and possibly melanin. Methionine is concerned, with the 
formation of creatine and of cysteine. In general, lack of an 
essential amino-acid produces no definite specific symptoms. 

Mr. H. D. Grirrira (Aberdeen) described the use of 
isotope tracers in the study ,of protein metabolism. 
Stable isotopes of hydrogen, carbon, nitrogen, and sulphur, 
and radioactive forms of carbon, sulphur, and phosphorus, 
are available. Radioactive isotopes can be followed in 


metabolic processes much more readily than stable 


isotopes. l 
Dr. J. N. DAvipson (Hampstead) said that nitrogen 

(N+), sulphur (S%), and deuterium (C}), have been 
used in this way. Heavy nitrogen, for example, can be 
introduced in the synthesis of amino-acids and these 
labelled amino-acids can be traced in the tissues and in 
the excreta. Curiously enough, only a fraction of the 
' special nitrogen appears in the urine as labelled urea, the 
rest being distributed throughout the body even in such 
inert tissues as skin and tendon ; and in the body the 
labelled nitrogen is found not only in the amino-acid fed 
to the animal but also in other amino-acids. From this 
it is inferred that the nitrogen of any amino-acid can be 
rapidly and easily transferred to others and that the 
tissue proteins are in a constant state of flux, forming a 
sort of general metabolic pool. If this be so, then the 
terms ‘‘ exogenous ” and ‘‘ endogenous ”?” metabolism 
cease to have any precise meaning. 

By introducing both labelled nitrogen and carbon into an 
amino-acid more details can be obtained. Certain amino- 
acids can readily change the amino group, but their carbon 
chain is indispensable and cannot be built up by the body. 
The behaviour of lysine is rather different, for both carbon 
chain and amino group are indispensable as a single unit. 
Since lysine does not take up nitrogen from other amino-acids 
it can be used as a means of labelling proteins. 

pr. A. B. ANDERSON (Glasgow) using protein hydro- 
lysates had found intravenous alimentation of most value 
in cases of burns and in patients before and after opera- 
tion. Hydrolysate therapy has no special advantage in 
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starvation and in the gastro-enteritis of infants. By 
mouth, casein digests are unpalatable and meat digests 
are preferred. ? i 


Reviews of Books 


Introduction to. Diseases of the Chest 


_ (2nd ed.) JAMES MAXWELL, MD LOND., FRCP. 
and Stoughton. Pp. 292. 12s. 6d.) 


A BOOK for students should be carefully compiled, 
for the relatively unstocked mind is specially liable to 
store up what it encounters, and errors may become so 
firmly settled in place that experience has much ado to 
shift them. It is possible, however, to err on the safe 
side, bedevilling the student with ‘It is said .. .”’ 
“ Many consider .. .’’ and like cautious phrases. Dr. 
Maxwell is liable to this practice, which is out of place 
-in a students’ textbook. At the same time, when he is 
dogmatic he is not always on sure ground. For example, 
among his six major symptoms he should surely have 
placed lassitude, one of the earliest’ of serious signs, as 
mass radiography has shown. Again, it would have been 
worth mentioning that many have tried and all have 
failed to reproduce Marcus Patterson’s: experimental 
evidence, and that the theory of graduated exercise 
nowadays takes the form, in practice, of walking déli- 
¢cately on ice of unknown thickness and hopping off 
quickly if it shows signs of giving way. Thoracic 
surgeons will be sorry to find Dr. Maxwell advocating 
the posterior approach for aspirating the. chest, for it 
is just in that region that they may later want to make 
their incision for a thoracoplasty. Yet the book in the 
main is outstandingly.good : well informed and up to ` 
date. The chapters on physical examination are speci- 
ally clear, and the chapter on chest radiology flawless. 
The X-ray pictures are printed as negatives, which are 
much more familiar than the customary reduced dia- 
positive. It is to be hoped that in the next edition some 
lateral -views of the normal chest will be included. 


Das Herz Beim Scharlach 


Privat-Dozent Dr. Med. BERNHARD STEINMANN, Secun- 
dairarzt der Medizinischen Universitétsklinik, Bern. 
(Huber. Pp. 149. Sw.frs. 12.80.) 

THE dramatic fall this century in the death-rate from 
scarlet fever has coincided with an equal reduction in 
almost all the severe manifestations of the disease. 
Acute nephritis, for example, has an incidence now much 
below 1%, and the same is true of so-called scarlatinal 
rheumatism and carditis. The precise relation of this 
condition to rheumatic fever has never been determined, 
and those who have studied it will find particular 
interest in Steinmann’s historical review of the literature 
from 1857 onwards, in his experimental production 
of heart lesions by injection of Dick toxin into animals, 
and in an attempted correlation of clinical, electro- 
cardiographic, and radiological heart. findings in . 350 
scarlet fever patients. He differentiates between early 
myocarditis, with hardly any clinical signs but definite 
electrocardiographic changes, and more manifest 
myocarditis appearing later in the 2nd—4th week of 
illness with a maximum incidence in older children. 
Although the similarities to acute rheumatic carditis 
are obvious, the differences prevent his accepting them . 
as identical. Apart from the historical value of the book, _ 
the close reasoning which leads to this conclusion makes 
it worth reading. | 


(Hodder 


Quelques verités premières sur la transfusion sanguine 
A. TZANCK, directeur du Centre National de Recherches 
Hématologiques et Transfusion Sanguine; M. BEssis, 
assistant au centre. ` (Masson. Pp. 66. Fr. 80.) 

Professor Tzanck and Dr. .Bessis have collected in 
the form of aphorisms most of the well-established facts 

concerning blood and plasma transfusion. Their book . 

shows that English and French practice agree closely, 

and to enumerate the few points of difference would 
be to split hairs. French lends itself to the pithy well- 
turned phrase, and most of the aphorisms contain, as 
the authors say, a ‘‘ fundamental truth,” or an opinion 
or warning, strikingly expressed. Many of them could 
usefully be incorporated in the mural décor of labora- 
tories and lecture-rooms.. . eae 
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For the kad - 
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E 
_ Extensive investigation during recent years supports the 
original hypothesis of Dale and Laidlaw (J. Physiology, 1910, 
41, 318) and Lewis (Brit. med. Jnl., 1926, ii, 61) that 


histamine released from tissue cells by an antigen-antibody 


reaction plays a fundamental rôle in anaphylaxis and allergy. 
Basing their work on the theory that an artificial immunity to 


histamine might be obtained by using a histamine-protein | 


complex as an aptigen, workers in the Parke-Davis Laboratories 
developed the antigenic complex ‘Lertigon’. by combining 


histamine with despeciated horse-serum globulin. Clinical — 


trials have shown that ‘ Lertigon’ is useful fim the treatment of 
allergic conditions which have failed to respond to routine 
methods, or those in which the allergen cannot be discovered or 
cannot be completely avoided. In particular, good results have 
been obtained in contact dermatitis due to allergens and in 
abnormal sensitiveness to heat, cold or light. 


‘ Lertigon ’ is administered subcutaneously in gradually increas- 
ing doses, commencing with 0°01 c.c. to 0°02 c.c. every four or 
five days. Acute allergic states may show improvement in 
two or three weeks but chronic conditions may take longer. 
Systemic reactions are uncomunon. 
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THE citizens of Syracuse, seeing. ARCHIMEDES 
running naked through the streets, no doubt agreed 
that his conduct was justified by the importance of 
the occasion. He was a great man, but he was also 
lucky in the intellectual climate of his age, and lucky 
in being early on the scene. For discovery has two 
sides—the discoverer and the discovered. Livine- 
STONE and STANLEY had a dark unknown continent 
to explore: their successors today can add little 
more to geographical knowledge than an account of 
the habits and customs of some little-known tribe. 
The surgeons who followed Lister had the whole 
body with its tracts and diseases offered to them as 
a field for study : the surgeon of the present time can 
do little more than add hiş own turn to his teacher’s 
improvement of a predecessor’s modification of some 
operation first planned and performed by one of the 
greatly fortunate and fortunately great surgeons 
of the beginning of the century.. Gastric surgery 
has its host of followers, its associations and. societies, 
and its specialist journals ; but if is mainly occupied 
in ringing the changes on the two operations designed 
more than half a century ago by BmtrotH. Yet 
in this year of 1945, eighty years after the birth of 
surgical craftsmanship, and in the surgery of the 
prostate, a branch of operative technique commoner, 
more important, more closely studied, and more widely 
pursued than most, T. J. Mitxr has discovered a 
method that is not only quite new, but also simpler, 
safer, and better than those now in use. 

The early history of prostatic surgery is wrapped 
up with that of stone in the bladder. In the 16th 
century the introduction of the urethral sound by 
JOHANNES DE Romanes allowed prostatic obstruction 
to be distinguished from urethral stricture and stone. 
In the 18th century the itinerant stone-cutters gave 
place to the surgeons. In 1837 the first attempt to 
remove prostatic obstruction was made by MERCIER, 
who devised a tunnelling operation, the precursor 
of the modern punch technique. Towards the close 
of the 19th century BILLROTH and TRENDELENBURG 
removed intravesical projections of the prostate with 
scissors, and following them BELFIELD and FULLER in 
America and McG in England performed supra- 
pubic enucleation of the whole adenomatous prostate. 


Suprapubic prostatectomy was not however generally | 
practised till FREYER described it in 1901, and by his _. 


~ constant and forceful advocacy secured its acceptance 
throughout Europe. FREYER’s simple enucleation 
was succeeded by THomMSON-WALKER’S open and 
controlled procedure, and later by HARRIS’S operation 
of suprapubic enucleation followed by obliteration 
of the prostatic bed and closure of the bladder. 
Perineal prostatectomy was first undertaken in 
1903 by Huem Youne in America and PrRovst in 
France, but it has never found more than temporary 
support among British surgeons. The perurethral 
approach, the oldest way of attacking prostatic 
obstruction, suffered eclipse till 1909, when Young 
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introduced a punch with which the median bar of the 
prostate could be divided. Youne’s punch was later 
improved by Braascu, Bumrus, and THOMPSON of 
the Mayo Clinic. CAULK in 1930 invented a cautery 
punch, and shortly afterwards MAXIMILIAN STERN © 
devised an instrument, later improved by McCarray, 


with which ‘slices. of the prostate can be removed ~ 


under direct vision with a diathermy loop electrode. ` 

The suprapubic operation, generally practised 
today, carries the immediate risks of hemorrhage 
and infection, and the drawbacks of pain, strangury, 
soaked and smelly dressings, and slow recovery ; 
it has a mortality that is considerable in the hands of 
the occasional urologist, and’ by no means negligible 
in those of the expert. The Harris operation is an- 
improvement in theory, but the number of modifica- 
tions that have been made, and the poor opinion 
in which they are held by those who have the care 


of the patients afterwards, are evidence of its imper- 


fections. Though perineal \prostatectomy ‘is a safer 
and more pleasant operation, its failures are major 
disasters ; perineal and recto-urethral fistule and _ 
permanent incontinence are far from uncommon 
even in the best practice. Perurethral operations 


are for the -most part safe and satisfactory, but 


they sometimes cause severe hemorrhage and the 
picture is marred by chances of recurrence and penile 
stricture. MuLIN’s new operation seems to avoid 
the dangers and discomforts of the transvesical, the 


disasters of the perineal, and the sequele of the 


perurethral operations, and bids fair to supplant 
them all. | 
To say so much at this stage may be considered 
over-sanguine.. At least, however, we can state 
without fear of contradiction that. this is a good 
operation. It has been watched and approved by 
experienced urological and general surgeons; it 
has been performed on many more patients than those 
included in the preliminary report, which we publish 
this week ; and it appears to carry no concealed risks 
or drawbacks. Sisters sing its praises, for it has 
abolished the wet beds and frequent dressings which 
make prostatic surgery a nightmare at a time when 
nurses are. few and overworked, dressings are doled 
out grudgingly, bed-linen is short and wearing out, 
and laundries are autocratic and inefficient. House- 
surgeons like it because it allows them to sleep at night 
undisturbed. Patients have reason to be loudest 
in their approval, for they are relieved of one of the 
most distressing afflictions known to man by an oper- 
atioh that involves scarecly more pain and no-longer 
convalescence than an interval appendicectomy. 


Atypical Lichen Planus and Mepacrine 


WHEN it was decided that suppressive therapy with 
mepacrine should become a routine measure among 
the Allied fighting forces living or operating in 
malarious areas, it was not anticipated that there 
would be much trouble from cutaneous manifestations 
of intolerance to the drug. This assumption was 
correct ; a few cases of urticaria and an even smaller 
number of toxic exanthemata have been. noted and 
attributed to mepacrine, but the total number of 
these examples of drug-intolerance has been negli- 
gible. An unexpected development has been the 
appearance of an atypical lichen planus affecting 
a very small proportion of the personne working 
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in areas where mepacrine is taken as a routine. Some 


believe that the eruption is due to the drug ; others, 
more cautious and perhaps more correct, prefer to 
say that mepacrine appears to be. one of several 
common factors in.all the reported eases. A publica- 
tion! issued by the Surgeon-General’s office in 
Washington puts the incidence at 2-3 cases per 
thousand of the men and women in the South-West 
Pacific area who took. mepacrine regularly for some 
months. Another source—as yet unpublished— 
suggests that the incidence in several thousand men 
observed for six months was at the rate of 1 case per 
thousand per annum. It is believed that among 
British troops the incidence was even lower. 

The eruption has been classified as being of three 
types, each resembling an atypical lichen planus at 


some stage of development : P 


(1) A non-weeping type whose primary characteristics 
are those of lichen planus. : l 

(2) A lichenoid eruption associated with eczematous 
lesions. WPG 

(3) A generalised erythematous dermatitis, usually 
diagnosed as exfoliative dermatitis, followed by 
lesions of lichen’ planus which may be localised 
in patches. SB a 


Bacsy ? has described a fourth type, in which large 


areas of pustules develop and in healing are replaced 
by lesions resembling hypertrophic lichen planus. 
He says that in all types the eruption is usually 
generalised, the heaviest involvement being on the 
extremities. In some patients the mid-portion of 
the trunk is free of lesions. As a.rule the face is 
involved, and lesions may appear on the scalp and 
i eventually be 
replaced. by 
scars, thus 
causing alo- 
pecia. Qften 
lesions are 
found on the 
palmsand soles; 
thickening, 
a separation, 
==> tidging, and 
discoloration of 
the nails is com- 
mon. The buc- 
cal mucosa may 
also be affected. 
As the eruption 
regresses the 
involved .areas 
‘may show only a slight amount of pigmentation, or 
the lesions may be replaced by atrophic, depressed, 
deeply pigmented scars. Itching is usually less 
troublesome than in true lichen planus. In some 
cases the mucosa covering the hard palate has been 
pigmented. Like lichen planus, the eruption can 
be mild, of moderate severity, or very severe, as in 
the example illustrated here (see figs.). Nurses and 
women auxiliaries of the American forces have been 
affected as well as men. In males, susceptibility 
increases with age. There is no evidence that the 
eruption is contagious. _ 
Now that the wars are over, there will probably be 


Fig. I—A severe case. 
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1. Office of the Surgeon-General, Washington : News Notes, No. 29, 
Sept. 30, 1945. 
2. Bagby, J. W. Arch. Derin. Syph., Chicago, 1945, 52, 1. 
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a small spate of articles on this eruption. Hitherto 
it has been kept secret lest false or exaggerated rumours 
should alarm the troops in malarious areas. Eventu- 
ally it may emerge that the Australians were the first 
to recognise the malady as a separate clinical entity, 
and that Major | 
G. A. GRANT g 
PETERKIN, 
RAMO, and 
Major H. C. 
Harr, BROAMO,. 
whose observa- 
tions were made 
in North Africa 
and Italy, and 
who presum- 
ably had little 
knowledge of 
the Australian 
and American 
experiences in 
the Southern . 
Pacific, have a | nes fe saa 
good claim to Fit. 2Buttocks and lumbar region of the same 
be regarded as and heavy pigmentation. _— 
pioneers. Up | | 
to now the published work on the subject is chiefly 
American. In May 1942 Noosm and CaLrLAaAway ? 
described a case in which a diabetic developed exfolia- 
tive erythroderma, due, they believed, to mepacrine 
medication. In March, 1944, Major AMBLER + of the US 
Army Medical Corps briefly remarked on the relatively 
large number of cases of lichen planus hypertrophicus 
he was seeing, but did not discuss their etiology. A 
few weeks before, SenEAR, CARO, and STUBENRAUOH 5 
had demonstrated to the Chicago Dermatological 
Society a husband and wife both suffering from lichen 
planus after taking mepacrine for an indefinite period. 
Then in July of this year Baasy? published an 
illustrated account of five cases: he doubted whether 
the toxic or sensitisation effects of mepacrine or 
dietary deficiencies were the only causes of. the 
eruptions, and believed that further investigations 
would show that some unusual combination of factors 
is necessary to produce them. A month later 
DuEMLING® described three cases of exfoliative 
dermatitis which he attributed to mepacrine. Finally 
at the end of September came the note from the 
Surgeon-General’s office revealing that soon after the 
Buna campaign in the Pacific began, early in 1943, 
an unfamiliar skin disease was observed among the 
troops engaged and came to be called atypical lichen 
planus, 2 

In the first American reports, by Major T. NısBET 
and Lieut.-Colonel C. Scumirt, mepacrine was 
suspected of being the underlying cause; but in the 
Surgeon-General’s note care is taken to emphasise 
that many factors besides mepacrire are probably 
contributory—skin irritations and injuries of many 
kinds, excessive exposure to sunlight, profuse per- 
spiration; dietary deficiencies, and emotional and 
nervous factors. Those who deny that mepacrine 
is the main cause of the eruption point out that it was 
not seen before the war, although many people had 


a eee 
3. Noojin, R. O., Callaway, J. L. North Carolina med. J. 1942, 3, 239 
oe i A A E cee: 1944, 49, 224, 

o. Senear, F. E., Caro, M. R., Stubenrauch, C. H. Ibid, 1945, 51 3. 
6. Duemling, W. W. Ibid, 1945, 52, 80. i i a 
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taken the drug for considerable periods before 1939 ; 

that the eruption has yet to be produced deliberately 
by the administration ‘of mepacrine; that it some- 
times fades although the patient continues to take 
mepacrine (they regard it as unlikely that by con- 
tinuing to take the drug the patient desensitises 
himself); and that there are many other possible 
, factors, such as those mentioned above. In support 
of their views they might recall the lichen planus 
seen in soldiers returning from West Africa’? who had 


almost certainly not received mepacrine, since the 


drug was not. widely used out there at that time. 
But until full investigation brings us facts to replace 
theories founded on clinical impressions the cause 
of “< tropical lichenoid dermatitis,’’ as some call the 
eruption, is likely to remain controversial. 


Progress in Food Yeast 


WHEN the possibilities of using yeast to. supplement 
the protein in human diets began' to be re-explored 
early 1 in the war (it had been used by the Germans 
in 1914-18) it was clear that success would depend 
on the choice of a yeast without a bitter taste and on 
finding a place where its commercial production was 
an economic possibility. By 1941 both these 
desiderata had apparently been achieved,’ for a 
palatable yeast, Torula utilis, had been isolated, and 
a place, the West Indies, where it could be grown 
economically on waste molasses had been found. 
Since then tests of various kinds have been initiated 
and progress has been made. A company has been 
formed (Colonial Food Yeast, Ltd.) to grow the ‘yeast 
in the West Indies, and plans for the semi-commercial 
and factory plants have been published.” In March 
Mr. A. C. THaysEeN, msc, of the Department of 
Scientific and Industrial Research, gave a general 
account of the evolution and prognosis of food yeast at 
the Royal Society of Arts. And since then the Medical 
Research Council have issued a memorandum,” com- 
piled by Miss HARRIETTE CHICK, D sc, for the Accessory 
Food Factors Committee, on its nutritive value. 

The calorific value of food yeast, which is largely 
due to protein, is moderately high—100 g. of the 
moisture-free, product gives rise to 224 calories, 
but this figure has to stand comparison with 604 
calories per 100 g. for dried egg, 525 for whole milk 
powder, and 383 for wheat. The nutritional value 
of Torula utilis, however, does not depend on its 
provision of calories so much as on its use as a source 
of protein and vitamins; 100‘g. yields 22 mg. of 
aneurine, 5'4 mg.. of riboflavine, and 46 mg. of 
nicotinic acid. These concentrations are enormous 
and surpass those of practically all other foods except 
liver, which contains rather less aneurine but nearly 
twice as much riboflavine and nicotinic acid. Food 
yeast has been shown to be a good source of both 
proteins and vitamins for animals, MITCHELL " 
found the protein of yeast to have a biological value 
approaching that of the milk proteins, but in growth 
tests of longer duration yeast proteins, when providing 
the sole source of nitrogen in. the diet, have proved 
inferior to casein or to the mixed proteins of wheat 
in the proportions occurring naturally in the whole 
grain. This inferiority of yeast proteins was found 

7. Proc. R. Soc. Med. 1944, 37, 413. 8. Lancet, 1943, i, 434. 
9. Ibid, 1944, ti, 280. 


10. Medical Research Council War Momo. No. HMSO, 1945. 
11. Mitchell, H. H. J. biol. Chem. 1924, 58, 905. 
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by Krosr and TEVOLD™ to be due to a deficiency 
of the essential amino-acid, methionine, a result 
confirmed by HIMSWORTH and GLYNN. Notwith- 
standing this defect, when yeast is added to a diet 
consisting mainly of cereals, its supplementary value 
has been found equal to that of milk proteins. It 
possesses, however, the undesirable property of being 
somewhat rachitogenic for pigs if adequate doses of 
calcium salts and cod-liver oil are not given at the 
same time. A diet of white flour with 5% of yeast 
in it will provide rats with a better growth mixture 
of the B vitamins than whole meal. Other experi- 
ments with rats, in which yeast supplements were 
added to diets made up to resemble those procurable 
by poor people in Europe, demonstrated that the 
yeast was a very valuable supplement of proteins 
The nutritional trials on human 
beings have been less exacting but no less encouraging. 
It is clear that it can be incorporated into soups, 
gravies, rissoles, and even into bread without detract- 
ing from their palatability. Reasonable doses do 
not upset the digestion and there is some evidence 
that it may increase the flow of hydrochloric acid in 
the stomach. A trial at a village school in Oxford- 
shire led to the conclusion that yeast supplements 
given to children aged 6-10 years on ‘five days a 
week made them put on considerably more weight 
than the control group. In West Africa food yeast - 
seems likely to solve the problem of preventing and 
treating B-vitamin deficiencies on a huge scale, for 
10 g. of yeast a day—which can easily be incorporated 
in soups or stews—will provide some 0" 5 mg. of ribo- 
flavine at a cost of 4d. 

The scientists seem to have done their bit. It now 
remains to see if thè administrators can put it across. 
There must be millions of people in the world today 
who would be the better for a daily dose of Torula 
utilis ; but would they take it ? Some, perhaps, in 
time. But no factory visualised at present could 
meet such a demand. It has taken two wars and 
worldwide malnutrition to provide scientific man 
with sufficient urge to produce food yeast. It is 
stimulating, if a little humiliating, to reflect that the 
ruminant animal has been nourished largely by 
similar processes of biological ennoblement since 
its rumen was first evolved, and that the cow has all 
the necessary facilities for converting waste products 
such as urea into magnificent foods like milk.™ 


New Beginnings 

- DurincG the past year, and especially since the end of 
the war, the number of applications made to the Medical 
War Relief Fund has risen steeply, and during 1944-45 

nearly £2000 was distributed in loans and close on 
£9000 as gifts. This means that the fund has, unre- 
pentantly, spent about three times the amount it has ` 
received in new income. Of the 56 awards made about 
half were given to returned Service doctors: some needed 
help while building up their old practices, while some, 
having. been disabled, wanted to make a fresh start in 
a different kind of medical work. Other grants included 
7 to widows of serving doctors for the maintenance and 
education of their children. The fund looks forward to 
a period of still heavier responsibilities, and we hope 
there will be wide and generous support for the appeal 
made in our correspondence columns this week. 


12. es A. A., Tevold, M. L. Proc. Soc. exp. Biol., 


13. Himsworth, H. 
14. Smith, J. A. B. 
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Annotations 


REWARD OF MERIT 

Few local authorities can rival the hospital services 
of the Middlesex County Council, and the new staffing 
arrangements described on p. 717 have special significance 
at the present juncture. One of the interesting pro- 
posals relates to the recognition of exceptional merit 
shown by doctors working with the Council. 
said that a salaried service, in which special effort brings 
no monetary reward, encourages nothing but mediocrity : 
the recipient of a salary does no more than he need. This 
argument can easily be carried too far ; for it is absurd 
to suggest that in medicine there are no major incentives 
beyond the financial. Nevertheless there is a strong case 
in any salaried service for tangible recognition of work 
whose quality is well above what is expected of the 
worker. Middlesex has now decided that senior clinic- 
ians who have reached the maximum salary of £1800 
may, if they give proof of ability above that of their 
colleagues, be put on a special scale rising to £2200. In 
recommending this innovation, Dr. H. M. C. Macaulay, 
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the medical officer of health, said that he thought it 


would have a stimulating effect on the service, and made 
it clear that mere seniority should be no qualification for 
the supplement. The London County Council has long 
had machinery by which special payment can be made 
for special merit ; but we cannot recall that it was ever 
used for the benefit of the medical staff until last week, 
when the salary of an LCC hospital surgeon was raised 
by £500 to £2000 in recognition of his distinguished 
attainments. These pieces of news suggest a welcome 
tendency towards flexibility in the management of public 
services. The principle is important, and in a National 
Health Service it ought perhaps to be carried considerably 
farther. 3 
FILTHY CALCUTTA 

A COLLECTION of photographs, articles, and letters 
republished from the Calcutta Statesman! gives a vivid 
picture of conditions in the city, which is still a great base 
for our Forces. It is a picture of appalling squalor. 
The permanently low standard of living for the general 
population is now aggravated by the aftermath of famine 
in the surrounding country, and the booklet emphasises 
the inefficiency of the administration wielding a skeleton 
public health service. There is no proper disposal of 
refuse in the city. A common sight, here illustrated in 
photographs, is a crowd of human scavengers about the 
dustbins, whose contents are strewn over the streets, often 


contaminating the wares of the roadside vendors of food © 


and drink. Such a state of affairs is volcanic, and in fact 
. Calcutta this year suffered a cholera epidemic which in 
April claimed 500 new cases a week. There was also a 
severe epidemic of smallpox, in the course of which 
400,000 persons were vaccinated with lymph which, 
according to the Statesman, was found to be unsafe. 
The wranglings over the responsibility for these 
happenings occupy much of the space in the booklet. 
There seems to be no doubt about the inadequacy of the 
measures taken to deal with the situation, nor about 
the failure of the city’s sanitary services. On the whole the 
attitude of the newspaper is destructive ; few positive 
practical suggestions for improving matters are to be 
found in its pages. None the less it has performed a 
valuable service in revealing where the responsibility lies 
—with the Calcutta corporation first of all, then with the 
Bengal government, and then with the Government of 
India. Ultimately, the responsibility for the state of 
Calcutta is that of the British citizen. Squeamish readers 
had better avoid this booklet, but it can be reeommended 
to those who want an unromatically accurate picture of 
life in the Second City of the Empire. 

1. The booklet is not on sale, but a few copies are obtainable, free i 


charge, from ‘‘ The Statesman ” Ltd. (Calcutta), 23, Fleet 
Street, London, EC4. 


RESEARCH IN THE ROYAL HOSPITAL, CHELSEA 
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AMBASSADORS OF SCIENCE | 

Sir HENRY DALE, PRS, remarks! that “the broadly 
international character of the aims and the content of 
science should make it a most readily accessible and 
attractive meeting-ground for the cultural interests of the 
people of different countries.’ In the Socicty for Visiting 
Scientists, founded by the British Council in consultation 
with the Royal Society, his words find practical and hos- 
pitable expression. 
Old Burlington Street, London, W1, whose opening 
is recorded in the Council’s current annual report,? have 
become a meeting-place and an information centre for 
distinguished guests from Turkey, China, India, France, 
and other foreign parts. 

The end of the war has in fact increased the Council’s 
responsibilities. Transport and communication are 
easier, and liberated countries are anxious to fill the gaps 
caused by their involuntary isolation. Requests for 
information are manifold, visitors are of all kinds from 
professors to school-children, and the flow of students 
grows faster. Within the framework of the department 
of science the medical division under Dr. N. Howard 
Jones has taken a substantial share in restoring inter- 
national relations. The British Medical Bulletin, includ- 
ing its Spanish, Portuguese, and Turkish editions, has a 
circulation of over 10,000. Thesubcommittee on medical 
films has been reconstituted and now includes representa- 
tives of the British Medical Association, the Medical 
Research Council, and the Ministry of Health. Dr. A. G. 
Sanders of the Dunn School of Pathology at Oxford has 
joined the Council’s staff in China as medical officer; the 
Centro Médico Argentino-Britauico has been set up, with 
Dr. R. Castro O’Connor as its hon. secretary; and many 
Dominion and foreign graduates are receiving advice and 
help in planning their postgraduate work in this country. 


RESEARCH IN THE ROYAL HOSPITAL, CHELSEA 


Amone the scientific foundations which distinguished 
the reign of Charles II, the Royal Hospital, Chelsea, has 
no such obvious claim to be included as has its august 
neighbour, the Royal Observatory, farther up the river. 
Nevertheless it has contributed its quota to medical 
knowledge: as a clinical laboratory for the study of old 
age, it offers great opportunities which have been used. 
Brigadier Lipscomb’s book on Diseases of Old Age was a 
product of his term as deputy surgeon there, and now 
Captain T. H. Howell reports valuable observations made 
during his war-time tenure of the same post.® Captain 
Howell has devoted particular attention to cardio- 
vascular phenomena, and describes a syndrome of pro- 
gressive cerebral ischemia, characterised by -successive 
stages of confusion, restlessness especially at night, and 
then a terminal coma, with blood-pressure falling steadily 
throughout. On the incidence of cancer and of various 
circulatory diseases among the elderly he gives instructive 
figures. 

One of the chief difficulties in the study of old age 
arises from our defective information about the normal 
phenomena of this period of “late maturity.” Here 
Captain Howell’s data will help to fill the gap: thus he 
measured the blood-pressure of 120 “tough veterans ” 
(aged from 65 to 92) admitted to the infirmary, and later 
measured the blood-pressure in 200 healthy pensioners ; 
he also investigated systematically the temperature 
variation in old men. By such studies, and statistical 
and other observations of disease like those recorded in 
the little book, geriatrics may develop stronger claims 
to be regarded as an independent branch of medicine 
than it has had hitherto. 

The book also contains a chapter on the care, comfort, 
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1. British Council, Science Dept. ‘Outline of Activities. 43, Port- 
land Place, London, wi. 


Report of the British Council 1944- 45, 3, Hanover Strect, Wi. 
en ASS: ae ieee Points in Ger iatrics. ..(H. K. Lewis. 
p. 5 8. 6d. 
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The society’s pleasant premises in | 
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and management of. the elderly. The precepts show 
much practical sense and kindliness ; they need to be 
read in conjunction with the invaluable booklet issued 
by the Friends Relief Service describing the standards to 
` be aimed at in hostels for old people.* The FRS has had 
wide experience of running such hostels during the war, 
_ and the report is practical testimony to what the Society 
of Friends has achieved in this difficult field of social 
work. ‘Those working in our hostels have, with few 
exceptions, no special qualifications for the tasks they 
have undertaken,'and the great majority are young 
people who would in peace-time be engaged in other 
work. This has led to a certain amount of misdirected 
effort and necessarily to a high staffing ratio; it has 
also sometimes led to a freshness of approach and a 
willingness to experiment untrammelled by rules and 
precedents. True realisation of the worth of every 
human being and a desire to serve one’s fellow men are, 
we believe, essential prerequisites for anyone engaging 
in work with the aged. = 


y INGROWING HAIRS — 


PINKUS ê says that the root of a white man’s hair is 
straight or slightly curved and lies in the skin at a more- 
or-less acute angle to the surface. An ingrown hair is a 
shaved-off hair which pierces the side wall of the follicle 


and enters the cutis instead of emerging at the follicular 


opening. This happens when a slanting hair has been 
shaved off so closely that the pull on the skin during 
shaving causes the free end of the hair to slip below the 
surface and thus to penetrate integument. The bristle, 
which has a sharp point, continues to grow but fails 
to force its way to the surface. An inflammatory 
reaction follows, and the patient notices that a small 
pimple or boil is continually forming on the same site of 
the beard area, usually on the side of the neck ; occasion- 
ally several inflammatory papules or pustules appear on 
the area.. Treatment consists in removal of the hair 
when the inflammation is quiescent, and in advising the 
patient not to shave so closely. In some cases removal of 
the bristle may not be necessary ; for the suppuration 
may have destroyed the hair root and the follicle, and the 
remains of the hair may have been evacuated with the pus. 
Sometimes in severe acne or sycosis, inflammation and 
scarring alters the direction of the hair roots ; the hairs 
then curl up in the skin and behave as foreign bodies. 
Pinkus states that they may reach considerable length 
and may require surgical removal. 
_ Many negroes have a chronic papular eruption on their 
beard areas, particularly on the lower part of the cheeks. 
By histological examination of serial sections, and three- 
dimensional reconstruction on a larger scale, H. and F. 
Pinkus ê have shown that the hair roots of negroid races 
are semicircular in shape ; the follicles of the hairs of the 
beard are often so curved that the hairs leave the skin ina 
slanting direction and then curve round, so that their tips 
press against adjacent portions of the integument. 
Hairs which retain their natural soft tip are deflected and 
grow up in a horizontal spiral ; but bristles—their ends 
sharpened by shaving—may push their way into the 
skin, burying their tips like an ostrich burying its head. 
Once pénetration has taken place, the hairs grow 
downwards, inflammation develops, and papules form. 
On examination it is found that the centre of each papule 
is pierced by a hair, which may be lifted out with a forceps 
without any resistance being encountered. If the course 
of a hair is traced, the skin against which it has lain may 
be grooved, but there is not any inflammation of the 
follicle from which originally it emerged from the skin. 
Pinkus states that the condition occurs in at least 10% 
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of negroes who regard it as an inevitable development. 
In older men, numerous shallow grooves and small scars 
mark the sites of the malady ; younger negroes have 
fewer grooves and more papules. Treatment consists 
in removing all the hairs which are growing into the skin, 
for if their tips are merely pulled out of the papules and 
the shafts are left, the hairs will again penetrate the 
integument ; X rays may be used for this: purpose, but 
often manual epilation is sufficient. Antiseptic lotions or 
sulphur ointment may be used to control the inflamma- 
tion, and the patient must be advised to shave his beard 
closely every day. Pinkus suggests that the. term 

“ chronic scarring pseudofolliculitis ” should be used to 
designate this malady of coloured men. 

It will be noted that the advice to be given to white 
men is ‘‘ don’t shave so closely ’’ whereas for negroes the 
admonition must: be “shave every day and shave 
closely.” l | 
l FORTY THIEVES 


ANY circumstance which breaks up family life and 
uproots the first emotional attachments of a child’ within 
the family group is liable to have an adverse effect on the 
child’s emotional development. Studies of the family 
backgrounds of maladjusted and delinquent children 
have revealed that many of them lost their parents or 
were the victims of broken family relationships early in 
life. In the same way, an unduly high proportion of 
adults suffering from psychiatric disorders are found to 
have lost one or both parents through illness, death, 
desertion, legal separation, divorce, or other cause in © 
childhood. These studies also suggest that the younger 
the child when the break in the home occurs, the greater 
the influence it will have on him. Psychological studies 
of young children evacuated from dangerous areas in 
war-time revealed the adverse effect of abrupt separation 
from the mother in children under five years of age. | 
Burlingham and Freud! described refusal to eat and 
sleep, excessive crying, high susceptibility to minor 
ailments, and failure to recognise.the mother through 
rejection of the memory of her, in evacuated children 
under three years. Depression, moodiness, emotional 
outbursts of resentment, and behaviour problems were 
noted in the children between three and five. Ifa child 
had to change his foster-parents more than once or twice 
there was a danger that he would show an emotional 
withdrawal from the outside world, and become either 
frighteningly impersonal and devoid of all emotion, or 
subject to emotional outbreaks of a hysterical type. 
Edelsten ? has described how after a period in hospital 
a child may develop emotional disorders such as anxiety, 
sleep disturbance, and faulty habits, except where 
frequent visits by the parents are permitted. The 
younger the child the more acute were the symptoms. 

Further evidence of the ill-effects of early interruptions 
in home life has been obtained Py Bowlby ° in a study of 
juvenile offenders. The study itself may be criticised 
because of the selection of cases on a symptomatic basis 
of theft, “in which stealing was either a serious or a 
transient symptom ”’; the omission of routine physical 
examination ; or the wide age-range (5-16 years inclusive) 
in comparison with the smallness of the series (44). In 


. addition, the classification of the children as normal, 


depressed, circular, hyperthymic, affectionless, and 
schizoid characters presupposes a more extensive know- 
ledge of character types than has yet been generally 
accepted. Of the 44 child thieves 17-had been separated 
from their mothers, early and for long periods, compared 
with 2 out of a control group of 44 maladjusted children 
“who did not steal.” Among the 14 thieves whom 
he classified as “ affectionless characters "—that is, 


1. Barnet Freud, A. Young Children in Wartime, 
ondon 
Radeto, H. Separation Anxicty in Young Children. Genetic 
chology Monographs, No. 28. Provincetown, Mass, 1943. 
3. Bow by, J. Int. J. Psycho-anal. 1944, 25, 1. 
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‘“ children characterised -by lack of normal affection, 
shame, or sense of responsibility °—12 had suffered an 
early separation. Of the remaining 30, representing 
other types of character, only 5 had suffered this misfor- 
tune. A high association between affectionless charac- 
ters and mother-child separation was accordingly 
deduced. The essential factor which these separations 
proved to have in common was that, during an early 
stage in emotional development, the child was snatched 
away from the people and places which were familiar to 
him, and from those whom he loved, and placed with 
people and in surroundings which were unknown and 
alarming. A further point which emerged from the 
evidence was that in the great majority of cases the 
child’s relationship with the mother figure.had been 
interrupted more than once, in that many of the children 
had been in more than one foster home. Bowlby main- 
tains that in children admitted to hospital the return 
home may well provide as great a shock.as being sud- 
denly rushed away, for if the child_has not been visited 
he may have forgotten his mother and come to regard her 
as a faithless person. Mothers often used phrases such 
as “a little stranger,” ‘‘ odd one out,” ‘‘ does not seem 
to belong,” to describe the alteration in the child on its 
return from hospital. In practically all the cases the 
separation which appeared to have been pathogenic 
occurred after the age of six months and in a majority 
after twelve months. | 
More comprehensive and detailed research is needed 
before reliable conclusions can be drawn. Nevertheless 
. Bowlby gives us further reason to think that separation of 
a child from his mother or mother-substitute for long 
periods or permanently during the first five years of life 
is a cause of delinquency and persistent misbehaviour. | 


OCCUPATION AT A GLANCE 


“ But, my dear Holmes, how on earth could you have 
known that the man was a violinist ? ” 

“You know my methods, Watson. Surely you noticed 
the patch of acneiform dermatitis beneath the angle 
of the left mandible!” . 


Most of us at one time or another have tried to emulate 
Dr. Bell, clinical teacher of Conan Doyle, whose skill in 
deducing a patient’s occupation from the visible evidence 
alone inspired some of the more spectacular methods of 


Stonemason 


Floorsweeper 


Sherlock Holmes. Now Ronchese! has described a large 
number of identifiable occupational stigmata. He points: 
out that the finger-prints, even when the criminal has 
been so ill-informed as to leave them, are often obscured 
by local conditions which deface the papillary patterns, 
such as eczema, Raynaud’s disease, or the effects of 
handling abrasives. It is in these cases that the dis- 
tinguishing marks of a trade are so valuable, though they 


1. Ronchese, F. J. Amer. med. Ass. 1945, 128, 925. 
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are becoming less common as mass-production. machines 
replace the individual tools of the craftsman. 

The main specific evidences consist of odours, colours, 
and callosities. The smells speak for themselves, and 
characterise such workers as bartenders, fishfriers, and 
cheesepackers. Among the colours there are the melan- 
osis of coal-tar workers, the yellow stains of munition 
makers, and the bluish fingers of cleaners using oxalic 
acid. The callosities are a particularly abundant and 
specific means of identification. Some of them, illus- 
trated here, are the stonecutter’s ring on the back of the 
little finger in monumental masons ; the painter’s callus 
on the shins, from long contact with the rungs of his 
ladder ; the floorsweeper’s callus at the base of the 
thumb webs ; and the callosities on the knuckles of the 
left hand in gardeners. Ronchese lists many others, and 
his paper should be consulted for an engrossing half-hour. 


THE RETURNING DOCTOR: 


Tue British Medical Association has just issued an 
excellent booklet ‘‘for the information of medical 
officers released from HM Forces ” which fills gaps left 
by the Government’s Release and Resettlement. It 
considers in turn the problems faced by the three main 
classes of returning doctors, explaining once more how 
each can get postgraduate instruction, hospital appoint- 
ments, or grants. The ‘‘ young practitioner’? with 
heavy family responsibilities is told how, besides obtain- 
ing a class I appointment at a hospital, he may apply 
for assistance from the Ministry of Labour under the 
further education and training scheme: while such 
assistance, up to £160 per annum, may also be given to 
practitioners taking a full-time course—e.g. for the 
DPH. Those thinking of buying a practice are advised 
how they may raise the capital on favourable terms; 
and likewise money for a house and car, if need be. 
Where a practitioner is trying to re-establish himself 
(class 11) the local medical war committee will consider 
inserting an appropriate notice in the local press ; but 
announcements of return to consultant or specialist 
practice are made only by the Central Medical War 
Committee and only in the medical journals. Officers 
who were not in general or sve= practi® before the 
war and apply for training a: specialists ma_ be o ffered 
a probationary class I post, with a view ti promotion 
to a class 111 post later; ani particulars are given—so 
far as they are yet obtainable -of both kinds c\ appoint- 
ment at hospitals throug) sut ‘the county. ‘The 
Association has opened at its | use in Tavisto: IS quare, 
London, WC1, a special secti: a of the secretoial staff 
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who will be at the disposal of demobilised doctors, 
whether members or not; and “the council hoes that 
all returning medical officers wi | adopt as their notto: 
‘When in doubt, ask the BMA ~” , 

Dr. W. RUSSELL BRAIN will c ‘liver the first 1 enson 
lecture on philosophy and m. licine to the . ritish | 


Institute of Philosophy at 14, G edon Square, L~idon, 


WC1, on Friday, Dec. 14, at 5; w His subjects to 
be the neurological approach to i e problem of p«‘cep- 
tion. The institute will welcome all doctors whocare 
to attend this meeting. w 


not so much by the limitation of popi 
by their limitation in quality, the rest: 
growth and their isolation from the 
effect has been produced in a number of , 
infant and child mortality which upsetst proper balance è '¢ 
community and disturbs its economic str ` sure; by favours! 
the chances of survival in small comm tics and in thos 
that kept themselves aloof from the ou ‘qe WS, Vherel\ 
maintaining their herd immunity ; and 
killing immigrants who might bring new 
lowering the quality of individuals consta 
disease caused by a variety of agents.” —L 
director of the Ross Institute, at the Roy 
on Nov. 20. 
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Reconstruction — 


. STAFFING OF COUNTY HOSPITALS 
: POSTS AND PAY 


MIDDLESEX county council have now approved 
important new proposals brought forward on the recom- 
mendation of Dr. H. M. C. Macaulay, medical officer 
of health. They deserve close study by the profession. 


_ = PREVIOUS ARRANGEMENTS 
The poor-law hospitals, when the county council took 
them over in 1930, were staffed by a medical superin- 
tendent (generally the senior clinician as well as the chief 
administrator) and several comparatively junior men 
who necessarily worked with little supervision. -In 1931, 
a new scheme provided for one resident surgeon, one 


_ resident physician, and one resident obstetrician at 


", senior and junior housemen will b 
=n Obstetric team will be responsible for about 30 lying-in 


_ beds, 30 gynsecological beds, a few antenatal beds, and 
. „an outpatient department. 
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salaries of £600 rising, by £50 yearly, to £800 a year. 
This remuneration, however, proved insufficient to 
attract the best candidates, and the council therefore 
established a grade of whole-time non-resident physicians, 
surgeons, and obstetricians at salariés of £1000 rising to 
£1500 a year. , | 

The idea was that each of these senior officers should 
supervise his own department. At the same time a 
second grade of non-resident clinicians in each of these 
specialties was introduced, at salaries of £650 rising to 
£1000 yearly. These were to act as second-in-command 
to the senior clinicians, and were also to be appointed to 
hospitals where the turnover of work did not justify the 
appointment of a grade I officer. The rest of the staff 
of the hospital, apart from visiting specialists, was made 
up of juniors—resident assistant medical officers with 
salaries of £400 rising to £475, and resident junior AMOs 
with salaries of £250 yearly. 


In appointing whole-time senior clinicians Middlesex 
was making an original experiment, which has prospered 
well enough to provide the basis for medical staffing of 
all the hospitals under the county council since that 
time. Under it the quality of medical service has greatly 
improved. But there were weaknesses in the system. 
It was found, for instance, that even the most assiduous 
senior clinician could not effectively supervise the entire 


clinical work of a department comprising hundreds of 


beds and thousands of outpatients. This meant that 
relatively junior men and women had to work without 
enough guidance. The grade m officer, instead of assist- 
ing his senior, had to divide the work with him ; and if he 
was a man of equal ability and experience the only 
difference between them was that of salary. It is 
recognised that the senior clinician cannot do every- 
thing himself, but it is felt that a consultant of high 
skill should supervise the care given to every patient, as 
he does in the best voluntary hospitals. 


| THE UNIT PLAN 

- It is now proposed therefore that the general work of a 
hospital should be divided between units or teams. A 
surgical or medical team will consist of a senior clinician 
(physician or surgeon), a chief assistant, a senior 
houseman (registered), and one or more junior housemen 
(not yet registered). E 
`- Each team will be responsible for acute and chronic 
beds, for outpatients, and teaching. The number of 
beds will be decided by the type of work, the turnover, 
the proportion of chronic beds, and the amount of 
teaching, and will be something under 100. 

Teams for specialties will be similar, except that both 

e registered. 


In order to attract senior clinicians of high calibre the 


Jn?» county council have agreed to a salary scale of £1200 
i", rising by £100 yearly to £1800 a year ; and for those of 


jwt:".. outstanding achievement rising by further increments of 


90 to £2200. Chief assistants will be men and women in 
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‘whe early thirties, holding membership. or fellowship, 
s'ho aim at becoming consultants, and are anxious 


xn work for a few years under one of the senior 


~-inicians. They will receive £750 (non-resident) rising 
- £50 to £950 yearly and will usually hold the appoint- 
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ment for 1-3, or very exceptionally for 5, years.. Since 
many of them will probably be married it is suggested 
that the posts should be non-resident, but that the chief 
assistant should live in hospital when the unit was on 
duty. Chief assistants in the ophthalmic, children’s, or 
ear, nose, and throat department might take part in the 
work of the school medical service. ; 

The ‘ unregistered ’’ junior housemen will be those 
who, if the Goodenough recommendations come into 
force, have passed their qualifying examination, and are 
taking resident posts for a year before being put on the 
register. A salary of £150 a year, resident, is proposed 
for this post. A senior houseman will receive £250 a 
year as a resident. : 


SPECIAL DEPARTMENTS 

For the department of pathology, it is thought, as 
many as three senior men may be needed, to take charge 
of the sections of bacteriology, morbid anatomy, and 
Searg pathology, at salaries of £1100 rising to £1700 
yearly. , 

The aim is to encourage research and teaching and to 
enable the hospital laboratories to provide services in 
clinica] pathology for general practitioners ; and this will 
mean expansion. not only of staff but of premises and 
equipment. In the smaller hospitals three senior men 
will not be needed, and the work may be undertaken by 
one or two, aided by an assistant pathologist. Working 
in the laboratories there will also be assistant pathologists, 
comparable to the chief assistants of the clinical units 
(receiving £750-£950 a year), and resident junior assist- 
ants who have held clinical house-appointments and who 
wish to take up pathology as a career (receiving £400- 
£500 a year). Finally, there will be resident house- 
pathologists, receiving £250 a year. 

In the radiology department there should be at least 
one whole-time radiologist, receiving £1100 rising to 
£1700, and a resident registrar holding a diploma in 
radiology who wishes to specialise in the subject, who 
will receive £500 rising to £600. 

The department of anzsthetics will be staffed, on the 
same principle, by an experienced senior anesthetist 
holding a diploma, a less-experienced chief assistant also 
holding a diploma, as well as resident and house anæs- 
thetists. On the grounds that anesthetics is a limited 
specialty, the salary scale is put somewhat lower than that 
for a general physician or surgeon, and it is recommended 
that senior anzsthetists should receive £1000 rising to 
£1400, or in cases of exceptional achievement to £1600. 
Chief assistants will receive £650 rising to £850, resident 
anesthetists £400, and house anesthetists £250 yearly. 

The casualty department should be staffed, it is held, by 
doctors of experience ; so each hospital should have one 
or more non-resident casualty registrars, holding a higher 
qualification in medicine or surgery (receiving £600 
rising to £700 yearly), assisted by resident juniors. Night 
cases would be supervised by the chief assistants on duty. 


THE MEDICAL DIRECTOR 


Since 1943 the county council has taken the view that 
the head of the hospital should be a doctor of high clinical 
attainments, whose administrative work is chiefly to 
coérdinate the medical services and the various hospital 
departments. It is argued that if he is to continue with 
his clinical work, as he should, he will carry a heavier 
burden than any other member of the staff. For the 
five chief hospitals in the county—the North, West, and 
Central Middlesex Hospitals, and Redhill and Hillingdon 
County Hospitals—it is proposed therefore that the medi- 
cal director shall receive £1400 rising by £100 yearly to 
£1900, and thereafter by £50 yearly to £2300, with no 
emoluments. At the council’s other hospitals the salary 
of the medical director will be decided according to his 
responsibilities. 

The office of deputy medical director might be held with 
advantage, it is felt, by senior members of the staff in 
turn for about two years at a time. The appointment 
will carry no additional remuneration beyond, perhaps, 
an honorarium of £50 yearly. 

While adhering to the whole-time system, the council 
suggests that a specialist might in some directions under- 
take work outside his own hospital. Thus physicians 
at a county chest hospital might take outpatients at a 
county general hospital ; surgeons at general hospitals 
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might treat patients with surgical tuberculosis in sana- 
toriums ; and radiotherapy, plastic surgery, and derma- 
tology might be conducted in some hospitals by visiting 
specialists with charge of beds. 


7 E Special Articles 


GENERAL MEDICAL COUNCIL 
PRESIDENT’S ADDRESS 


THE 166th session opened last Tuesday with an address 
from the President, Sir HERBERT Eason. He began by 
speaking of the valuable services rendered to the Council 
by the late Mr. Bishop Harman and the affection with 
which he was regarded by his colleagues. Since May 
Dr. N. E. WATERFIELD has taken Mr. Harman’s place 
as a direct representative elected by the Council under 
their' emergency powers. At the July session Prof. 
W. W. D. THOMSON attended as representative of Belfast 
in succession to Prof. W. J. Wilson, and the President 
now welcomed Prof. R. M. F. PICKEN as successor to 
the late Prof. A. W. Sheen. | | 

Turning to the work of the session, the President 
said that the Public Health Committee would be con- 
sidering further the revision of the rules as to courses of 
study and examinations for Diplomas in Public Health, 
in the light of comments received from licensing bodies 
and teaching institutions. The Education and Examina- 
tion Committees would be considering the general reports 
of the inspectors in medicine and in midwifery, and the 
Curriculum Committees were making good progress with 
their task. Finally, the special committee of the Council 
on consolidation and amendment of the Medical Acts, 
which was appointed a year ago, would be considering 
how far any future proposals by the Government as to 
a National Health Service might necessarily involve 
amendments of the Medical Acts. 

‘* But,? added the President, ‘‘ the Council and the 
public are, I believe, as much interested in the consolida- 
tion as in the amendment of the Acts. Since the 
principal Act was passed in 1858, Parliament has added 
to the statute book no fewer than 20 or 30 other Acts 
which directly affect the constitution and functions of 
the Council.and of the constituent licensing bodies. 

It will therefore be for the special. committee 
also to consider on what lines any proposals for the 
consolidation and amendment of the Acts could best be 
drawn up so as to preserve what is valuable, to dispense 
with what is obsolete, and to introduce what the experi- 
ence of nearly 90 years has shown to be desirable, or 
the future, so far as can be foreseen, will require. This 
is a heavy task, but the time which it takes will have 
been well spent if it enables the Council to be ready with 
suggestions for the consideration of the Government 
and their expert advisers should they find themselves 
disposed not only to amend what must be amended, but 
‘to consolidate and amend what must be so treated if a 
single and intelligible Medical Act is to be made available 
for the public good.” | ; 


NEW ZEALAND 
(FROM OUR OWN CORRESPONDENT) 


EVER since the inauguration of medical benefits there 
has been criticism of the scheme, and a desire to bring 
order out of the confusion arising from the different 
methods of paying the practitioner. A questionary 
was sent out by the British Medical Association towards 
the end of 1944, and the results are published in the 
supplement to the New Zealand Medical Journal for 
October, 1945. . 

Five methods of payment are allowed by the govern- 
ment—salary in special areas, capitation (the initial 
scheme, adopted by only a few doctors), token payment 
by patient, fee-for-service, and refund. For practical 
purposes the last two are the most important. In the 
fee-for-service, which the government intended to be the 
standard method, and which has been officially dis- 
approved by the BMA, the patient signs a chit that 
service has been rendered on a specified date or dates, 
and the doctor sends in a heap of chits at intervals, 
and gets a cheque paying for the lot. In “ refund,” 
the method officially approved by the BMA as being 
nearest to former conditions, the patient is billed and 
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pays as before at whatever the doctor charges—usually 


basically 10s. 6d. On the receipt is specified the number 
of services with dates, and this receipt is a valid claim 


at the post-office for the basic 7s. per service. e 

Twice as many general practitioners actually conduct 
their practices under refund as under fee-for-service, but 
when they were asked to express their preference the 
ratio fell from 2 to 1, to 1:3 to 1. Incidentally there is a 
small increase in preference (as against fact ) for capitation, 
and a rather marked one for salary. 

A strong preference appeared (610 pro and 155 con) 
for ‘‘ group practice ” (meaning an association of medical 
practitioners for the pooling of knowledge and activity) 


` although no fully developed example of group. practice 


by general practitioners is to be seen in*the country. 
Fairly definite answers as to the kind of group practice 
desired were also forthcoming. A total of 504 favoured 
its voluntary establishment (237 against), whereas 575 
were against rate or State aid, with 203 for it. © . 

The most decisive answer of all came to the question 
‘* Are you in favour of the New Zealand branch of the 
BMA resuming discussions with the government ? ”’ 
650 said yes, 91 said no. oh gee 

The implications of these answers, which show. devia- 
tions from official BMA doctrine, will doubtless be 
discussed at the first post-war national BMA conference, 
to be held in Auckland in February under the presidency 
of Mr. A. Hisdell Moore. _ 


FOOD IN 1945 


THE Combined Food Board, reviewing the war-time 
food experiences of the civilian populations of the United 
States, Canada, and the United Kingdom, say that, 
regarded solely from the nutritional standpoint, food- 
supplies available to civilians of all three countries show 
certain improvements since 1939. Furthermore, ration- 
ing, larger earnings, and controlled prices have led to 
more uniform distribution among the population than 
before the war. All three countries have maintained 
a standard of diet sufficient to ensure health and morale 
moneh there have been important differences between 

em. 

In the UK there was an abrupt change in the character 
of the diet in 1940 and 1941 : meat, fish, eggs, fats, sugar, 
and fruit were reduced by 20-40%, and the gap was filled 
by gradual increase in the consumption of grain products, 
potatoes, vegetables, and milk. In this way the nutri- 
tional value of Britain’s food was largely restored, but 
the diet became much plainer and less attractive. After 
1941 there was a partial restoration of supplies of meat, 
fish, cheese, and eggs, while the fall in fats and sugar 
was arrested, and by 1944 some degree of recovery in 
the overall British food situation had been attained. 

By that year civilian consumption of fats and sugars 
in the two North American countries had declined to a 
level 10—-15°% below 1941, and supplies of fish, cheese, 
and evaporated milk in the USA had also been reduced. 
Supplies of most other foods were, however, larger in 
1944 than in 1941. Since 1941 represented a recovery 
from the low consumption of 1935-39, civilian con- 
sumption in 1944 of all major foods except fats and 
sugar was at levels higher than in 1935-39. __ . 

Early in 1945 reduction in world production and 
available supplies, together with the increased require- 
ments of the Forces and of countries formerly held by 
the enemy, resulted in world-wide deficits in ‘such 
important foods as meat, sugar, fats, and rice. At a 
series of discussions held. in Washington last March 
agreement was reached whereby civilian consumption 
was scaled down in all three countries. As a result 
supplies of fats and sugar in all of them fell still further 
below the levels of 1935-39. Meat consumption declined 
in North America, largely because less pork was produced ; 
but the 1945 level is still higher than before the war in 
Canada, and is once again at 1935-39 levels in the USA, 
though with a higher proportion of offals such as liver 
and kidneys. Meat consumption in the UK in 19465 fell 
to about 21% below the pre-war level. Against these 
reductions there is expectation of some increase over 
1944 in supplies of fresh milk in all three countries, of 
eggs in the United States and Canada, and of fish and 
fruit in the UK. In all three countries grain products 


and vegetables will be adequate. 


In 1945 consumption is lower in the United Kingdom 
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than in the two North American countries by about 5% 
for fats, 15% for sugar, 25% for meat and milk, 40% for 
eggs, 40-60% for fruit, and 90% for poultry. On the 
other hand, consumption in the UK exceeds that of the 
USA and Canada by about 20% for grain products, 
50—100% for potatoes, and about three times for fish. 
Consumption of vegetables is lowest in Canada and 
highest in the USA. So far as milk, eggs, poultry, fish, 
and fruit are concerned the differences reflect differences 
already evident before the war. ; 

After allowing for different methods of evaluation, 
supplies in terms of calories do not vary widely between 
the three countries, those in the USA being about 7% 
higher than in the UK and 3% higher than in Canada. 
UK. supplies of fats are 10% lower than those of the 
North American countries. The UK is also about 25% 
lower than the USA and Canada in animal protein but. 
about 25% higher in vegetable protein. There is no 
material difference as regards carbohydrates. 

All three countries show improvement in the mineral 


content of the diet since 1935-39, and the vitamin content | 


of per-capita food-supplies in 1945 is for the most part 
higher. Canadian supplies of ascorbic acid (vitamin C) 
are improved, but are still only-about 60% of those in 
the other countries. Similarly, the vitamin-A content of 
the UK diet is-only about 60% of those of the USA and 


Canada, even allowing for different methods ofassessment. ° 


“ It may still be said,” in the opinion of the Combined 
Food Board, “ that, assuming equitable distribution, in all 
three countries requirements are exceeded by supplies.” 


EPIDEMIC DISEASE IN EUROPE 


IN London last Monday Dr. NEVILLE GOODMAN, 
director of the European health division, spoke of 
UNRRA’s three medical duties: (1) to advise national 
governments ; (2) to care for displaced persons; and 
(3) to disseminate epidemiological information. To look 
after the 1,000,000 displaced persons in Germany and 
250,000 in Austria, about 450 teams, each with a doctor 
and a nurse, had been sent to Germany and 33 to 
Austria. Doctors and nurses, he said, are today in 
shorter world supply than almost any other commodity, 
but UNRRA had managed to provide about 600 of each, 
apart from those recruited from displaced persons and 
_ voluntary societies. About 30,000 displaced perséns are 
being cared for in camps in Egypt, and 5000 in Apulia. 

Dr. GEORGE STUART, head of the epidemic control 
and medical information branch of UNRRA, said that 
conditions in Europe favoured the onset and spread 
of epidemic disease during the coming winter. Of the 
five quarantine diseases (smallpox, typhus, cholera, 
yellow fever, and plague) cholera and yellow fever were 
not found in Europe; smallpox was epidemic only in 
Italy, where its mortality was at present negligible ; 
there was now no typhus in the British and American 
zones of Germany ; and plague had been cleared from 
Corsica and Taranto, now lingering only in Malta. Of 
the other epidemic diseases the most dangerous was 
diphtheria, of which there had been a very high incidence 
in 1942 (24 times the norma] in Norway and 14 times the 
normal in Holland). In Germany today there was not 
only an abnormally high incidence but also an increased 


proportion of severe infections and correspondingly’ 
għ 


mortality. England and Hungary, where immuni- 
sation had been. practised before the war, had not been 
affected by the 1942 epidemic, but the real test would 
come if diphtheria spread from Germany to England. 
At present the greatest increase in Europe was shown by 
typhoid fever. 
Britain than elsewhere, but with a very low case- 
mortality—whereas in Berlin and Vienna the case- 
mortality was 20%. In Germany UNRRA confined its 
attentions to displaced persons. If the conditions of 
the Germans threatened others, then, at the request of 
the Military Government, UNRRA could act; but so 
far no such request had been made. l 
“In summing up, Dr. Stuart said that the medical 
situation in Europe now was not nearly so disastrous 
as at a comparable period after the war of 1914-18; at 
present the incidence of no communicable disease is 
such as to constitute a menace to international health. 
Nevertheless the ‘‘ hump ” had not yet been passed, and 
. it was impossible to forecast whether or not any of these 
diseases wil] assume epidemic form in the coming winter. 
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FROM THE PRESS GALLERY 
Compulsory Treatment of Injured Worker ? 


DURING the discussion of clause 23 of the National 
Insurance (Industrial Injuries) Bill in Standing Com- 
mittee of the House of Commons on Nov. 22, Mr. W. R. 
BLYTON raised the question whether a man should be 
compelled to submit to various forms of medica] treat- 
ment. He said that the words in the clause ‘“ any 
directions given him by the medical practitioner in 
charge of his case ” might or might not mean a very 
serious departure from the present basis of the Compensa- 
tion Act. When in the opinion of the Crown doctor an 
operation might rehabilitate a man and make him fit for 


‘work, but the man’s own doctor took the view that an 


operation might shorten his life, would such a man 
be entitled to refuse to undergo the operation? Mr. 
Blyton considered that the man ought to have a right to 
determine the question without forfeiting his compensa- 
tion. Many men in industry who suffered‘ an injury 


‘refused to have a limb amputated. Under this clause 


must they accept the recommendation of the Crown 
doctor or lose their pension ? 

- Mr. QUINTIN HoGa pointed out that the Bill provided. 
that a claimant might be compelled by regulation to 
submit himself from time to time to appropriate medical 


treatment for the injury or loss of faculty. He did not. 


wish to say that people ought not to-undergo operations 
on the advice of their doctors. But it was one thing to 
give that as a piece of friendly advice to a claimant and 
another thing to say that: a claimant’s compensation 
must depend upon his consenting to the treatment. Mr. 
Blyton was voicing a perfectly human and genuine desire 
when he claimed that a man’s own body should be 
inviolate, certainly in respect of operations involving 
the use of a knife. Subsection (4) stated, Mr. Hogg 
continued, that it was the duty of any person claiming 
benefit not to behave in any manner calculated to retard 
his recovery, and to observe any directions given him 
by the medical practitioner in charge of his case. Did 
that mean that a man who smoked contrary to the advice 
of his medical practitioner was to forfeit his compensa- 
tion? If so, the Bill was going a great deal too far, and 


the clause ought not to be passed in its present form. 


At this stage Mr. J. GRIFFITHS, Minister of National 
Insurance, suggested that the further discussion of the 
point might be adjourned until the next meeting of the 
Standing Committee and this was agreed to. 


QUESTION TIME 
Approved Societies .. 


Mr. Tom Smirn asked the Minister of National Insurance 
whether he had considered the representations made to him 
in favour of the use of the Approved Societies in the proposed 
National Insurance Scheme ; and whether he was m a position 
to make a statement on the matter.—Mr. J. GRIFFITHS replied : 
The Government have given most careful and sympathetic 
consideration to the possibility of using the Approved 
Societies under the new arrangements. While they fully 
recognise the great services which Approved Societies have 
rendered to the administration of the health insurance scheme 
they have, however, reluctantly felt bound to come to the 
same conclusion as their predecessors that it would be 
impracticable to use the societies as organised bodies in the 
administration of the comprehensive scheme of social pro-. 
vision now contemplated. The National Insurance Bill to 
be introduced later in this session will be framed accordingly. 


_ At the same time, it is the Government’s intention that in the 


administration of the new scheme the fullest possible use shall 
be made of the skilled and experienced staff who have been 
engaged on the work of Approved Societies, and that sym- 
pathetic consideration shall be given in the case of full-time 
officers of such societies who for a substantial period have 
been dependent for their livelihood on health insurance work 
and who are displaced from their employment as a direct 
result of the new measure. I propose at an early date to 
invite representatives of the societies and of the staff organisa- 
tions concerned to appoint small committees with whom 
I may consult with a view to securing acceptable solutions of 
outstanding questions. Mr. Smita: In view of the fact that 


the Minister's answer is a departure from the promises made 
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a few months ago, will he acquaint the Approved Societies 


of this decision ?—Mr. GRIFFITHS said it was his duty to report 


the decision of the Government to Parliament. Promises 
were made to look further at the possibility of using the 
friendly societies and trade-union societies in this scheme. 
The Government had examined it very carefully, and the 
decision was to work this scheme so that it covered the whole 
- of the population. It would thus be essential for the Govern- 


ment to have its own administrative machinery throughout . 


the country. They had further come to the conclusion that 
to have other machinery covering sections of benefits and of 
the people would be a duplication, which they believed in the 
long run would not be justified. 


Releases in Category B 


Colonel M. Stoppart-Scort asked the Minister of Labour 
why the Central Medical War Committee was only allowed to 


recommend 33 medical officers p2r month for demobilisation 


in category B, in spite of the fact that over 100 cases worthy 
of their recommendation come before them each month.— 
Mr. G. Isaacs replied: The number to be released in class 
B, in the medical profession as in other professions and 
occupations, is necessarily limited. Within this limited 
number the committee are able to deal with the cases where the 
need is most urgent, in the light of their knowledge of the 
position over the country as a whole. . Releases of medical 


officers in class A are, of course, proceeding concurrently with | 


releases in class B. 

Colonel Stoppart-Scort: Is the Minister aware that there 
are three times as many doctors in the Fighting Services as 
there are in the civilian population ; and would he be prepared 
to increase the number who can come out under class B, 
when each month the committee has to turn aside many 
who would be quite worthy of release under class B.—Mr. 
Isaacs: We do not think it appropriate to interfere further 
with the class B scheme, but the question of the relative 
number in the Forces and in industry is at present under 
consideration. ; 

Brigadier A. R. W. Low asked the Minister of Labour 
whether he was aware that there were a number of men 
who volunteered to join the Army at 18 or 19 years of age, 
had served for 44 or 5 years and now wished to undergo 
training as medical students but were not eligible for class B 
release ; and whether he would alter the regulation so that 
these men, who had given their services voluntarily, should 
not now find themselves debarred from taking up their future 
career at once, whereas men who had done no service could 
claim deferment or exemption from. service if they were 
accepted for a degree course at a medical school.—Mr. Isaacs 
replied : I regret Iam not prepared to extend the scheme of 
release of students in class B in the manner suggested. 


Medical Officers in the Navy 
Colonel Stoppart-Scotr asked the First Lord of the 
Admiralty the present ratio of medical officers in the Navy to 
naval personnel; and how this compared with the present 
proportion of doctors in this country to the civilian popula- 
tion.—Mr. A. V. ALEXANDER replied: The present ratio of 


medical officers in the Navy to personnel is nearly 3 per 1000. 


I understand that the present proportion of doctors of all 
kinds in this country to the civil population is 0-74 per 1000. 
Conditions in the Royal Navy are so different from those in 
civil life that a true comparison is impossible, and the duties 
of naval doctors include the treatment of Merchant Navy 
personnel at certain ports. 


Infectious Diseases in Germany | 
Sir GIFFORD Fox asked the Chancellor of the Duchy of 


Lancaster if he had any figures of Germans who had entered 
the British zone in Germany from the USSR zone, suffering 


from typhoid, typhus, or diphtheria; whether there was any. 


indication of an increase in these diseases in the British zone ; 
and what steps were being taken to stop these diseases spread- 
ing to Western Europe.—Mr. J. B. Hynp replied : No detailed 
figures are available of Germans who have entered the British 
zone from the USSR zones suffering from typhoid, typhus, or 
diphtheria. Although improved methods of notification have 
resulted in more cases of infectious diseases being recorded 
there has been no indication of an increase in these diseases in 
the British zone. In addition to the routine measures for 
preventing the spread of infectious diseases to Western 
Europe, an epidemic control system has been established on 
the borders of the British zone. 

Commander D. MARSHALL asked the Secretary of State for 
War what steps were being taken to immunise our forces in 
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Germany against diphtheria.—Mr. J. J. Lawson replied: 


After careful consideration by the Army Pathology Advisory 


Committee on behalf of all three Services it has been decided 
not to immunise the Forces generally, although all medical 
and attached personnel in medical units are being immunised 
where necessary after Schick-testing. In the event of out- 
breaks, immediate steps will be taken to immunise all those at 
risk, or all who react positively on being tested, according to 
the nature of the outbreak. . 


Blood-tests for Motorists 


Colonel A. Gomme-Duncan asked the Home Secretary 
whether he would recommend to the police authorities that 
when samples of blood were taken on the instructions of the 
police from a motorist suspected of being under the influence of 
drink, one sample should be given to the motorist so that he 
might have a separate analysis made.—Mr. J. C. EDE replied: 
The law makes no provision for blood-tests to be taken 
compulsorily in a case where a motorist is suspected of being 
under the influence of drink, and I am not aware of any cases 
in which these tests have been made on the instructions of 
the police. According to my information, where samples of 
blood have been taken from a motorist they have been taken 
at his own express request. It is, of course, open to a motorist 
to arrange for.a separate analysis to be made. The difficulty 
in such cases would be to ensure that the analysis related to 
samples of blood taken from the defendant at the same 
time. ' i S 
Mr. R. E. MANNINGHAM-BULLER: Is the Minister aware 
that it is a fairly regular practice in the Midlands for samples 
to be taken from suspected persons when they are in hospital 
receiving treatment for injuries sustained in a motor accident ; 
and will the Minister consider whether the practice which is 
followed in the case of taking milk samples, of giving a 
duplicate to the suspected person, should not be followed 
when blood samples are taken ?—Mr. EpE: My information 
is that this practice is not followed. But I want to make 
it clear that if the police did take these samples there would 
have to be some regulation so that the defendant might 
be able to produce his own independent expert evidence. 


Dietitians in Hospitals 


Mr. P. FREEMAN asked the Minister of Health whether he 
would consider taking steps to make the appointment of 
dietitians compulsory in all hospitals and similar institutions. 


—Mr. A. Bevan replied : I do not think that the appointment — 


of a dietitian is necessary in every hospital nor have I power to 
require it. Such an appointment is, however, recommended 
wherever thought desirable by my advisers on dietetics who 
have visited about 700 hospitals and similar institutions in the 
last eighteen months. ; =. 


Selection of Deaf Aids 


Mr. E. Evans asked the Minister how many clinics, under 
the direction of a trained audiometrist, had been established 
in England and Wales, in order to assist deaf persons in the 
choice of suitable aural aids.—Mr. BEVAN replied : I am aware 
of 8 such clinics in England and Wales under the direction of 
otologists or other persons specially qualified to advise as 
to the choice of aural aids. | | 


A REPORT just issued by the Central Midwives Board 
on their work for the year ending March 1, 1945, notes that of 
the 6264 midwives trained under the present system (in force 


since May, 1939) up to the end of 1944, 3263 (52-1%) were 


practising in 1944, and 2975 of these were State-registered 
nurses. About 32% of practising midwives are or have been 
married, and most of them are between the ages of 27 and 47, 
only 8:7% béding over the age of 55. A great many. midwives 
who take the training, however, do not practise; during the 
past five years the average number of trained midwives on the 


“roll has been 67,328, and the average number practising 


15,960. Many nurses who take the CMB course, or the first 
part of it, take up other branches of nursing. 

A further 6 institutions have been approved to give instruc- 
tion to midwives in the administration of nitrous oxide and 
air ; there are now 97 institutions approved for this purpose. 
A new rule, under which the midwife can give this form of 
analgesia in the presence of any sensible person acceptable to 
the patient, was noticed in our columns on Sept. 29 (p. 419). 
Midwives are now expected to be able to estimate the diastolic 
blood-pressure ; but the board: considers that a midwife 
should not administer any drugs of the sulphonamide group 
except on the specific instructions of a doctor. 


O 
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4 Running Commentary by Peripatetic Correspondents 


AFTER six years I am civilised again. - One has looked 
forward to it, yearned for it impatiently, complained of 
the delays,.and talked. of little else for months. 
now it has come and the uniform is packed away—what 
now ? It is pleasurable to feel that one is no longer 
directed, that a ‘‘ posting ” no longer hangs in Damoclean 
fashion over one’s life. But one misses the companion- 
mee Yes, the Service has done one good in many ways 
and taught one the necessity and the ease of living with 
one’s fellows. But now, what now ? , 

There is one’s practice to return to. It is not easy to 
pick up the threads after six years. There have been 
changes in the loca] population—the more so in a town 
such as mine. ` One is comparatively. unknown. One’s 
surgery,. which has been closed for six’ years and suffered 
from the blitz, is shabby by modern standards. Should 
one spend money on modernising it (if one can get a 
permit) or should one just rub along ? If one was certain 
of the future one would modernise and organise one’s 
work differently. But one is not certain. This State 
Medical Service, what is it going to meantome? Wil I 
be housed in a health centre or will I continue to practise 
from my house ? The returning GP wants to know this, 
but how much more does the returning young consultant 
and the man who has never been outside a hospital or 
who was-an assistant. They can make no plans, and 
temporising with.a wife and two children is not easy or 
profitable. Let us hope that the Minister will announce 
his plans soon, for this uncertainty is as damaging to 
patients as to doctors. | | i 3 
l * 

Whether or no the doctor seeks or shuns publicity he 
will always be in the news. For one thing, everybody is 
interested in his own health and possible illness, and will 


eagerly turn to information which may be applied to his 


_ journalist. 


advantage in the matter of acceptance or avoidance. 


.For another, the circumstances of our professional life 


lend themselves admirably to elaboration of the dramatic 
and sensational—first-class material for the professional 
Dramatic and sensational it must be; the 
truth is a secondary consideration. Not that fabrication 
or deliberate misinterpretation will occur, but no 
responsibility for scientific accuracy can be attached to 
technical statements in a lay journal. And at the worst, 
if compelled to reply to a particularly vigorous protest, 
the Editor can always plead that these were published 
in good faith “‘ as they were obtained from an authorita- 
tive source.”’ . 

You notice, of course, that the factor of the split-second 
is nowadays paramount. A patient is always ‘‘ rushed ” 


‘to hospital. An iron-lung or a serum or other medica- 


ment is similarly ‘‘ rushed.” It is all rush. Tempora 
mutantur: I recall the advertisement in the pre (first) 
World War days of a certain ‘“‘ brick-tea ’’ which was 
transported overland via Siberia by camel caravan. 
In those days, the longer and slower the journey, the 
greater the appeal. 

What a multitude of cures for cancer, for the common 


l cold, for influenza appear in the lay journals—and 


nephritis. 
oranges, peaches, melons, and, for all I know, pineapples. 


nowhere else. What will happen if and when a genuine 
cure for cancer is revealed ? What sort of a press was 
accorded to the really great discoveries of our own time— 
salvarsan, insulin, and liver extract ? I don’t remember. 

This war has provided special journalistic opportuni- 


ties : dietetic restrictions in particular. An appeal is 


broadcast for fresh fruit in the interests of a sufferer from 
What a response! Apples, pears, grapes, 


Very nice as providing generous sympathisers with the 
glow of satisfaction that their self-denial contributed to 
somebody’s recovery, but I take it that glucose would 
have done just as well and that such extravagance was as 
inappropriate as, say, the provision of a vintage port for 


‘an occasion when methylated spirit would have fulfilled 


the same purpose. | 

Bananas for coeliac disease. I read in a recent paper 
that Marian has had 2000 bananas in the last twelve 
months flown from West Africa, from the Mediterranean, 
from everywhere on the air routes where bananas grow. 
‘‘ The specialists had said that Marian could not live 


IN ENGLAND 


But. 


` clothes. 
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unless fed on bananas.” Tell me, pediatricians, is this 
true? Or must I spoil a good story by submitting that 
there is nothing really specific in bananas but only a 
convenient readily assimilable carbohydrate ? 

Little Tommy Jones, aged three, in one of the LCC 
Hospitals I visit was ‘‘ crying for his daddy.” At least, 
this is what the newspaper reported, adding that the 
doctors regarded his recovery as dependent upon the 
gratification of his filial urge. The press is powerful and 
can stimulate the War Office to do twelve months’ work 
in two days, for within forty-eight hours Private Jones 
pére had been flown over from Italy. (The newspaper 
had not recorded that Tommy had been born six months 
after his father had been sent overseas.) 

I happened to be in the ward at the moment of meeting. 
Tommy, confronted with the author of his being, howled 
and howled and continued to howl until the original 
therapy of separation had been re-established. ` 

* * - $ 

` We arrived in Tokyo Bay the day peace was signed. 
The whole mighty anchorage was filled with Allied: ships 
of all sizes and types. It was certainly a convincing 
demonstration of sea power, though most of the Japs 
living round the shores of the bay had, we were told, fled 
or been evacuated inland. After two or three days at 
anchor, we were given a job we had been hoping for. 
We were to act as a ferry to bring newly released Allied 
POWs from a collecting point up the coast down to 
Tokyo. We took on board extra supplies of food and 
stores, and then one evening sailed out of the bay, 
catching a glimpse as we did so of the cloud-capped peak 
of Fujiyama outlined against the sunset. We arrived 
at our destination at dawn, and joined ‘up with the 
Allied Task Force responsible for -ferrying the 
ex-prisoners from this particular port. Included in 
the force was an American hospital ship, and to it all the 
released men were taken first of all. Working on a sort of 
conveyor-belt system, they undressed, had a shower, 
were dusted with anti-louse powder, and got fresh 
They were also, of course, medically examined 
and given a short interrogation. By this system, as its 
authors told us with justifiable pride, the men were being 
passed through at the rate of about one a minute. 
Any who were definitely sick were kept on the hospital 
ee ; the rest were sent off at once to the ships awaiting 
them. 

The general standard of health of the men was much 
better than most of us expected. They had been much 
helped. by the parcels of food and comforts dropped on 
their camps by Allied aircraft as soon as Japan had 
surrendered. Our batch of passengers consisted mostly 
of British from Singapore, with a few Americans from 
Bataan. They were all in fine spirits, and though many 
were thin they all seemed to be in fairly good shape, and 
very few of them had to be left on the hospital ship. 
Their great desire was to catch up with their fellows in 
bodily fitness, and to fill the gap of three -years or more in 
their knowledge of events. 

‘Nothing will be spared, I am sure, to restore them 
physically, but I wonder if adequate steps are being taken 
to fill in for them the background of the years that the 
locust has eaten.. They need.some readable summary 
of day-by-day events from 1942 up to the Japanese 
surrender. I seem to have read that a start has been 
made in this direction with specially prepared synoptic 
news reels ; that is the kind of thing they want and plenty 


of it. 
tf ak rs 


The hospitals and medical schools are inundated with — 
applications from men wishing to study medicine. There 
are many who would have taken up medicine but who 
elected to join the Forcesinstead. They are not preferred 
in any way. They cannot claim Class B release. That 
probably is unavoidable, but should they not when their 
time comes for release be preferred to the lads leaving 
school—if there is not room for both? Their loyalty 
should not be doubly penalised. The State should see 
that once they are released they can realise their ambition 
and start training for the career of their choice without 
delay. l i 


Colonel WALTER ELLIOT, FRCP, FRS, has been elected chair 
man of the governing body of the British Film Institute. 
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unfortunate victim if a laparotomy is undertaken ! 


MEDICAL WAR RELIEF FUND 
~ AN APPEAL 

Sir,—Five years have passed since an appeal to the 
profession for subscriptions to the Medical War Relief 
Fund was published by the newly-established committee 
of the Fund, composed of the presidents of the three 
Royal Colleges in England, the president of the Royal 
Medical Benevolent Fund, and the honorary officers 
and chairman of the charities committee of the British 
Medical Association. The response was immediate and 
gratifying, and many subscribers have not waited to be 
asked again but have sent frequent contributions through- 
out the five years of the Fund’s existence. The generos- 
ity of the profession has enabled the Fund to do grand 
work in helping British doctors to whom the war has 
brought acute financial difficulty, and the widows and 
children of those who have lost their lives on the battle- 
fields, on the high seas, and in the “ blitz.” 

The time has come to appeal again. The Fund is now 
receiving more frequent applications for a larger measure 


of help than ever before, and probably the peak is still to ` 


come. Many medical officers released from the Services 
need very substantial assistance in re-establishing them- 
selves in civil life. To help them effectively it is neces- 
sary to help them generously. The balance remaining 
in the Fund is only some £25,000 and it is expected that 
at least £100,000 will be required during the next year. 
The committee of the Fund is deeply grateful for the 
support received in the past. It appeals with confidence 
for continued and increased support now. To provide 
the relief sorely needed by those who have risked much 
and suffered much, and by the dependants of those who 
will not return, is a debt of honour which the profession 
must not and will not fail to discharge. But a lot of 
‘money will be needed to ‘finish the job.” Every 
member of the profession is asked to contribute as 


generously as his or her means permit, and the committee - 


appeals particularly to the generosity of those who have 
escaped the major financial hardships suffered by so 
many of their colleagues in the ‘‘ blitzed ” and evacuated 
towns and districts. 

The honorary secretary will gladly provide any further 
information desired. Cheques should be made payable 
to the Medical War Relief Fund and sent to the honorary 
STEPENE of the wmd at BMA House, Tavistock Sq., WC1. 

H. Guy DAIN, 
Chairman, 
JOHN W. BONE, 
Honorary Treasurer. 

*,* An account of the work of the Fund in the past 

year appears on p. 713.—ED. L. 


TROPICAL SURGERY 


Sir,—Mr. W. H. Ogilvie in your issue of Nov. 10 
has done good service in drawing attention to the quite 
numerous pitfalls in surgical practice in the tropics. 
He has indeed had a great and enviable experience in a 
subject to which too little attention has been paid in the 
literature. That the ideal book on tropical surgery 
remains to be written is obviously quite true, and it has 
been patent for some time that, though many admirable 
textbooks on the ætiology, pathology, and treatment of 
tropical diseases exist, and many new ones have appeared 
in the United States during the recent war, no compara- 
tive. work on the surgical aspects of tropical medicine 
is, as far as I know, under contemplation. I would 
suggest that the time is now ripe for such a venture, 
for there are many highly competent and experienced 
British surgeons, some of whom have served in the tropics 
in E great wars, who could contribute to such a 
wor 

It is imperative, however, that in tropical surgery 
diagnosis should rest upon sound tropical pathology, 
and this really implies that the tropical surgeon should 
be au fait with modern tropical medicine and parasitology. 
This is rather a large order, but it is well understood that 
many acute surgical crises are mimicked by tropical 
infections. The chief of these is subtertian malaria 
which in the non-immune may simulate appendicitis, 
cholecystitis, and on occasion produce an abdominal 
syndrome resembling acute peritonitis ; and woe to the 


.(amceboma,) for carcinoma. 


Indeed, ‘appendicitis ’’ may be mimicked also by 
amoebic dysentery, relapsing fever, and bilharziasis. 
Amoosbiasis, it is true, has many genuine surgical com- 
plications, but amoebic hepatitis has been mistaken for 
perforated ‘gastric ulcer, and amoebic granuloma 
The latter is not, as sug- 
gested, a new discovery, but has been known “for over 
twenty years ; but that it may provoke intussusception 
of the cæcum is indeed surprising. 

In spite of these accidents I would plead that too 
much should not be laid at the doors of the Entameba 
histolytica. At present many physicians, and surgeons 
too, have developed an ‘‘ amoebic complex.” 
a tendency towards an uncritical attitude and there are 
surely no tenable grounds for holding this parasite 
responsible for anxiety neurosis! ` 

Too many patients. present themselves with the ready- 
made diagnosis of “amoebic dysentery ” ; the great 
majority have had no intestinal symptoms, but they 
have been impressed by the reported discovery of E. 
histolytica cysts in their fæces. To them this diagnosis 
presents more terrors than the disease, and obviously 
they are alarmed and anxious. Quite often the original 
diagnosis is not correct. and the cysts in the fæces are 
not those of E. histolytica, but of E. coli, E. mana, or 
Iodameba bitschlit. By no means every cyst-passer or 
carrier of E. histolytica is suffering from any recognisable 
dysenteric syndrome for most of them have no symptoms 
at all. Therefore the reports of great and instantaneous 
benefit from.a few emetine injections are hardly credible, 
especially as emetine, when given by parenteral injec- 
tion, has no ascertainable effect upon the precystic and 
cystic forms of E. histolytica. 

Similarly, statements that iritis and arthritis may be 
provoked by the same organism should not be taken at 
their face value. Such claims have been made many 
times before, especially during the 1914-18 war, but 
subsequent experience has proved that these phenomena 
are due to bacillary dysentery toxins and not to the 
activities of E. histolytica which does not, as far. as is 
known, produce any deleterious toxin. 


London, W1, PHILIP MANSON-BARR. 


BENZENE HEXACHLORIDE 


Sir,—The severe lesions reported by E. L. Taylor 
(Sept. 8, p. 320) in rats and rabbits treated with DDT 
prompted a small-scale test in this laboratory on rats 
with another outstanding imsecticide, benzene hexa 
chloride. We had already found that outbreaks of 
mange in our rats could be completely controlled by one 
or two paintings of the affected parts (nose, ears, paws, 
and tail) with a 1% solution of the Imperial Chemical 
Industries product, “ 666,” in acetone, no untoward 
signs being seen. Moreover, Dr. Roland Slade had 
reported (Hurter memorial lecture) that rats painted 
twice daily for a fortnight on the ears and tails with an 
emulsion containing 5% of 666 showed no skin reaction, 


and also that rats fed 100 mg. of 666 daily, mixed with 


the diet, for two months exhibited no deleterious effect ; 


on the other hand, 1:25 g. of 666 per kg. body-weight- 


when introduced into the stomach of rats led to a 50% 
mortality within seven days. 

We therefore resolved to expose rats to a risk far 
greater than that involved in the treatment necessary 
to eliminate scabies. 


Two female and four male oe three modia old, were 
weighed and painted liberally on the nose, ears, paws, and tail 
with a 5% solution of 666 in acetone. The painting was 
ropeated daily (Sundays excepted) for three weeks ; during 
this time a total of 10 g. of 666 was applied to the six rats— 
i.e. approximately 1:7 g. per rat. Weights were recorded 
twice weekly. At the end of the painting period, one female 
and two males were killed and the organs examined ; the other 
female and two males were allowed to live a further week 
(without being painted) and were then killed and examined. 
All six rats remained in a good nutritional state as judged by 
fat-depots and general appearance, but the weight-curves 
showed that growth was slowed considerably. In the first 
fortnight, indeed, growth was practically stopped, but even in 
the first group it recommenced during the third week. All 
rats showed a gain of 10-15 g. over the total pened except 
one which had neither gained nor lost. 


There is» 
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_ In the first group, which had only 24 hours to recover after 
the last painting with 666, one male showed inflammation 
of. the glandular stomach, visible to the naked eye, which 
appeared in section as a congestion of the capillaries near the 
mouths of the glands. This gastritis was not found in either 
of the other rats of this group, nor in any of the rats of the 
second group which had fully a week in which to recover. 
The stomachs were full of food at autopsy and there was no 
evidence that appetite was reduced. The skin at the sites of 
application showed no sign of damage in any rat. Cloudy 
swelling was the only pathological change seen in the liver or 
kidney, and this persisted in the second group. even after the 
week of recovery. Some degeneration of the suprarenal was 
seen in one male rat in each group. The only other effect 
noticed was the formation of lymphoid aggregates around the 
bronchi in the rats of the first group ; this was quite probably 
‘due to inhalation of the solvent itself. 7 


It seems to us that these reactions to 666 are insignific- 
ant compared with those obtained with DDT in rats and 
in rabbits by Taylor.’ As it is possible to achieve a full 
-= cure in rats by the use of a 1% solution of 666, this 
method appears preferable to the use of DDT. When 
‘Gammexane.”’ (the most powerful of the four isomers 
of benzene hexachloride) is available, satisfactory results 
may be obtainable with a solution as dilute as 0-1%. 
Dr. J. L. Burn (Nov. 10, p. 609) points out that the pecu- 
liar smell attaching to 666 is not present in the new forms 
of gammexane. 

I am indebted to Dr. P. R. Peacock for the microscopic 
examination of organs from the rats used in this experiment. 


Research Department, Royal 
Cancer Hospital, Glasgow, C3. A. H. M. KIRBY. 


. TUBERCULOSIS IN CHILDHOOD 


Str,—I was pleased to read Dr. Hurford’s article of 
Nov. 17. The probable issues of the primary tuber- 
culous infection are well enough known, but little has 
been written about the type which he describes. Yet 
that type of illness is not uncommon, and it is rare for 
wards used for the treatment of tuberculous children 
to be without such cases at any one time. I have seen 
this slow healing associated with extensive primary 
lung lesions; but in my experience it occurs quite 
frequently in children who show no definite radio- 
graphical shadows of the lung focus but who do show 
shadows of greatly enlarged hilar glands, and diffuse, 
and often irregular, accentuation of the lung striation 
which I have assumed to be due to lymph stasis. My 
experience supports Dr. Hurford’s view that the condi- 
tion is commoner when the gland infection has spread 
widely and involved the paratracheal glands. The 
ultimate prognosis is good, but I have been in the habit 
of demonstrating them as children who have extensive 
active glandular disease and who require careful super- 
vision and treatment. They may remain irregularly 
febrile and in poor condition, as Dr. Hurford says, 
for one or two, or even more years, and the first definite 
sign of clinical improvement is a change in the integu- 
ment, the thin atrophic skin becoming firm, moist, and 
supple, and the thin dry and lustreless hair becoming 
thick and glossy. I have always pointed to these as 
simple and infallible signs of the overcoming of the 
tubefculous infection. With them of course go the other 
objective signs which Dr. Hurford describes. Whether 
these children would recover without treatment is an 
open question. I am convinced that they should be 
treated until there is clinical. and radiographical proof 
that the disease is healed. 


Department of Tuberculosis, 
niversity of Edinburgh. 


CHARLES CAMERON. 


Sir,—-Our present knowledge of tuberculosis, especially 


childhood tuberculosis, is so incomplete that there are 
bound to be differences of outlook, especially between those 
who approach the problem from different angles. So it 
is not surprising that there is a difference of outlook 
between tuberculosis officers and pediatricians; and it is 
by no means certain that this is due to the incompetence 
of the tuberculosis officers. 

This difference of. outlook is illustrated by Dr. Mon- 
crieff’s Pendrill Varrier-Jones lecture which you published 
on Nov. 17. I had hoped that others better qualified 
than I would take up some of his points, and I write in 
the hope of inducing them to do so: 
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- I find it confusing that Dr. Moncrieff both advocates 
what you, Sir, call ‘‘a belated locking of the stable 
door ’’—-namely breaking the contact between an open 
case and a child that has been infected—and also 
concludes from the Papworth results that childhood 
tuberculosis can be eliminated without breaking up the 
family. The truly remarkable Papworth results show 
an absence of tuberculosis in child contacts of open cases, 
but it should also be remembered that many cases of 
primary. infection in children are seen where no such 
contact can be found. The available evidence unfor- 
tunately does not seem clear enough to allow us to be 
dogmatic as to what action should be taken. . 

. A child dying of tuberculous meningitis after being 
evacuated to the country may show the danger of sleep- 
ing for one night in the same house as an open case of 
peo Teos or perhaps the danger of drinking country 


Dr. Hurford in his paper published next to Dr. 
Moncrieff’s, reaffirms on the basis of his experience at 
High Wood Hospital that sanatorium care does not per- 
ceptibly. influence the course of primary tuberculosis ; 
this point of view, which Dr: Moncrieff thinks unfortunate, 
seems to accord with the available evidence. Not all 
will agree with Dr. Moncrieff that every case with a 
primary lung lesion visible by radiography should be 
admitted to an institution. = 

Dr. Moncrieff’s desired wholesale revision of the tuber- 
culosis service where it concerns children seems to be 
aimed at transferring the responsibility from the tuber- 
culosis officers to the pediatricians, which few tuber- 
culosis workers would regard as an advance, tuberculosis 


' being both a clinical and a social problem and. such a 


change being not likely to improve the social side. 


Orpington, Kent. L. M. FRANKLIN. 


PYRIDOXINE IN NEUTROPENIA 


S1r,— Neutropenia is a feature of untreated pernicious 
anemia. There is some evidence that the vitamin-B 
complex can protect animals given toxic doses of thiourea 
from neutropenia, and experience suggests that liver 
given simultaneously with thiouracil to patients with 
hyperthyroidism will do the same (Leys, Lancet, 1945, 
ii, 27). Cantor and Scott (Canad. med. Ass. J. 1945, 52, 
368) believe that the protective factor is pyridoxine and 
describe 3 cases of neutropenia relieved by daily injection 
of 200 mg. intravenously. The following records were 
obtained in patients who were given 200 mg. intraven- 
ously on 3 consecutive days, the final count being made on 
the 6th or 7th day after the first dose of pyridoxine. 


aan : 


White cells per ¢e.nmum. 


Age | 
Case (yr) Condition | Before After After 
| | pyridoxine : pyridoxine ; liver 
1 | 29 | Untreated hyperthyroidism! 1692 ; 2268 oai 
2 | 31 | Sprue | | 1860-1925 | 3100 
3 | 49 | Hyperthyroidism, treated ; 2904 i 2193 
with thiouracil, but dis- | 1829 2200 | 
continued for 4 months ! | 
4 | 32 | Sprue 2068 ` 1580 | 8u60 
| ! 3060 ww Ie 
5 | 15 | Reticulosis ? 180 e6 (| 1344 
500 40 he 
| 495 of | 


pyridoxine had an appreciable effect in increasing the 
neutrophil count. | 


Inverness. | DuNncAN LEYS. 


- HEALTH OF PRISONERS FROM HONG KONG 


Sir,—In their article of Nov. 17, Surgeon Lieut.- 
Commanders Jones, Bradley-Watson, and Bradbury 
speak of three main types of visual symptoms of mal- 
nutrition—corneal ulceration ; fairly complete blindness 
of rapid onset, with rapid recovery after thiamine or 
nicotinic acid ; and slowly progressive central blindness. 
I have seen several hundred of these cases in prisoners 
from Hong Kong, where I was interned, and: my experi- 
ence has been somewhat at variance with theirs as regards 
the second and ‘third types. | 3 
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Regarding type 2, these were cases of temporary blind- 
ness of rapid onset, usually confined to one eye, lasting 
for a matter of minutes or at most half àn hour, and end- 
ing with spontaneous complete recovery. It was not 
necessary to give these patients either thiamine or nico- 
tinic acid, since they had usually recovered completely 
by the time they were examined. \ 

I saw at least 300 cases of type 3 and examined them 
periodically. There was a pronounced loss of peripheral 
vision, for white and colour, which in a few cases pro- 
gressed to loss of central vision, but in most cases central 
vision remained good. Nearly all cases showed disk 
changes. | 

Jones and his colleagues mention one case of deafness. 
I was engaged in ear, nose, and throat (and eye) practice 
in Hong Kong in peace-time, and I noted no increase in 
the incidence of deafness during our period of internment. 
Other auditory- symptoms were probably of nutritional 
origin. 

Articles 
preparation. 

Maida Vale, W9. 


dealing with these conditions are in 


H. TALBOT. 
NORMAL LIFE OF THE RED CELL 


: Sık, —In your leading article of Oct. 20 (p. 500) you 
accept the view that the normal life-span of red blood 
corpuscles (RBCs) is identical with the time of survival 
of transfused erythrocytes and criticise the work of 
T. W. Lloyd and myself, from which a different con- 
clusion has been drawn. 

We have attempted to prove that RBCs are liberated 
from the bone-marrow in the reticulated stage only. 
Even if the arguments are considered to be not conclusive 
we have to realise that any liberation of non-reticulated 
RBCs would make the calculated life-span shorter. The 
same objection is valid with regard to the criticism of 
conclusions from the excretion of bilirubinoid pigments. 
Clearly any retention of pigments would indicate a 
greater rate of destruction and therefore a shorter life 
of RBCs. More serious is your eriticism of the 
method for the estimation of the reticulocyte’s matura- 
tion-time. Fully aware of the importance of this 
question we have often counted as many as 20,000 
RBCs for a single point in the maturation curve. The 
postulate of necrobiosis was made from several observa- 
tions, the altered osmotic behaviour being only one of 
these. In determining the maturation-time we observe 
an almost infinitesimally short part of the maturation 
process—the disappearance of the last discernable trace 
of reticulum; such a maturation: curve would be 
expected on theoretical grounds to be a straight line. 
Apart from that the maturation-time obtained by 
extrapolation of the initial slope was confirmed by the 
experiment in vivo. 

As shown in our papers, a variety of methods give 
figures for the life-span of RBCs which are in close 
agreement, the survival of transfused RBCs being the 
only exception. It is rightly stated in your article that 
the fecal stercobilin represents only a part of the daily 
formation of hematogenous pigments. Nobody seri- 
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ously considers continuous storage as a possibility. 
Apart from a small amount of the pyromethene “ pent- 
diopent ” in the urine there is no evidence of disintegra- 
tion of the prosthetic group of hemoglobin beyond an 
open chain of four pyrol rings. Re-utilisation takes 
place in many pathological conditions, but according 
to our figures not in normal persons. Most of the deficit 
is due to the presence in the feces of a pigment described 
by Dr. Hickmans and myself as stercofulvin (J. Physiol. 
1941, 100, 4). This pigment escapes the stercobilinogen 
estimation because its leuco-compound gives an extremely 
weak aldehyde reaction, and it escapes the stercobilin 
estimation because its zinc compound gives a reddish- 
yellow fluorescence instead of a green one. The bili- 
rubinoid nature of stercofulvin is evident from the 
mutual conversion of this pigment and stercobilin. The 
accompanying two pairs of curves may illustrate the 
relationship of the two main pigments of human feces, 
the first showing the common conversion of stercobilin 
into stercofulvin after prolonged incubation, the second 
the very rare reverse process. A similar transformation 
of stercobilin into stercofulvin was obtained with pure 
crystalline stercobilin. If stercofulvin is included in the 
estimation of feecal pigments a figure is obtained for the 
normal life of the RBC almost identical with that from 
the reticulocyte method. oe, 
We did not doubt the validity of the figures for the 
survival of transfused RBCs obtained by the Ashby 
method. The application of the decomposition of Price- 
Jones curves and the quantitative estimation of alkali- 
resistant hæmoglobin was chosen not because these 


_ methods are superior to the unagglutinable count, but 


because in the present conditions it appeared advisable 
to study the same problem by various methods. Your 
objection that the application of the Mogensen method 
is ‘bristling with assumptions” may be answered by 
the fact that in acholuric jaundice our results with the 
decomposition of Price-Jones curves were in good agree- 
ment with those obtained by other workers with the 

Ashby method. Ep 
There remains the fact that the survival of transfused 
RBCs is considerably longer than the life-span of 
erythrocytes calculated from a variety .of methods. I 
think that the explanation is that the assumption, made 
by all workers who studied the survival of transfused 
cells only—that the transfused RBC would live in the 
recipient’s body if anything shorter and never longer 
than in the donor’s body—although apparently very 
reasonable is not necessarily true. A few observations 
were mentioned in one of our papers suggesting the 
“ possibility that selective destruction of the recipient’s 
cells may even lead to a prolongation of the life-span 
of the transfused cells beyond normal.” Recently we 
have observed three cases of acute and subacute liver 
necrosis associated with hemolytic ansemia and the 
presence of anti-O agglutinins acting at body tempera- 
ture. In one of these cases 40 random specimens of 
group-O RBCs were at body temperature only weakly 
agglutinated, while the only cells showing a strong 
agglutination in the incubator with the patient’s serum 
were his own RBCs. It is reason- 
- able to assume that this patient’s 
RBCs if transfused to another in- 
`- dividual would thereby have their 
life prolonged. Anti-O agglutinins 
are present in almost every blood, 
although demonstrable only at low 
temperatures. We do not know 
whether they participate in the 
mysterious mechanism which regu- 
lates the formationand destruction 
of RBCs in such a way that a con- 
stant level is-maintained. - While 
this mechanism remains obscure 
one cannot disregard the possibility 
that the survival of transfused 
RBCs may be longer than their nor- 
mal life-span. Tissue cultures give 
good examples of the fact that the 
period of life and multiplication of 
cells may be artificially prolonged. 

H. 7 S. BAAR. 
The Children’s Hospital, 
Birmingham. 
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ARTHUR MAYERS CONNELL — 
CH M SHEFF., FRCS E, MRCS 


Arthur Connell came to Sheffield at a critical périod 


in the development of the medical school. There was 
little surgery done beyond what was necessary for dealing 
with accidents, ruptures, and suppuration. There was 


no university.. He would often describe the difficulties- 


of those early days. There 
were no lifts, a theatre at the 
top of the building, lit by 
movable inverted  gas-jets 
served by a long rubber tube, 
from bracket to wall pipe, on 
which someone always trod 
when more illumination was 
particularly required ; a wooden 
operating-table, carbolic-acid 
spray, and little preparation of 
patient’s skin, instruments, or 
surgeon’s hands. With the 
-= late Archibald Cuff, Connell 
introduced modern surgical 
ideas and technique into the 
‘Royal Infirmary, and with Sir 
Arthur Hall he played no small 
part in the foundation of the 
Ethel Eadon = UNiversity. 
ae Born at St. Philip, Barbados, 
he came to London and had the good fortune to enter 
University College at one of the peak periods of its 
history: Schafer, Rose Bradford, Vivian Poore, Christo- 
pher Heath, Victor Horsley, and Raymond Johnson 
were the teachers who moulded the mind and outlook of 
the young Colonial. His first contact with Sheffield 
Royal Infirmary was as a student resident during a 
vacation before he qualified in 1895, and he determined to 
return. After a short time as a resident at the Birming- 
ham Fever Hospital, he realised this wish, and at his 
death had completed fifty years of service to the univer- 
sity and Royal Infirmary ; for although he left the 
honorary staff as senior surgeon and emeritus professor of 
surgery in 1931, he remained in the city and worked in 
the physiotherapy department of the orthopedic clinic 
until he died on Nov. 8 at the age of 73. 
In 1899 Connell obtained the FRCSE, and was elected 
surgeon to the Infirmary and appointed a demonstrator 
in anatomy in the medical school. A year later he became 


- assistant demonstrator in pathology, and it was this 
. department which held his interest for the rest of his life. 
He became lecturer in operative surgery in 1904, lecturer 


in surgery in. 1911, and professor in 1919. But he never 
ceased to impress on residents and students alike the 
importance of a thorough grounding in the principles of 
pathology as a basis for all their work. No student ever 
missed his classes in surgical pathology or the museum 
demonstrations which he did not abandon until his 
appointment tothe professorial chair, Nothing delighted 
him more during these recent years than to stroll into the 
museum, and, finding some students wandering about, 


perhaps rather aimlessly, among specimen jars, to give 


them a demonstration in that clear, incisive manner we 
knew so well. And_the students, having no idea who he 
was, were thrilled by the clear exposition of bone patho- 
logy, his favourite topic, given to them by this well- 
groomed demonstrator of uncertain age, so quick in his 
movements and thought. 

He was in fact a born teacher—dogmatic to the young, 
argumentative with the older, sympathetic and helpful 
to his junior colleagues, unselfishly generous to all, quick 
in his decisions but always open to conviction and the 
first to confess an error in judgment. In thinking over 
what it was he taught us, the impression remains that he 
was able not only to teach us what to do, but much more 
he taught us what not to do, both in the science and art of 
surgery and the ethics of everyday life. 

An enthusiastic Territorial, at the outbreak of war in 
1914 he was in command of the 3rd Northern General 
hospital with the rank of lieut.-colonel, and in 1917 he was 
promoted to the rank of colonel and appointed a consult- 
In 1920 after 
his appointment to the chair of surgery the university 


t 
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conferred on him the degree of Ch M. When he retired 


.from the staff of the Royal Infirmary, his friends sub- 


scribed to endow a bed in his name, and his colleagues on 
the board and staff presented the portrait which. now 
ital, He was deputy coroner for 
He also had many outside 
interests : a keen cricketer in his younger days, he later. 
became an enthusiastic golfer ; and he was widely read. 
He was impregnated with the philosophy of the Greeks, 
which was even reflected in his beautifully clear script, 
and he always deplored the all-too-frequent absence of 
classical education in the early training of the modern 
medical student. 

He led a full life, enjoying it thoroughly. In early 
years his singleness of purpose and indomitable resolu- 
tion at times almost amounted to ruthlessness; but 
later this faded, revealing an inner core of character, 
free from jealousy and sustained by the nobility of his 
service to his. profession. .. : B. F. 


.Well do I remember my first meeting with Professor 
Connell when I came to Sheffield as RSO in 1919. It was 
in his female ward over the bed of a patient with some 
pelvic condition. I suggested that the gynecologist 
should be asked for an opinion. The immediate explo- 
sive and quite unprintable upinion of such specialists 
left me speechless. This was something I had not met 
before. But so quickly came that delightful smile and 
“ of course I don’t really mean it.” I saw that I was in 
the presence of a character, the fundamentals of which 
were contained in this incident. 'There were times when 
he could make one intensely angry by some impetuous 
act on his part, but it could never last Jong and it never 
left any stain. He was generous to a degree and jealousy 
never gained even the smallest entry into his thoughts. 
He enjoyed all his work and above all his teaching. 

There was no middle course for Connell. Either the 
sun shone on his juniors, medical and nurses alike, in all | 
its glory, or the cloud had no silver lining at all. Life 
was not easy for him, as indeed it never can be for a man 
of his make-up ; and as I look back on my long and happy 
association with him I am reminded of some lines of 
James Isane Allen : | 


‘The fight will always be hard for any man who under- 
takes to conquer life with the few and simple weapons I 
have used and who will accept victory only upon such 
terms as I have demanded. For be my success small or 

.- great, it has been won without wilful wrong of a single 

. human being and without inner compromise or other form 
of self-abasement. No man can look me in the eyes and 
say I ever wronged him for my own profit; none may 
charge that I have smiled on him in order to use him, or 
called him my friend that I might make him do for me the 
work of a servant. i R. 8. L. B. 


BURGESS MACPHEE 
MB GLASG., DPH 


Dr. Burgess MacPhee, formerly a consultant tubercu- 
losis officer of the Lancashire County, Council, died on 
Nov. 10 at Chichester, where he had recently gone to 
reside after leaving Blackburn. He was born in the 
Glasgow district in 1877, graduated with distinction at 
Glasgow in 1900, and took his DPH at Cambridge in 1912, 
After graduation he devoted five years to general practice, 
and then held appointments under the Metropolitan 
Asylums Board, the Surrey County Council, the Glasgow 
corporation, and at Southampton. He joined the staff 
of the Lancashire County Council in 1913, and until he 
left the county service in February, 1942, he held the post 
of consultant tuberculosis officer of a dispensary area 
(population 330,000) in East Lancashire, with dispen- 
saries at Accrington, Nelson, Stacksteads, and Darwen, 
and a pulmonary hospital at Withnell, near Chorley. 
He played an important part in building up the Lanca- 
shire county scheme for the prevention and treatment of 
tuberculosis. ‘‘ He was,” writes G. L. C., “a model 
consultant physician and a man of sterling character. 
Held in very great esteem by his medical colleagues he 
was much missed when he retired three years ago.” 

Dr. MacPhee leaves a widow, two sons, and a daughter ; 
a third son in the RAF was lost over Germany towards 
the end of the war. l i ; 
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WALTER SAXON DIGGLE 
= M CH ORTH LPOOL, FRCS i 


THE surgical career of Mr. W. S. Diggle was dis- 
tinguished but all too short; for he came to medicine 
late and he has died at the early age of 45. In the last 
war he served as a combatant, and he afterwards went 
into business ; so when he qualified at the University 
of Liverpool in 1931 he was already ten years older than 
most of his fellow students. Quickly developing an 
interest in surgery, he took his fellowship four years later, 
and held several posts in general surgery before deciding 
to specialise in orthopzdics, in which he graduated in 
1936. Physically strong and with a great capacity for 
work, he was able to undertake more than the average 
surgeon, and within a few years he established himself 
as an orthopedic surgeon of individuality and ability 
with a big and growing practice. He was on the 
staff of the Stanley and Walton Hospitals in Liverpool, 
the Bootle General Hospital, and the Warrington 
Infirmary, and he was also supervising surgeon at the 
Oakmere rehabilitation centre. Although he published 
little his writings were both sound and_ original. In 
the early days of this war he defended in our columns: 
the use of the guillotine amputation, affirming that as a 
means of obtaining the longest possible stump under 
difficult conditions it had its place in surgery, and in 
1942 he described 200 cases of fractures of the shaft of 
the femur treated by fixed skin traction by means 
%»f a Thomas splint. Prof. T. P. McMurray, to whom 
we are indebted for personal information, writes: ‘‘ In 


his work Diggle was an enthusiast, and his enthusiasm . 


and spirit were always reflected by the other mem- 
bers of the staff. In his teaching of undergraduates 
and postgraduates he was happ 
Liverpool surgery and the teaching staff of the University 
have been made poorer by the loss of this splendid 
surgeon and true friend.” 

Of his tragic death another colleague relates: ‘‘ At the 
beginning of September, Walter Diggle was in the full 
enjoyment of his happy, healthy, and vigorous life. 
He then began to have some pain, and early in the month 
he had the experience of reading in his own X rays the 
news that he had not long to live. He faced this 
situation with a bravery his friends will never forget. 
He did everything possible to delay the progress of his 
disease and went on working for as long as his strength 


lasted. . .. To whatever he applied himself, Diggle . 


brought rugged qualities which Northerners would be 
proud to claim as typically their own. He had a clear, 
keen, and tidy mind, a forthright manner which was un- 
` compromising but friendly and humorous, and a strength 
_of character which matched his great physical endurance.” 
Mr. Diggle died on Nov. 17. He leaves a wife and a 
young daughter. 


WILLIAM DAVID JENKINS 
BA WALES, MRCS i 


Dr. David Jenkins, who died in London on Nov. 10 at 
the age of 51, had been since 1932 chief medical officer of 
the South Metropolitan Gas Company, where he had 
introduced a medical service of a high order. He 
graduated in arts at the University of Wales in 1913, and 
with an entrance scholarship entered the Middlesex Hos- 
pital medical school shortly before war broke out in 1914. 
He volunteered at once and served in the Royal Artillery 
till he was invalided home at the end of 1917, when he re- 
turned to his medical studies, qualifying in 1921. After 


holding a house-appointment at the Middlesex he joined . 


the school medical service of Carmarthenshire and later of 
Glamorgan before settling in practice at Bedlinog. Here 
he was elected to the staff of the Merthyr Genera] Hospital 
and commissioned as a justice of the peace for the county. 

- After he joined the staff of the South Metropolitan Gas 
Company he studied the occupational hazards of the 
industry with infectious enthusiasm, being especially 
interested in the causation, prevention, and treatment of 
pitch and tar cancer. A few weeks before his death he 
arranged a demonstration for the advisory panel on 
dermatological problems in industry to the Minister of 
Labour and National Service. 

. One of the founder members of the Association of 
Industrial Medical Officers, he gave good service as a 
member of the executive committee. He was also a corps 


y and successful, and 
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surgeon in the St. John Ambulance Brigade, a freeman 
of the City of London, and a prominent member of the 
Savage Club. “Dr. Jenkins was a man of outstanding 
personality,’ writes A. J.A. ‘‘ Hehadanaptitude for the 
clear expression of his opinions, and’ his contributions to 
medital knowledge were made more by the spoken than 
the written word. He will be remembered by all who 
worked with him as a man of great humanity, honesty, 
and unselfishness, and his friends for many years will feel 
the loss of his impartial counsel, courage, and charm.” 


_ JOHN SMYTH CRONE 
LRCPI, LSA 


Dr. J. S. Crone, who died at Ealing on Nov. 6, deputy 
coroner for West Middlesex from 1916 to 1939 and high 
sheriff of Middlesex in 1933-34, was an outstanding public 
servant. He practised in Willesden for nearly forty 
years, he was a magistrate, he was chairman of the 
Willesden: District Council at the beginning of the 
century, and he was a member of the Middlesex County 
Council from 1906 to 1916. But he will be chiefly 
remembered as an authority on Ireland and Irish litera- 
ture, and as a host and friend. A past president of the 
Irish Literary Society of London, from 1909 to 1925 he 
edited the monthly magazine called The Irish Book 
Lover. With his passion for books relating to Ireland, 
he- was well qualified to be the biographer of Henry 
Bradshaw, the Ulster-born librarian of Cambridge 
University, who left a famous collection of Irish books and 
papers. He was also the author of a Concise Dictionary 
of Irish Biography, and would have published a history 
of the Irish newspaper press, but, like Carlyle. his work of 
years was destroyed in a moment through the mistake 
ofa housemaid. At Kensal Lodge, Ealing, where he Kept 


: open house, he delighted to hold children’s parties, and to 


welcome all who could appreciate literature or Ireland. 

Dr. Crone was born in 1858 in Belfast, the eldest son 
of John and Isabel Crone. Educated at the Royal 
Academical Institution and Queen’s University, Belfast, 
he came to the London Hospital to finish his medical 
studies. He qualified LSA in 1882, and took the Irish 
conjoint qualification five years later. Twice widowed, 
he is survived by four sons. 


Public Health 

Poliomyelitis at University College Hospital 

ON Oct. 26 a junior nurse at University College Hos- 
pital, London, developed acute anterior poliomyelitis. 
A. week later, on Nov. 3, another young nurse, one of her 
close friends, developed the disease. A third nurse, 
engaged in nursing the first, sickened on Nov. 5, since 
when no further cases have been detected. The three 
girls are 19-20 years of age and were all on night duty: 
two of them have not been seriously affected. 

No patient suffering from acute poliomyelitis had been 
treated in the hospital since a boy with this disease was 
discharged on Aug. 19. 
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Infectious Disease in England and Wales 
WEEK ENDED NOV. 17 

Nolifications.—The following cases of infectious disease 
were notified during the week: smallpox. O; scarlet 
fever, 1674; whooping-cough, 12033; diphtheria, 646; 
paratyphoid, 1 ; typhoid, 1 ; measles (excluding rubella), 
403 ; pneumonia (primary or influenzal), 420 ; puerperal 
pyrexia, 125 ; cerebrospinal fever, 36 ; poliomyelitis, 32 ; 
polio-encephalitis, 3; encephalitis lethargica, 0; dysen- 
tery, 180; ophthalmia neonatorum, 54. No case of 
cholera or typhus was notified during the week, but 
there was 1 case of relapsing fever at Taunton. In the 
week ended Nov. 10, 2 cases of typhus were notified, lat 
Hampstead and 1 at Tonbridge. . 
The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on Nov. 14 was 1101. During the 
previous week the following cases were admifted ; scarlet fever, 

733 diphtheria, 45; measles, 17; whooping-cough, 25. 
Deaths.—In 126 great towns there were no deaths from 
enteric fever or scarlet fever, 1 (0) from measles, 5 (2) 
from whooping-cough, 11 (2) from diphtheria, 34 (2) from 
diarrhoca and enteritis under two years, and 14 (2) from 
influenza. The figures in parentheses are those for 

London itself. l 
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On Active Service 
AWARDS 


È CBE : 
Brigadier JoHN BRUOE, mB | Brigadier I. G. W. HILL, MB 


EDIN., FROSE, RAMO EDIN., RAMO 
Colonel W. A. BURKI, MBE; | Brigadier D. F. PANTON, MRCS, 


MD ST.AND., IMS RAMO - 
a BAR TO DSO 
Major B. G. A. LILWALL, DSO, MB LOND., FRCS, BAMO a 


OBE 
Lieut.-Colonel HucH Gass, mB | Lieut.-Colonel T. A. PACE, mp 
DURE., BAMO MALTA, RAMO 
Lieut.-Colonel J. H. Morrertr, | Lieut.-Colonel A. V. STEVENS, 
MD BELF., RAMO MO, MRCS, RAMO 


MBB , 
Captain P. J. R. Davis, MB | Lieut.-Colonel S. M. Paw, MB 
CAMB., RAMO 
Captain R. H. S. LEE, MB, RAMC 
Major ADAm MILNE, MB ABERD., 
Raxo . 


ABRO 
Lieut.-Colonel W. H. WOLSTEN- 
HOLME, MROS, RAMO os 


MEMOIR 
Captain: Jonn Diver, who died of beriberi at Changi 
prisoner-of-war hospital in Singapore on May 29, was the only 
= son of Mr. and Mrs. O. F. Diver of 
Northway, London, NW11. He was 
educated at .Gresham’s School and 
St. John’s College, Cambridge, where 
_he obtained first-class honours in the 
first part of the natural sciences tripos. 
After completing his medical studies 
at St. Mary’s Hospital he graduated 
B Chir. in 1936 and the following year 
he took his MB. He held house- 
appointments at Woolwich Memorial 
Hospital and Paddington Green 
Children’s Hospital before he returned 
to St. Mary’s as obstetric officer in 
1939. Joining the RAMC at the end 
of that year, he served in France and took part in the 
evacuation at Dunkirk. With the 35th Light Anti-aircraft 
Regiment he was posted for service in the Far East and 
was taken prisoner in Singapore in February, 1942, soon 
after he landed. For a time he acted as medical officer 
to a reception unit which fed and looked after the new 
arrivals at Changi Camp. About 20,000 men, mostly Dutch 
Eurasians, passed though this unit. A colleague writes: 
** John was absolutely tireless, nothing was too much trouble. 
He was up at all hours of the night and in spite of the 
really hard, and often difficult and exasperating, work he 
kept in the best of spirits and was a tonic to us all.” When 
the unit was disbanded Diver was sent up country to Thailand, 
where he again accomplished wonders under appalling 
conditions working on the Burma-Thailand railway. He 
was described as a fine example of what an English officer 
should be under adverse conditions. At the end of 1943 he 
was sent as medical officer to a working party to Normanton 
camp. “It was not a good camp,” the officer in charge 
writes; “‘the Japanese were difficult, very uncodperative 
and callous about the sick. It was a constant battle to get 
sufficient stores out of them and to prevent them working the 
sick, John was invaluable; he was quite fearless with the 
Japanese and worked himself to the bone in our interests.” 
In March, 1945, some of the other officers fell sick and Diver 
was in charge of the camp until he was evacuated to Changi 
Hospital a few days before his death. 
The following message to his parents is signed by officers 
and men representing seventeen regiments and corps: 


We, the undersigned, members of Denaro Party, stationed 
at Normanton Prisoner of War Camp, Singapore, wish to place 
on record our deep appreciation of the sterling services rendered 
by Captain John Diver. 

In spite of practically insuperable difficulties, due to lack of 
medical supplies and transport, he saved many lives by his 
untiring energy and devotionto duty. Herctained his wonderful 
spirit to the end and was an example to all. 

He martyred himself in our cause. 


Continued from previous page 
There were 7 deaths from diarrhœa and enteritis at Liverpool. 
The number of stillbirths notified during the week 
was 174 (corresponding to a rate of 27 per thousand 
total births), including 26 in London. 


Notes and News 


MORE BEDS FOR QUEEN CHARLOTTE’S 
| On Nov. 20, when the Queen inspected the new buildings of 
Queen. Charlotte’s Maternity Hospital at Stamford Brook, 
Hammersmith, 135 beds and 120 cots were already inuse, The 
new wing, which has cost halfa million pounds, will when com- 
pleted: have 242 beds; and these are urgently needed, for the 
hospital is at present refusing 4000 patients. year. No ward 
has more than 6 beds and there are many single and doubled- 
bedded rooms. The four large nursery suites have double 
balconies and there is:a bureau for human milk. The 
antenatal, postnatal, and infant clinics are housed in a separate 
building. \ . 
Modern trends in hospital reform are reflected in the care 
with which the new nurses’ home and the hospital kitchens 
have been planned and equipped. The patients’ food is 
served from electrically heated trolleys ; fresheggs are provided 
by 170 hens; and fruit and vegetables are grown in the 
grounds, Doctors and nurses share one cafeteria restaurant, 
and the domestic staff and porters a second. The Bernhard 
Baron memorial staff home is to take 135 nurses, each with a 
room of her own. The nurses have comfortable single bed- 
rooms and the sisters have bed-sitting-rooms with separate 
dressing-rooms. Bathrooms, baggage-rooms, and public 
telephones are on every floor. Six study-rooms have been 
set aside for student nurses and there is a sick-bay for nurses. 
The teaching school makes good uso of dummy wards and 
dummy patients. 
Nurses are trained at Queen Charlotte’s for work overseas, 
and the Empire has contributed generously to what has 
become an Empire midwifery training school. 


A FILM ON MATERNITY SERVICES 
THE slum areas of a large city present a formidable public- ` 
health problem where short-term public-health facilities can 
only palliate the distress caused by chronic poverty. The 
Department of Health for Scotland, acutely aware of this, 
have already produced one film, Children of the City, which 
explains how they are trying to contend with one facet of the 
problem—child delinquency. This film has now been followed 
by Birthday, again made for them in the same sympathetic . 
and objective manner by Budge Cooper. Describing first 
the factors which lie behind the high infant mortality in the 
(Glasgow) slum areas, the film goes on to illustrate how the 
municipal health services can help to reduce this high figure. 
The film is designed for the mothers and fathers concerned 
and presents the facts objectively and simply. Woven into 
this story of maternity services are two animated diagrams, 
one explaining how a baby grows in utero and the other the 
mechanism of childbirth. Birthday must be judged not so 
much by its absolute content as in the light of the purpose for 
which it was designed. The presentation is superficial ; the 
demonstration of childbirth is unsatisfactory, and that of - 
gestation incomprehensible, for its starting-point is the 
embedded ovum ; the rhedical personnel depicted.perform only 
good-will duties and are never shown doing real medicine— 
they smile, they reassure, but they offer no concrete advice 
such as would benefit a working-class mother seeing the film. 
But this film was never intended to provide such advice ; its 
purpose is to indicate that sources of such information exist 
and to inspire mothers to go to their antenatal clinic for it. 
For this purpose it is a first-class film and the Department of 
Health for Scotland has ably steered a middle course. We 
hope they will follow it with a series of instructional films 
suitable for the mothers when they arrive at the clinics ; and, 
judging by the plight of the mother shown living with six 
children in one room, they may even be asked to include a film 
on family planning in such a series. Birthday isto be widely 
shown in Scotland and will be obtainable in England from the 
Central Film Library as soon as an accompanying booklet is 
ready. In 16 and 35 mm., sound ; directed by Budge Cooper 
for Data Films ; running time 20 min. | 


BOOKS FOR PATIENTS 


Hosrirat libraries are now used more thoroughly every 
year ; for the war, by denying so many other diversions, has 
taught the pleasures of reading to a growing body of people. 
Unfortunately, as Mr. C. E. A. Bedwell pointed out at 
the 20th annual conference of the Association of Special 
Libraries (ASLIB), the accommodation has not kept pace with 
the development of the service. He mentioned the Royal 
Victoria Hospital, Montreal, where the patients’ library is in 
& spacious, well-lit room, with comfortable chairs where 
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patients can settle down to read, and compared it with the 
poky little hole, without proper shelving or furniture, sh 
is called a library in many English hospitals. 

Mr. Bedwell believes that for helpless patients the use of 


microfilm with apparatus projecting the printed page on wall E 


or ceiling (see Lancet, 1945, ii, 31) is likely to develop, and 
that tha librarian is the natural person to have custody of 
films as well as books. He suggested that in a hospital of 
800-1000 beds the library quarters should consist of three 
rooms—one to hold about 5000 books and also microfilms, 
and to provide seats for about 20 patients; one to serve as 
an office for the librarian and her assistants; and one to house 
book trolleys and microfilm projectors. He sees no need 
to make room for doctors and nurses in the patients’ library : 
they have quarters of their own ; and besides, he says rather 
unkindly, doctors as a body “‘ read very little and the medical 
man with literary tastes is sufficiently rare to be noticeable.” 
In tuberculosis sanatoria and other hospitals where patients 
my have to make a long stay, he would like to see the library 
equipped to give patients opportunities for serious study ; 
and in mental hospitals also the library can contribute 
much to their welfare. 

It is to be hoped that his pleas for better library accommo- 
dation will find a sympathetic hearing in the right quarters, 
for there. can be no doubt that the Guild of Hospital 
Librarians, of which he was formerly chairman, has done 
splendid service for hospital patients, and should be helped 
to do still more. 


University of Cambridge 


On Nov. 23 the following degrees were conferred : 
‘MD—E. E. Pochin, G. E. Parker, I. A. Guest. 
MB, B Chir.—D. A. N. Barran, Richard Bellamy, D. N. Saron, 
R. V. Walley, J. A. Waycott, E. J. M. Weaver (all by proxy). 
_ University of London - 


Mr. KENNETH MELLANBY has been appointed to the 
university readership in entomology at the London School of 
Hygiene and Tropical Medicine. 


Mr. Mellanby, who holds the degrees of Ph D Lond. and Sc D 
eerie was engaged in research work at the school from 1930 to 
1934, when he was elected Sorby research fellow of the Royal 
Society. He joined the RAMC in 1943, but was released in 1944 
to carry out research on behalf of the Medical Research Council in 
South East Asia. His published work includes descriptions of his 


investigations, with the he!p of human volunteers, into the incidence 
of scabies. 


The university has accepted the offer of the Wellcome 


trustees to endow a chair of tropical medicine at the London 
School of Hygiene and Tropical Medicine. 


Royal College of Surgeons 

` The post of house-surgeon (as well as of resident surgical 
officer) at the Halifax General Infirmary has been recognised 
for the six months’ surgical practice required for the final 
fellowship examination. 

Medical Society of the LCC Service 


At a meeting of the society at Lambeth Hospital, Brook 
Drive, SE11, on Thursday, Dec. 6, at:3 pm, members of the 
staffs of Lambeth and St. Giles’ Hospitals will demonstrate 
cases, 


Royal Society of Medicine 


On Tuesday, Dec. 4, at 5 pm, at the section of orthopedics, 


Mr. H. A. T. Fairbank will speak on dysplasia epiphysealis 
multiplex, Mr. E. Stanley Evans on cerebral palsy, Mr. Frank 
Ratcliffe on pillion fractures, and Mr. G. O. Tippett on failures 
of the Smith-Petersen pinning operation. At a meeting of 
the section of history of medicine on Wednesday, Dec. 5, at 
2.30 pm, Dr. J. Alison Glover will read a paper on acute 
rheumatism in military history, and Dr. J. D. Rolleston on 
cardiac folklore. At 5 PM, on the same day, Mr. Ernest 
Finch will deliver his presidential address to the section of 
surgery on sense and sensibility in the treatment of the cancer 
patient. On Dec. 6, at 8 pm, at the section of neurology, Dr. 
Douglas McAlpine will describe his neurological experience 
in the Middle East and India, and other speakers will include 
Air-Commodore Denis Brinton, Lieut.-Colonel H. G. Garland, 
and Major J. D. Spillane. At the section of otology, on 
Dec. 7, at 10.30 am, Mr. Terence Cawthorne and Dr. Frank 
Cooksey will speak on vestibular injuries, and Mr. IE. D. D. 
Davis will demonstrate dry dissection of temporal bones. 
The section of laryngology will meet on the same day at 2.30 PM, 
when Squadron-Leader R. H. Hunt Williams and Mr. I. Simson 
Hall will open a discussion on penicillin in rhinology, and at 
the section of anesthetics, at 5.30 pm, Dr. Frankis Evan 
will speak on sepsis and asepsis in spinal analgesia. 
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Return to Practice 


The Central Medical War Conimittee announces that the 
following have resumed civilian practice : 

Dr. REDVERS IRONSIDE, FRCP, 89, Harley Street, W1. 

Mr. p: R. GARNETT PASSE, FRCS, 32, Devonshire Place, W1. 


Mr. E. PORRITT, FRCS, 10, Upper Wimpole Street, W1 (not 
3, erat ‘Court, NW1, as previously announced). ` 


Dental Board of the United Kingdom : 


Lieut.-Colonel D. D. Hindley-Smith, now serving in the 
BAOR, has been appointed registrar of the board. 


Association of Anesthetists of Great Britain and 
Ireland 


. The annual general meeting was held under the presidency 
of Dr. A. D. Marston at the Royal College of Surgeons of 
England on Oct. 31 and. was attended by over.100 fellows and 
members. Three films demonstrating anzsthetic. techniques 
were shown in the afternoon, and Sir Alfred Webb-J obnson, 
PROS, was the guest of honour at the dinner held in the 
evening. The following morning members attended. operat- 
ing sessions at the Middlesex, the Royal Cangen St. Thomas’s, 
and Westminster Hospitals. 


Biochemical Society 


A meeting of the society will be held at the London Hospital, 
Whitechapel Road, El, on Saturday, Dec. 8, at 2.15 PM. 


SUBJECT to the approval of shareholders Messrs. Evans, Sons, 
Lescher & Webb Ltd. are to change their name to “ Evans 
Medical Supplies Ltd.” 


Births, Marriages, and Deaths 


E l BIRTHS 


BENNETr.—On Nov. 18, at Wroxham, Norfolk, the wife of Dr. 
Ronald Bennett—a son. 

Boun.—On Nov. 14, at Torquay, the wife of Dr. J. F. Bohn—a son. 

CARRELL.—On Nov. 18, in London, the wife of Dr. G. N. Carroll, of 
Purley—a son. 

D’ARoy.—On Nov. 10, 1945, at Londonderry, the wife of Major 
T. M. W. D’Arcy, RAMC—a& son. 

KRFEELE.—On Nov. 17, in London, the wife of Dr. C. A. Keele—a son. 

KNOWLES.—On Nov. 22, at Carshalton, the wife. of Dr. Colin 
Knowles—a son. 

LAawson.—On Nov. 19, in London, vne wife of Surgeon Lieutenant 
D. N. Lawson, RNVR—a daughte 

McK rEon.—On Nov. 23, at Lancaster, tho wifo of Dr. J. A. McKeon 
—a S010. 

McSHEEHY.—On Nov. 22, at Bexhill, the wife of Licut.-Colonel 
H. O. P. McSheeby, MO, RAMO, BEAc—a daughter. 

NORMAN.—On Nov. 12, the wife of Dr. Richard Norman,.of Corfe 
Mullen—a daughter. 

THORNTON.—On Nov. 19, the wife of Dr. Basil Thornton, of 
Lymington—a son. | 

WILLOUGHBY Woop.—On. Nov. 22, at Leicester, the wife of Aeron 

Lieut.-Commander J. Willoughby Wood, RNVR—a 50 

WILSON.—On Nov. 18, at Madras, India, the wife of Captain R. B. 
Wilson, RAMC—a son. 


MARRIAGES | 

FORSYTH E—Hopcr.—On Nov. 19, at Glasgow, Kirk Forsythe, 

A surgcon commander RNVR, to Anne Lesley Hodge, first ofticer 
WRNS. — 


GRAHAM-BONN ALIf—HANCOCK. —On Nov. 3, Frederick Eaton 
Graham-Ronnalie, MB, of Hove, to Rosemary Hancock. 


‘-HEwER—JoBNSON.—On Nov. 17, in London, Austin John Hardisty 


Hewer, MB, to Nancy J ohnson. 

PERCEVAL—HACKING.—On Nov. 20, in London, Philip Edward | 
Perceval, MB, flight- lieutenant RAFVR, to J oan Margaret 
Hacking. 

RANKIN—WHITE.—On Nov. 15, at Stratford, Salisbury, 
Elliot Rankin, eure nent RAMO, to Joan White. 

RENNIE—BROWN.—On Nov. 23, at King’s Norton, Douglas David 
Rennie, captain Malay Regiment, to Kathleen Mary Brown, 
MB. 

WINGATE—W ALKER.— On Nov. 17, in London, Peter Charles Fenton 
Wingate, major RAMO, to Pamela J osephine Walker. 


DEATHS 


21, at Wallasey, Thomas William Naylor 

. Barlow, OBE, MRCS, DPH, FRSE, barrister-at-law, aged 77. 

BELL.—On Nov. 22,in London, Richard Locke Bell, MA CAMB., LRCPE. 

BUCKLEY.—On Nov. 18, at Bramcote, Notts, Jamies Charles Buck- 
ley, MD VICT., aged 76. 

DUNLOP.—On Nov. 21, Charles William Julius Dunlop, LRCPE. 

JACQUES.—On Nov. 91, in London, Evelyn Bessie Jacquer, MB. 
CHM BRIST., formerly of the Malayan Medical Service, wife vi 
Dr. F. V. Jacques. 

LANCASUIRE.—On Nov. 20, at Alderley Edge, George Herben 
Lancashire, MD BRUX., MRCS, aged 79. 

LANE.—On Nov. 20, in London, William Byam Lane, CIE, CBE. 
MRCS, lieut. -colonel IMs retd, aged 79. 

Moran.—On Nov. 20, at C anbridge, Herbert Michael Moran. 
CHM SYDNEY, FRCSE, FRACS, formerly of Sydney, Rorae, apd 
Colchester, 

Timpson.—On Nov. 23, in London, George Gilbert Timpson, MRCS, 

. LDS, aged G62. 

THURSTON.—On Nov. 18, in London, Hugh Stanley Thurston, CP, 
CMG, CBE, MRCS, colonel late RAMC, aged 76. 

WARING, "On Nov. 7, Arthur Durham Waring, MB DUBL., 
colonel RAMC retd, aged 70. 


BarRLow.—On Nov. 
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CULTIVATION OF 
RICKETTSIA TSUTSUGAMUSHI IN LUNGS 
OF RODENTS* 


. PREPARATION OF A SCRUB-TYPHUS VACCINE 


FORREST FULTON, DM OXFD L. JOYNER, BSC LOND. 
From the National Institute for Medical Research 
Many attempts have been made to prepare killed 


vaccines of Rickettsia tsutsugamushi t which could pro- 


tect laboratory animals against scrub typhus (tsutsu- 
gamushi disease), but all have so far failed. In their 
earlier work Lewthwaite and Savoor (1933, 1935, 1936, 
1937, 1938) used guineapig-brain emulsions or ascitic 
fluid inactivated in various ways. More recently 


Lewthwaite and his colleagues (1939, 1942,°1943) have - 


attempted to cultivate R. tsutsugamushi in the yolk sacs 
of developing eggs, using the techniques developed by 


Cox (1938) for other rickettsie. The growth in the yolk. 


sacs was found to be very variable, but when the few 
rich yolk sacs were used for vaccine production they too 


showed no activity. 


The first necessity for a successful vaccine is that it shall 
contain sufficient antigen. In our opinion failure to 
achieve a sufficient concentration of rickettsize would 
explain all the failures so far. Even the experimental 
egg vaccines prepared from the richest yolk sacs were 
made in such a way that certain fractions were discarded 


‘which probably contained a large proportion of the 


rickettsis present in the crude yolk-sac emulsions. 

In the mass cultivation of R. prowazeki and R. mooseri, 
Castaneda’s (1938) method of cultivating these organisms 
in the lungs of rodents has been widely used in the 
successful production of vaccines. In spite of the fact 
that a single attempt to adapt R. tsutsugamushi to grow 
in the lungs of mice had failed (Lewthwaite 1942) a 
renewed attempt was thought to be justified. 


PRECAUTIONS 


As previous experience with intranasal methods in the 
study of typhus rickettsize had shown that the technique 
was one of potential danger to the workers, great care 
was taken to avoid laboratory infections by the respira- 
tory route. All intranasal inoculations and the grinding 
of infectious tissues were done inside thg special box 
described by van den Ende (1943). Further, when the 
box was opened to remove the infected animals, dust 
masks were worn, and sufficient propylene glycol was 
vaporised to produce a visible mist inthe room. During 
the working-day a constant aerosol was maintained in 
the cubicle housing the infected animals. At first pro- 
pylene glycol was used, but later we adopted lactic acid 
(Lovelock et al. 1944). No case of respiratory infection 
has developed among the four workers exposed during 
18 months. One laboratory infection was 


Adaptation of R. tsutsugamushi to Lungs of Mice 
| EARLY PASSES 

The Karp strain was used. This was kindly sent to us 
in the form of a lyophil dried yolk sac, by Dr. N. Topping. 
The strain was recovered by injecting the reconstituted 
material into the peritoneal cavity of mice. After 13 
days the mice began to die with typical signs of scrub 
typhus, including an enlarged spleen and a viscous 
exudate in the peritoneal cavity. 

This viscous exudate was used for infecting mice 
intranasally. Swiss mice of 12-14 g., lightly anwsthet- 
ised with ether, received 0-1 ml. Groups of mice were 
killed on various days after infection. It became appar- 
ent that the optimal time for passing was not earlier than 
the 6th or 7th day after inoculation, so other lines 
involving earlier passage were discarded. Later experi- 
ence with the adaptation of other strains of R. tsutsuga- 
mushi (Imphal 13 and Seerangayee) has suggested that it 
would have been wiser to wait even longer before passing, 
until the mice became sick on the 10th or 12th day. 
Seven days after the intranasal instillation-of the ascitic 


* The substance of this paper was reported in two secret Progress 
Reports dated June 21, 1944, and Aug. 23, 1944. 

t Whether &eketisia tsutsugamushi or It. orientalis is the correct 
name of this organism is still in dispute. 
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fluid the mice were killed. Their lungs appeared to be 
normal, but impression smears stained with Giemsa 
revealed a few mononuclear cells containing clusters of 
rickettsise. The lungs were emulsified in 10% horse- 
serum broth, 3 ml. per lung. This was passed’ intra- 
nasally to more mice in doses of 0-1 ml. After 7 days the 
mice were killed. This time the lungs were semicon- 
solidated and the infected cells more numerous. The 
next 3 passes produced a great increase in rickettsia, and 
the mice began dying with total consolidation of the 
lungs on the 5th or 6th day. 


| DIFFICULTIES 
As passage proceeded, two difficulties arose : 


(1) The rickettsia became very much smaller. Up to 
this time Giemsa had been used for staining the lung 
impression smears, but with the reduction in size this 
stain became unsuitable. Except in the occasional 
smear, there was not a sufficient contrast to allow of their 
easy Observation. Also, despite every care, a disquieting 
proportion of smears showed a deposit, which further 
confused the issue. Macchiavello’s (1937) stain, which 
is admirable for R. prowazeki and R. mooseri, could not 
be applied here, because the citric acid removed the 
fuchsin from R. tsutsugamushi at the same speed as it 
removed it from the cells. Nor was Castaneda’s (1930) 
stain successful. We finally evolved the following method: 


Stain A.—Ziehl-Neelsen carbol fuchsin, diluted 1:6 in 
distilled water. | 

Stain B.—Thionin-azure m (50 ml. of 50% alcohol saturated 
with thionin, 0'5 g. of azure m, 10 ml. of Sorensen’s 
phosphate buffer pH 7'6, distilled water to 100 ml.). 


` Thin impression smears were dried and heat-fixed. Stain A 
was applicd for 1-2 min. The smear was washed and 
differentiated with 50% alcohol until it was a pale pink. It 
was then stained with stain B for 2 min. 


' This stain produced a clear-cut Giemsa effect without 
the danger of confusing precipitates. It proved moder- 
ately satisfactory in use, but the results depended very 
largely on the care with which the impression smears 
were made. Thick smears, especially if there was a lot of 
blood transferred to the slide, could not be properly 
stained by this method. There is certainly a great need 
for a method which will stain the rickettsiz a different 
colour from the cells, but we have not been able to 
achieve this. 


(2) The second difficulty was that the adapted strain 


was in grave danger of becoming lost because of gross 


bacterial contamination. We had not experienced this 
difficulty in so acute a form during passage of R. prowa- 
zeki or R. mooseri in mouse lung, but it seemed probable 
that the present difficulty was correlated with the long 
incubation period of 6 days for R. tsutsugamushi, whereas 
the other rickettsie killed the mouse in 2-3 days. 

To overcome these contaminations we adopted the 
method of Durand and Sparrow (1940), quoted by 
Andrewes et al.’ (1944). Immediately before receiving 
the intranasal infecting dose, each mouse received 


‘intraperitoneally 15 mg. of sulphathiazole suspended in . 


1 mi. of 5% gum-acacia saline. The sulphathiazole was 
repeated at least every other day until the lungs were 
harvested. The doses were so arranged that the mouse 
received a dose of sulphathiazole 24 hours before the 
lungs were due to be harvested. : 

Under these conditions the strain could be kept free 
from gross bacterial contamination, though this is 
admittedly one of the hazards of the method and 
constant vigilance had to be exercised. We tried using 
penicillin in doses of 200 unils, but it did not prove so 
effective. l 

LATER PASSES 

The Karp strain is now in its 26th intranasal pass. It 
has not apparently changed its character since the 7th 
or 8th pass, when it began killing most of the mice on 
the 5th day with total consolidation of the lungs. In 
making this calculation the day of inoculation is not 
counted, day 1 being therefore the day after inoculation. 

The standard procedure adopted was to harvest the 
lungs on the 5th day after intranasal infection, the mice 
having received 15 mg. of sulphathiazole on day 0 (the 
day of inoculation), day 2, and day 4. A variable per-. 
centage of mice (20-50%) died on the 4th night and were 


Z 


-greatest importance. 


A 


730 THE LANCET] 


discarded. The remainder were killed with chloroform 
and their lungs harvested in groups of3. Hach group was 
then emulsified by grinding in a mortar with glass powder 
and. suspending in 10 ml. of 10% horse-serum> broth. 
This suspension was centrifuged at 1000 r.p.m. for 3 min. 


and the deposit discarded. Next, 0-1 ml. of the super- 


natant fluid was spread over a carefully dried blood-agar 
plate. The supernatant fluid was now stored in 
ampoules at — 77° C, at which temperature it could be 
kept for at least 14 months and probably indefinitely. 
The blood-agar plates were incubated at 37° C aerobically 
and examined after 48 hours. It was possible to prepare 
suspensions which did not, under these conditions, give 
rise to any colonies on the plate ; but if these strict cri- 


. teria were adhered to it was often necessary to discard 


half of the stored suspensions. In practice we found that 
no trouble arose if those suspensions were also used which 
gave rise to 2 or 3 colonies on the plate, provided that 
the organisms were not mouse pathogens such as members 
of the pasteurella or salmonella groups. The suspensions 
which were more heavily contaminated were discarded. 


When required, the suspensions were thawed, diluted — 


with an equal volume of 10% horse-serum broth, and 
passed intranasally to mice. Mice weighing 12-14 g. 
received 0-1 ml., or more if they would take it; mice 
weighing 15-18 g. received at least 0:15 ml. The passing 
of an adequate volume of infecting suspension was of the 
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PROOF OF IDENTITY 
During the serial passage of mouse-lung suspensions 
there is every opportunity of picking up other transmiss- 
ible agents. It was therefore of the greatest importance 
that adequate proof should be available that R. tsutsuga- 
mushi was in fact being transmitted. 


TABLE I— COMPLEMENT FIXATION 


Controls 


Serum l 
dilutions 10 | 20 | 40 | 80 | 160 | 320 = _ 
2 MHD complement Complement E | g 
Karp serum, 4 4 4 | 4 4 3 Karp pet 010 
Control, | Control : l 
serum 0i0|0]o|o |o | Serumi:10; 0 | 0 
bleed N!' 1:10 0 |- 0 
N 1 0 0 0 0 0 N? 1:10 0 t 0 
N? d 4 4 4 | 4 4 | Antigen 1:1*! 0 0 
| 


* This antigen could bo diluted 6 times and still fix complement. 

The degree of hæmolysis is expressed by one of five symbols: 
4, 3, 2, 1, 0. 4 signifies no htemolysis, and 0 signifies complete 
heemolysis. 

The appearance of stained impression smears gave 
every hope that such was the case, and this hope was 
reinforced when it was demonstrated that lung suspen- 
sions diluted 10° and more would kill mice when injected 
intraperitoneally, the mice dying with symptoms typical 
of scrub typhus. The evidence of complement fixation 
and of a laboratory infection, however, provided the 
decisive proof. 

COMPLEMENT FIXATION 


Mice were infected intranasally with the 19th lung pass 
of R. tsutsugamushi. Those mice moribund on the 5th 
day were killed and their lungs harvested ; 10 lungs were 
ground in a mortar with glass powder and suspended in 
20 ml. of saline. The suspension was centrifuged at 1000 
r.p.m. for 3 min. and the deposit discarded. The super- 
natant fluid was centrifuged at 10,000 r.p.m. for 15 min. 
The clear supernatant fluid was discarded and the 
deposit resuspended in 20 ml. of saline containing 1 : 10,000 
‘ Merthiolate.’ It was left to stand at + 4°C for 2 days. 
This suspension was used as antigen without further 
dilution. Its opacity did not interfere with the final 
reading of the test. The following sera were used: 


(a) Karp serum.—The pooled sera of guineapigs convalescent 
from scrub typhus. These animals had been infected 
with guineapig passage material, and the strain had never 
been through mouse lung. They were bled 2 weeks after 
the peak of temperature. i 

(b) Control serum.—This serum was derived from a guineapig 
convalescent from infection with R. prowazehi (Cairo 
strain). : 
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TABLE IIL—INTRANASAL TITRATION OF MOUSE-LUNG | 
SUSPENSION 


Dilution of 10% suspension (dose : 0:05 ml. intranasally) 


10°} 10-3 10-3 10-4 10-* 10-° 
d (2 +) 200 + 33 2 a 
d (2 +) 200 + 38 17 1 

(4+) | (2 +) 200 + 33 0 

(3 +) | (2 +) 200 + 34 0 


d = dead on 10th day. : 
(1 +), (2 +),(3 +), (4 +) are degrees of consolidation. 
The numbers represent the number of focal lesions. 


(c) Human sera N! and N*?.—These sera were derived from a 
colleague who was accidentally infected in the laboratory 
with the Karp strain of R. tsutsugamushi. 

N!; before infection ; OXK titre = 1/160. 
N? : during convalescence ; OXK titre = 1/50,000. 


The sera were inactivated at 56° C for 20 min. The 
human sera were absorbed with sheep erythrocytes to 
remove any sheep-cell hemolysin. The test was set up 


in the following way, with the usual controls—0°25 ml. of | 


twofold serial dilutions of the serum; 0:25 ml. of 
guineapig complement diluted to contain twice the mini- 


mal hemolytic dose (MHD) (the complement was titrated ~ 


in the presence of antigen); 0-25 ml. of undiluted antigen. 
The primary incubation was for 1 hourat 37°C. A3% 
suspension of sheep cells was sensitised with 3 MHD of 
hemolysin, and 0-5 ml. was added. - The test was read 
after a further incubation at 37° C for 4 hour (see table 1). 

We were unable to demonstrate any ‘‘ soluble ” antigen 
in lung suspensions, although Smadel et al. (1944, 1945) 


found a specific soluble antigen in the blood and tissue ' 


emulsions of animals infected intravenously. The com- 
plement-fixing antigen in our studies was sedimentable 
under the same conditions as the rickettsia. There may 
have been a small amount present in the supernatant 
fluid, detectable by ice-box fixation, but certainly it was 
less than 4 of the amount which was sedimentable with 
the rickettsiz. The supernatant fluid of a suspension 
centrifuged at 10,000 r.p.m. for 15 min. would not fix 
complement under the conditions of our test, but the 
sediment. could be diluted 6-fold and still fix specifically. 

There remains a possibility, however, that a soluble 
antigen was adsorbed on to the lung particles, but this 
contention can only be proved by purification of the 
complement-fixing antigen. 


A CASE OF HUMAN INFECTION 


A colleague of ours was passing the 22nd mouse-lung 
pass intranasally to cotton-rats. One of the cotton- 
rats, which had just been inoculated, recovered from the 
anzesthetic and bit her hand ; 14 days later she developed 
typical scrub typhus, in the course pf which her OXK 
titre rose from 1/160 to 1/50,000. 

There could be no doubt, therefore, that R. tsutsuga- 
mushi was, in fact, being transmitted in series. This was 


TABLE IU-—-INTRAPERITONEAL TITRATION OF MOUSE-LUNG 
SUSPENSION COMPARED WITH INTRANASAL TITRATION 


Dose : 0:25 ml. intraperitoneally. 


Days Groups of 5 mice Intraperitoneal 
after = a -—- titration 
infection _ Dilutions read on 28th day 
cela aad) ance voce ineil dase 
10 | 10 | 10-4; 1073| 10-°| 10-7) 10 ‘| 50% end-point (Recd 
| | and Muench 1938) 
5 ee 0 e 10-77 
10 1 : 1 | e oè 
12 24/7 R a 
14 2 ) is 1 
o eug | r A 1 “2 Intranasal spot-count 
20 SO SR | ee eee eee L read on 10th day 
F ee ee ee oe ee ee ee . T Average. 
26 | Aesi : | Dilution | ssot-count 
28 x Di vale ie 
aa SS SS SS 
Total { 10-¢ 8 
dead | 5/5;3 1/12 :3 /2 10 | 


* Numbers refer to mice dead. 
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no-proof that there were not other agents present also f ; 
but, so long as these other viruses did not become 
dominant and suppress the growth of the rickettsiæ, 
as the bacteria threatened to do; this was the most that 
could be hoped for. 


‘ TITRATION OF VIABLE RICKETTSIZ 


Andrewes et al. (1944) titrated the viable organisms in 
suspensions of lung-adapted murine and epidemic typhus 
rickettsie by instilling ten-fold dilutions of the suspension 
intranasally into mice. Ifthe mice were killed on the 7th 
day, the lungs were found with various degrees of con- 
solidation in those groups which had received the lower 
dilutions, but‘with dilutions above this level there were 
found focal] lesions (spots) which could be counted. 

We found that suspensions of the mouse-lung-adapted 
Karp strain of R. tsutsugamushi could be similarly 
titrated, though the optima! time for making the count 
was, in this case, 10 days (fig. 1). A typical titration is 
shown in table 11. | 

As a titration method this had the great advantage that 
the result could be read in 10 days. It is possible to 
titrate a suspension by the intraperitoneal route, using 
death as the index ; but it was difficult to know when to 
terminate the experiment, and in practice we found it 
necessary to wait 28 days. The subcutaneous route 
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Fig. 2 — Rick- 
ettsia tsutsu- 
gamushi in 
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sion smear 
stained with 
carbol fuch- 
sin and thi- 
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Mm. (x. 1250.) P 


could not be used, as large numbers of rickettsiz had to 
be injected to kill the mouse, and the end-point was very 
indefinite. The intravenous route was, if anything, 
inferior to the intraperitoneal route. 

Table m1 shows the titration of a lung suspension by 
the intraperitoneal route, contrasted with a spot-count of 
the same suspension. 

That the focal lesions werc due to R. tsutsugamushi was 
shown by two facts : 


(1) Toluidine-blue has been shown by Peterson (1944) 
to protect mice infected intraperitoneally with R. tsutsu- 
gamushi. We confirmed this and found that it also caused 
a reduction in the spot-count. Conversely, another sub- 
stance which we found to have no effect on the mortality 
of mice infected intraperitoneally also had no effect on 
the spot-count. 


(2) The serum of a patient convalescent from scrub 
typhus caused a reduction in the spot-count. The sera 
used have already been described (N! and N?*). The 
technique was that of van den Ende and Mills (1946), 
except that guineapig complement was included in the 
virus-serum mixtures. Table Iv shows the reduction in 
focal lesions. 

The relatively small differences observed with succes- 
sive serum dilutions is typical of the behaviour of R. 
prowazeki and R. mooserit in this part of the serum- 
neutralisation curve (van den Ende and Mills 1946). 

While we do not know the exact relation between the 
number of spots and the number of viable rickettsia, in 
the case of R. nooseri evidence has suggested that one 
spot is equivalent to something of the order of 1000 


t Dr. D. G. ff. Edward is at present studying the possible presence 
of other agents in the mousc-lung suspensions, and an account 
of this e will appear separately. 
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Fig. !—Focal lesions In the lung of a mouse 10 days after intranasal 
infection with Rickettsia tsutsugamushi. 


stainable rickettsie. Table v compares the potency of 
lung suspensions of R. tsutsugamushi with the potency of 
similar lung suspensions of R. prowazeki and R. mooseri, 


Cultivation of R. tsutsugamushi in lungs of other animals 


In the search for a more susceptible animal, the lung- 
adapted Karp strain of R. tsutsugamushi was passed 
intranasally to rabbits, guineapigs, hamsters (Meso- 
cricetus auratus auratus Waterhouse), black-and-white 
rats, and cotton-rats (Sigmodon hispidus hispidus Say 
and Ord). It was at once apparent that the cotton-rats 
were the most susceptible, though hamsters were very 
little inferior. No rickettsize could be seen in the lungs of 
guineapigs. <A few rickettsis: were found in the lungs 
of rabbits and black-and-white rats harvested on the 
7th day, but two further passes in these hosts did not 
apparently increase the rickettsial content. 

The cotton-rats received intranasally 0-6 ml. of the 
mouse-lung suspension, and they were dying with. total 
consolidation of the lungs on the 4th or 5th day after 
infection. Impression smears revealed rickettsiz in 
very large numbers (fig. 2). Whereas in mouse-lung 
smears there were very many polymorphonuclear leuco- 
cytes and most of the rickettsise were extracellular, in the 
cotton-rat lung smears the polymorphs were relatively 
scanty, and there were not only many extracellular 
rickettsis, but also numerous large mononuclear cells 
whose cytoplasm was packed with rickettsis. Table vI 
shows a typical titration in mice of a cotton-rat lung 
suspension. 

We were surprised that the count was not very different 
from that of a mouse-lung suspension, as the rickettsial 
content of cotton-rat lungs, judged by smears, was pro- 
bably of the order of 3 times the content of mouse lungs. 
The size of the rickettsia growing in cotton-rats was 
greater than in mouse lung, and this fact probably 
contributes to the very much more favourable impression 
created by cotton-rat lung smears. We found no improve- 
ment in titre on continued passage in cotton-rats. 
Indeed, unless the animals were given sulphathiazole, 
contaminants soon swamped the rickettsie. As these 
rats were wild and dangerous to handle when infected, 
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the necessity of giving several intraperitoneal injections 
of sulphathiazole proved very inconvenient. : 
The method finally adopted was to use stored mouse-lung 
suspensions prepared in the manner already described 
and stored at — 77° C. Provided that the mouse- 
lung suspension passed to the cotton-rats was not itself 
‘ heavily contaminated with bacteria, it was not necessary 
for the cotton-rats to receive sulphathiazole. Besides 
this advantage, since the strain was not to be passed 
serially, it was possible to use suspensions slightly more 
contaminated with bacteria than was possible when the 
suspensions were to be used for continued passage in mice. 
Some judgment had to he exercised in the selection of 
suitable suspensions. Very often only a white staphylo- 
eoccus grew, and in these cases 6 or 7 colonies on the 
-blood-agar plate were permissible. 
- The stored suspension was thawed and diluted with an 
equal volume of 10% horse-serum broth, and 0-6 ml. of 
this was passed intranasally to cotton-rats 10 weeks of 
age or more. | 
All the rats which died before the 5th night after infec- 

tion were discarded, as the rickettsial yield was poor. In 
making this calculation we have, as before, not counted 
the day of inoculation, but that night is the first night, 
and the succeeding day is the first day. From the 5th 
night onwards the lungs were harvested as the rats died. 


Hourly inspections were necessary, if it was desired to- 


harvest all the available rats, since the lungs had to be 
removed within an hour of death. When about 25% of 
the rats had died, the rest were killed and their lungs 
harvested. As they became available, the lungs were 
placed in glass bottles, which were kept in thermos jars 
packed with dry ice, so that all the lungs of a batch should 
be available for pracessing together. 


TABLE V— COMPARATIVE TITRES OF. RICKETTSI® GROWING IN 
i MOUSE LUNG 


Dilution of lung Average number of focal lesions 


suspension : 10-75 A ? j 
R. prowazcki , it, mooserr R. tsutsugamushi 
Volume : 0-05 ml. i 


intranasally 9:5* | + 200* | 6 


* These data are taken from van den Ende and Mills (1946). 


In a typical batch of 72 rats, 5 died before the 5th night 

. and were discarded ; 18 of the remaining rats died during 

the 5th night, and the remaining 49 were killed on the 

morning of the 5th day. The susceptibility of the rats 
proved remarkably consistent. 


Production of Vaccine 


There are three main reasons why a killed vaccine may 
not protect laboratory animals against subsequent 
infection by the same agent. 


(1) The vaccine may contain insufficient antigen. 


(2) .The vaccine may bo inactivated and preserved in such a 
manner as to destroy the immunogenic antigen. In 
certain circumstances, when the antigen is very labile, 
this may be an absolute bar to the successful production 

l of a killed vaccine. | 

(3) The design of the animal test to detect immunogenic 

| activity may be such that the vaccines of the quality 
practicable have no apparent protective value. Thus a 
highly susceptible species immunised by an unfavourable 
route may disparage a vaccine which would create a very 
different impression when tested by other means (Larson 
1945). 

We were convinced that the cotton-rat ling provided 
sufficient antigen for the immunisation of small labora- 
tory animals. Owing to the inevitable presence of 
bacteria it was not possible to contemplate any very 
subtle method of inactivating or preserving the rickettsia, 
and we were forced to hope that the immunogenic antigen 
was in this case not very labile. Jformalin was chosen in 
preference to phenol, because phenol had been shown to 
degrade the m antigen of R. mooseri to the m!” form 
(Fulton and Begg 1946). In the selection of the experi- 
mental animal] the choice lay between guineapigsand mice. 

Guineapigs were unsuitable, because the Karp strain 
does not regularly kill, and we had become convinced in 
studying murine typhus that a temperature response did 
not provide a suitable quantitative index (Fulton et al. 


TABLE IV—INTRANASAL SPOT-COUNT, SHOWING THE NEUTRAL- 
ISING POWER OF HUMAN CONVALESCENT SERUM AGAINST 
R. TSUTSUGAMUSHI (FINAL VIRUS DILUTION 10°‘) 


-e 


Final serum dilution l 


$ | 4 | gs 
N N? v | ne | o | w 
54* 0 24 | 13 | 0 7 
32 13 40 | 6 32 ? 
31 | 6 60 |} 5 40 3 
39 ? 29 | 3 9 © 
22 3 t 0 44 9 
68 3 2 | 4 29- T 
42 4 50 | 5 66 11 
? 8 33 2 35 7 
50 9 37 3 42 ? 
d 0 53 6 28 5 
Av.) 485 | 5-1 40-7 4:7 35-1 | 6-1 
= dead. ? = spots too obscured to be countable. 


t 


«The numbers represent the number of focal lesions. 


1946). It is true that the Seerangayee strain of R. 
tsutsugamushi will kill guineapigs, but there was no proof 
that the two strains were immunologically identical. , 

Mice were known to be highly susceptible; so, if 
immunisation was to succeed, the most favourable route 
for vaccination had to be chosen. In the case of infiyenza 
virus, the intraperitoneal route is more effective than the 
subcutaneous route m mice (Andrewes and Smith 1939), 
and the same is true of typhoid and epidemic-typhus 
vaccination. Unfortunately, to obtain a dosage-mortal- 
ity curve sufficiently steep to allow of significant results 
from small groups of animals, it was necessary also to 
infect by the intraperitoneal route. 


FIRST VACCINE EXPERIMENT 


Six cotton-rats moribund on the 5th day after intra- 
nasal infection were killed. Their lungs were harvested, 
ground in a mortar with glass powder, and suspended in 
60 ml. of 0-85% saline buffered at pH 7:0, containing 
0-4% formalin. . After centrifugation at 1000 r.p.m. for 3 
min. to remove the coarse lung debris, the supernatant 
fluid was centrifuged at 10,000 r.p.m. for 20-min. The 
supernatant fluid was discarded, and the deposit was 
resuspended in 60 ml. of buffered formol saline (fig. 3). 
The vaccine was stored at + 4° C for 2 weeks and tested 
for sterility. It was also tested for the presence of viable 
rickettsiz by instillation into the lungs of mice. No 
lesions were provoked. - 

100 Swiss mice, each weighing 10-12 g., were divided 
into two groups of 50. One group was set aside as a 
control. The other group received 3 doses of vaccine 
0:25 ml. intraperitoneally at intervals of 7 days ; 10 days 
after the last dose of vaccine both groups of mice were 


TABLE VI—INTRANASAL TITRATION OF COTTON-RAT LUNG 
SUSPENSION 


= aan etn ea ai a) Since 


a 


Dilution of 10% snspension (dose: 0-05 ml. intranasally) 


105 | 10) | 10% | 10-4 | 10 | 10° 
a O ee ee a oe ee 

a a. : 3+ | 65 10 | 0 

a 3+ | 2+ | 49 12 2 

da | 3+ | 4 + 58 10 0 

i+ | 34 | 1+ 70 13 0 


d = dead on the 10th day. 
(1 +), (2 +), (3 +), (4 +) are degrees of consolidation. 


The 
numbers represent the number of focal lesions, 


challenged. The mouse-lung-adapted strain was not 
used, as its virulence might have been lowered by passage 
in lungs. Instead, we used the Karp strain, which had 
been maintained by passing infected mouse-brain sus- 
pensions intraperitoneally into mice. Spleens of mice 
dying of scrub typhus were harvested and ground up in 
10% horse-serum broth, 3 ml. per spleen. The emulsion 
was stored at — 77° C, for 2 days to allow sterility tests 
to be carried out. The spleen suspension was then 
thawed and diluted in 10% horse-serum broth in ten-fold 
steps from 107! to 10°; 0:25 ml. of each dilution was 
then injected intraperitoneally into groups of 8 vaccinated 
and 8 control mice. The protocol is shown in table var. 
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TABLE VII—INTRAPERITONEAL VACCINATION: 8 MICE IN EACH 


' GROUP 
g Vaccinated mice Control mice 
Nh fi 
© 
SA 107 10-7} 10-3 10-4 10-4 10-9 10-3 104 1073} 10~¢ 10-4 10-8 
B- 
2 Challenge dose 
| 
1 {..{4° . ie E EA T 
2-7 oe ee ee ES | ae ee 26 
10 Yh ie .. atta we fone foes et 
` 11 1 we i 1 yede 
12 O gk cu 4 | 1 4 2. 
13 1 m ae me ome” 1 «8 
14 ee eg ae 1 | 1 S See 1 
15 1 2 5) TOEF l1 |.. 1 
16 ss Sse is 1 Sra 2 2 Sie 
17 ; 1 1 a2 1 ee 1 1 
18. ian 1 _ 1 ee as 1 re 
19 s è . ee e o f 1 os è 
20 Si S pa AI 1 ee 
21 Š: EREE U Pr AE | 
22 : ae 2 Bian I Soe ll) tes 
23 ee ee ee ee ee . 
24 oe ee ee ae ee 
25 es ae 
Ma |5);31/21|12 8 | 7 |8 6 | 4 
z Control group 10-87 
50% end-point : -2-0 
(heed and Muench) { Wasgeine er oup wane 7- 


Md = Mice dead on 25th day. 
* Non-specific death. t Numbers refer to mice diea: 


It is possible to criticise this result by saying that the 
immunity is an illusion due to some non-specific effect 
of the vaccination on the peritoneum. That this is not 
so is shown by the second vaccine experiment. 


SECOND VACCINE EXPERIMENT 


This experiment was performed in exactly the same 
way as the first, except that the vaccine was prepared 
from normal cotton-rat lungs. The protocol is shown in 
table vIn. 

It may still be asserted that the immunity, though 
specific, is not general but simply a local peritoneal 
immunity. The same problem has, however, arisen in 
connexion with Bacterium aertrycke (Webster 1922) and 
Eastern equine encephalomyelitis (Morgan 1941). In 
both these cases it was shown that the immunity was not 
solely a local one. However, the third vaccine experi- 
_ ment definitely disproves the contention. 


THIRD VACCINE EXPERIMENT 


This experiment was performed in exactly the same 
way as the first, except that the vaccinated mice 
received their doses of vaccine subcutaneously. They 
were subsequently challenged by the intraperitoneal 
route. The protocol is shown in table rx. ' 


TABLE VIIL—EFFEOT OF A NORMAL LUNG VACCINE BY THE 
INTRAPERITONEAL ROUTE: 10 MICE IN EACH GROUP 


Normal lung i.p. | Control 


| 
Days | 


10-3 
challenge 


10-5 


10-6 


10° | 107° 10-3 | 10 | 107° 


Challenge dose 


| meong, 
KN OO 
Lem! | 


. P C2 a? s 
» 2 DND, , 


oA en 


res 


—_—_——— | e a e 


Mice dead 
on 25th Tay 


22 7 
+ 


10 10 


50% end-point 


im Normal lung i.p. 10-88 
(Reed and Muench) Difference 0 


{ Control group 10-¢** 
| * Numbers refer to mice dead. 
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These results show that a vaccine can be prepared 
which will protect mice against subsequent infection 
with R. tsutsugamushi. — 


Discussion 


It is imposible, from the results of animal Sipen, 
to draw any conclusions about the value of an untried 
vaccine in man. Al that the laboratory worker can do 
is to show that in certain circumstances a vaccine pos- 
sesses immunogenic activity, and he can compare the 
potencies of two or more similar vaccines. The vaccine 
which we have prepared appears to be a poor one in 
protecting the mouse against scrub typhus, compared 
with, epidemic-typhus vaccines, which can be shown to 
protect mice against subsequent challenge with R. 
prowazeki. But the mouse is remarkably resistant to 
R. prowazeki and remarkably susceptible to R. tsuisuga- 
mushi ; hence the impression may be entirely misleading. 

On the other hand, the two diseases in man are clinic- 
ally so similar that the success of lung vaccines in epi- 
demic typhus gives hope that a lung vaccine of a similar 
order of antigenic content may prove equally valuable in 
human scrub typhus. — 

We have not found that the vaccine gives rise to any 
untoward reactions ; it provoked a variable local reaction 
but no general reaction. We have suggested 3 doses of 


TABLE IX—SUBCUTANEOUS VACCINATION : 


10 MICE IN EACH 
GROUP | 


| = Vaccinated Control 


10°? 10-* | 10- | 10-2 | 10- |10- | 10-8 


| 10" 


aata aaa le te dose 


a ae" b b b 
te pe eS" 
: 


NCS a ahs 
gp Se wes e 


: ! 
| 


| 
| 
É 
z 


Dis 


rot pet * . . è @ 


AAE 


i, : 
de ie 
7 


Mice dead 


23 i: 
E | 
on 2d5thday, 7 | 6 | 

a a ee he Se 


9 8 4 


oa aaa f Control group 10°**® = = ol group > 4-6 
50% end-point f -3-5 
(Reed and Muench) Dic eee 
* Numbers refer to mice dead. 


1 ml. subcutaneously at weekly intervals and a booster 
dose of 1 ml. every 3 months. 

The vaccine could be made on a small scale without 
much difficulty. Thus a bacteriologist with 3 assistants 
could comfortably make 1 litre of vaccine a week, 
sufficient for 333 men. There is no doubt that, as a 
commercial large-scale project in peace-time for mass 
prophylaxis, this vaccine would be wholly impracticable. 
However, in wartime, when expense and effort are 
secondary considerations, it is possible to prepare it in 


large amounts.* Summary 


A method is described of adapting Rickettsia tsutsuga- 
mushi to grow in the lungs of mice. Still better yields 
were obtained by passing the mouse-lung-adapted strain 
into the lungs of cotton-rats. A vaccine prepared from 
cotton-rat lung suspension protected mice subsequently 
infected with living R. tsutsugamushi. The best protec- 
tion was obtained when the mice were vaccinated intra- 
peritoneally and challenged by the same route, but some 
protection could also be demonstrated when the mice 
ware vaccinated subcutaneously and challenged by the 
intraperitoneal route. Arguments are presented to show 
that, without a field trial, it is impossible to decide 
whether this vaccine will be of any value in man. 

* Such large-scale production of vaccine is described in the’ accom- 
panying paper by Buckland et al. 
Continued at foot of next page 
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JUNIOR COMMANDER ATS ATS 


From Special Operational Store “ Tyburn, at a Wellcome 
Rescarch Laboratory, Frant, Sussex 


THe urgent demand for scrub-typhus vaccine of the 
type described by Fulton and Joyner (1945) for extensive 
field-trials in the far-Eastern war zones came when its 
preparation had been achieved only on a small scale 
in the laboratory. The manufacture of the quantities 
required by the Army could not be undertaken by any 
existing laboratories or commercial organisation. New 
buildings had therefore to be designed and constructed 
before work could be started. The Ministry of 
Supply were requested by the War Office to proceed 
with the necessary arrangements. The Medical Research 
Council, which was consulted at the outset, gave 
invaluable guidance in planning the project. They also 
provided facilities for the technical training of a pro- 
portion of the newly selected personnel at the National 
Institute for Medical Research while the new buildings 
were being built. 

To ensure maximal speed the project was given 
an operational priority and the secret code name of 
“ Tyburn.” The War Office agreed to the selection of 
ATS personnel on a voluntary basis, with a nucleus of 
RAMC laboratory technicians, to carry out the work 
in the cotton-rat breeding colonies and in the laboratories 
under the supervision of civilian and military medical 
officers. All personnel received a course of immunising 
injections before starting work on scrub typhus. 

By the coédrdinated effort of the Royal Engineers 
(who constructed the buildings with the help of specialist 
civilian contractors) and various branches of the Ministry 


- of Supply and the Ministry of Works the buildings 


required to house the breeding colonies were ready in 
31 days and the first of the rats, transported from the 


* Scconded to Wellcome Foundation by Medical Research Council. 


Continued from previous page 
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USA by RAF Transport Command, installed.. The . 


laboratories were finished on May 1, 109 days from the 
start of the operation. 


SUPPLIES OF COTTON-RATS 


It was planned initially to import cotton-rats from 
the USA at the rate of approximately 5000 a month. 
These were intended in part to start the main breeding 
colony at Frant besides subsidiary colonies at the field 
laboratories of the Agricultural Research Council at 
Compton and the Imperial Cancer Research Fund 
laboratories at Mill Hill. The remainder would be set 
aside for use when the laboratories were ready. , 

Unfortunately supplies of rats from America fell short 
of original expectations, and none of the 3 colonies was 
at any time full to capacity ; hence the maximal calcu- 
lated output of cotton-rats (12,000 a month) was never 
reached. 

The cessation of hostilities in the Far East having 
removed the urgent demand for the vaccine, all available 
rats are now being used, after which production will 
cease. 
the USA and 10,686 rats have been born in the 3 colonies 
established in this country. Of these, 16,882 have been 
used for the preparation of vaccine at the time of writing. 

‘The plans for the care and maintenance of the rats 
were based on previous experience at the National 
Institute for Medical Research and on that of Meyer 
and Meyer (1944). All breeding animals were kept in 
pairs in wire-mesh cages provided with a 6-in. length of 
drain-pipe. They were paired when 3-6 weeks old. 
Mating took place at the age of 10 weeks or more. The 
fertility-rate in the 3 colonies was approximately 50%, 
the average litter 4:8. Exceptionally good animals 
produced as many as 6 litters in as many months. 
Valuable experience has been gained.in the breeding of 
cotton-rats, and this will be published in detail elsewhere. 


THE LABORATORIES 

Owing to the danger of infection by inhalation to 
the staff when the intranasal route of inoculation is 
used, particular care has been taken to prevent the air- 
borne spread of infection. Thus all animals were inocu- 
lated in special inoculation cabinets (van den Ende and 
Hubbard 1943) (fig. 1), housed in 4 cubicles set aside for 
this purpose (rooms 2-5, fig. 2). Air was drawn through 
each cabinet at the rate of about 50 cu. ft. per min., 
passed through an electric furnace (fig. 3) on the roof of 
the building, where it was heated to 300-600° C before 
being released into the open air (fig. 4). Each inoculation 
cabinet could hold 96 wire-mesh cages, 6 x 4 x 4 in., 
each capable of holding 1 rat or 5 mice. 

To prevent accidental escape of infective particles 
through laboratory windows, these were all fixed, and 
ventilation was provided entirely by an enclosed plenum 
system. The floors, which were of wooden blocks, were 
treated with spindle oil to reduce dust. Apparatus 


for the continuous vaporisation of lactic acid into the - 


air in bactericidal concentration (Lovelock et al. 1944) 
was provided in all rooms where a significant risk of 
droplet infection was present—1i.e., inoculation rooms 
and infccted animal house. An animal house, where 
cotton-rats and mice could be housed after inoculation, 
was built as a separate wing connected to the main 
laboratory by an enclosed corridor. Sufficient space to 
house 3000 rats in the single wire-mesh cages was provided 
in 3 rooms. Separate rooms afforded accommodation 
for mice (rooms 25-29, fig. 2). 

Special clothing was worn in the laboratories. Cloak- 
rooms (rooms 14-17, fig. 2) were provided where the 
laboratory personnel could change and in which showers 
were available. Over the laboratory clothing gowns and 
caps were worn. These were autoclaved daily. When 
necessary, dust respirators, rubber gloves, and eyeshields 
were used. l 

Seed suspensions for the inoculation of rats were 
prepared in mice. To minimise risks of accidental 
contamination of the seed suspensions, a laboratory was 
set aside for this purpose (room 9, fig. 2). An adjoining 
cubicle contained a cabinet for the grinding of mouse 
lungs and was equipped with an air-extraction system 
similar to that, of the inoculation cabinets. 

Separate laboratories for the removal of lungs from 
cotton-rats, and the processing of the vaccine were 


’ 


Altogether 19,223 rats have been received from- 


$ 
h 
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Fig. I—An Inoculation cabinet in use. 


provided (rooms 21 and 22, fig.2). They were equipped 
with a horizontal centrifuge and an Alpha Laval separa- 
tor with continuous feed (1 litre in 8 min.) for spinning 
down the rickettsis. To minimise risk of infection 


during the emulsification of the lungs special cabinets 


designed on the same principle as those for the inocula- 
tion of animals were used to house specially designed 
tissue fragmentors (fig. 5 ; room 6, fig. 2). 

Allanimal carcases, cages, laboratory refuse, gowns, &c., 


- were sterilised by steam in the three autoclaves installed 


in the infected animal house (room 3], fig. 2). 

The remaining rooms in the building afforded space for 
preparation and sterilisation of small laboratory appar- 
atus (room 20), the maintenance of a stock of media, cold 
rooms (rooms 12 and 13), a hot room (room 7), and a 
number of research laboratories. 


VACCINE PREPARATIONS 


‘Mice were usually inoculated in batches of 100 to 200. 
All mice received sulphathiazole therapy to reduce 
bacterial and virus contaminants. At first three or four 
intraperitoneal injections each of 15 mg. were given. 
Later it was found as satisfactory and more convenient to 
incorporate the sulphathiazole in a concentration of 1% 
in a cubed diet. Mice ate sufficient of this food to main- 
tain the bacteriostatic concentration (1:0-7-:0 mg. %) of 
the drug in their blood. 

The availability of this diet has made it possible also 
to use cotton-rat lungs for the preparation of seed 
suspensions, and satisfactory vaccines have been pre- 
pared from rats inoculated with them.’ It has, however, 
been unnecessary to use this cotton-rat seed on a large 
scale. 

When the mice were ill and a proportion of them dead, 
which with virulent inocula was usually on the 5th or 
6th day, those still living were killed. Their lungs, if the 
degree of consolidation and the rickettsial content, as 
estimated. by examination of smears, were sufficient, 
were pooled in groups of 3 to 5. They were emulsified in 


10% horse- 
led ed ey. 
o, 
CLA 


serum broth; 
the emulsion 


frozen im- 

meday ane Y 

stored ina low- 

temperature Eee ee 
(— 76° C) stor- f 

age cabinet. 
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Fig. 2 — Ground 
plan of the 
laboratories 
and infeçted 


E AnA 


animal house. 


The degree of bacterial contamination of each batch of 
seed was determined by culture on‘ blood-agar slopes 
and plates. Those containing no pathogenic micro- 
organisms or less than 6 saprophytes per 0-1 c.cm. were 
issued as required for inoculation of cotton-rats. 

Cotton-rats at the age of 10 weeks or more were 
supplied to the laboratories in single wire-mesh cages. 
They were taken to the inoculation rooms where they 
were inoculated intranasally, each receiving approxi- 
mately 0-5 c.cm. The mouse-lung suspensions used as 
inoculum were removed from the low-temperature 
cabinet, thawed as required, and diluted with an equal 
volume of horse-serum broth.._They were kept on ice 
during the period of inoculation. ` 

The rats were left in the inoculation cabinets for at 
least 1 hour after inoculation, and then transported to 
the infected animal house. They were provided with 
sufficient food at the time of inoculation, and a constant 
supply of fresh water was given. 

The infected cotton-rats were inspected daily for the 
first 3 days and any dead animals discarded. Thereafter 
rats were inspected every 1-1} hours through the day 
and night and all dead animals removed. These were 
dipped in antiseptic, taken from their cages, pinned out 
on boards (in room 24), and transferred to the harvesting 
laboratory for removal of their lungs. On the 9th day 
after inoculation, or when 80% of the rats inoculated on 
any one day were dead, the survivors were killed and 
their lungs collected in the usual way. 

Each day at least one sample of lung from each group 
of 12 rats was taken for the preparation of impression 
smears and for culture on blood-agar. Smears were 
stained with alkaline polychromed methylene-blue after 
heat fixation and treatment with N/1 HCl. Each smear 
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was given a value of 0 to 10 according to the rickettsial 
content as estimated by a calculation based on the 
numbers of free rickettsis per 1/12th oil-immersion 
field and the percentage of large mononuclear cells 
parasitised. 

The lungs were stored in jars in solid CO, until all 
animals of any particular batch were dead. All the 
lungs of the batch were then thawed, a random sample 
removed for complement fixation, and all the remainder 
emulsified with 0:5% formol saline in one of the tissue 
fragmentors (fig. 5). The crude suspension was centri- 
fuged lightly in the horizontal 
centrifuge, the supernatant fluid 
saved, and the deposit, which 
usually still contained many rick- 
ettsix, re-extracted with fresh 
formol saline. This was again 
centrifuged and the supernatant 
fluid pooled with that of the first 
extraction. The pooled superna- 
tant fluids were then run through an Alpha Laval separ- 
ator. The separator contained a special stainless-steel 
bowl from which the deposit could be easily recovered by 
mechanical agitation. The resuspended deposit was 
homogenised in a clean tissue fragmentor and stored at 
37°C overnight. Next day it. was diluted to the required 
volume (15 c.cm. per lung) and stored for 5 days at 4° ©. 

A sample was removed from each batch of vaccine 
for preliminary sterility test and rickettsial count. 
Sterile batches were pooled into lots of 5-10 litres. 
Samples withdrawn from the bulk pools were used for 
(1) the estimation of free formalin, to ensure that the 
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Fig. 4—Electrical air-sterilising units on the roof, and the 
ducts leading from the special cabinets. 


vaceine was safe to handle during final sterility testing, 
filling, and packing; (2) intraperitoneal injection into 
mice to ensure that the vaccines were non-toxic and 
contained no viable rickettsiz ; (3) complement-fixation 
tests for comparison with similar tests on the random 
samples of lung withdrawn before emulsification ; and 
(4) rickettsial counts. Rickettsial counts were per- 
formed on stained smears of the vaccines mixed with 
known numbers of killed Cl. welchit. Counts were 
probably lower than the actual numbers of rickettsize 
present, but the method had the advantage that repro- 
ducible counts could be made. 


RESULTS 


Until the end of September 15,100 mice were used for 
production of seed suspensions. Of these 9163 either 
died and were therefore unsuitable for the preparation 
of seed suspensions or were discarded. This was 
necessary because of insufficient degrees of pulmonary 
consolidation and low rickettsial content or because of 
intercurrent infection (salmonella) in the mouse stocks. 
A total of 1392 batches of seed suspension were prepared 
from the remaining 5937 mice, and 528 of these were 
discarded because of gross contamination. The 864 
batches of seed which were used consisted of 515 com- 


pletely sterile and 349 containing 1-6 saprophytic — 


organisms per 0:1 c.cm. It has not been possible to deter- 
mine with certainty the reasons for the failure to obtain 
adequate rickettsial yields in such a large percentage of 
mice. Minor changes in technique and the use of serum 
broth from another source have latterly given much more 
satisfactory results. The changes in technique included 
greater care in the maintenance of low tempcratures 
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Figs. 6 and 7—Curves showing mortality, smear evaluations (numbers on curves), and final rickettsial 
content in 2 batches of vaccine prepared with seed suspension from 2 different sources. 
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during the preparation. of suspensions, the careful 
cleaning of glassware, and the removal of excess anti- 
septic from the fur of the mice before autopsy. 

Many of the discarded lungs showed pulmonary 
consolidation not characteristic of scrub typhus but 
resembling the lesions previously described by Edward 
(1940) following the inoculation of ‘‘ pleuropneumonia- 
like’? organisms. Such non-specific lesions have been 
encountered also in mice with upper respiratory catarrh 
which had received intranasal inoculations of sterile 
broth. There is no evidence, however, that the presence 
of this contaminating agent interfered with the growth 
of rickettsie in cotton-rats used for vaccine production. 
Details of these aspects of the work will be reported in 
greater detail subsequently. | 

In all 16,882 cotton-rats have so far been inoculated for 
vaccine production. Of these about 20% were discarded 
because they died before the 4th day or died later with 
insufficient consolidation and rickettsial content of the 
lungs. The best and most consistent results have been 
obtained with seed suspensions sufficiently virulent to 
cause a maximal death-rate and massive pulmonary 
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consolidation before the 7th day after inoculation. This 

finding is based on 20 comparisons of 2 different seeds, 

one prepared by Dr. F. Fulton at the National Institute 

for Medical Research, and the other at Frant, on about 

7000 rats, the comparison having been made under iden- 
tical experimental conditions. 
This is, however, not invariable, 
and on occasions vaccines with 
relatively high antigenic content 

_ have been prepared from rats 
in which mortality was delayed 
beyond this optimum. Figs. 6 
and 7 show the results obtained 
in 2 such comparisons using 
groups of at least 50 rats. The 
figures also show the results of 
the evaluation of the lung smears 
and the finished vaccines for 
their rickettsial content. 

The rickettsial content of the 
smears Of individual lungs gave 
good evidence of the expected 
rickettsia] content of the finished 
vaccine. Fig. 8 shows the aver- 
age results of smear evaluation 
in 24 batches of rats from whom 
24 lots of vaccine were prepared. 
In 12 batches the rickettsia] 
content was relatively low, 
20,000,000-—45,000,000 per c.cm. 
(average 32,000,000), and in 
the others it was high, 
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197,000,000-317,000,000| (average 233,000,000). For each 
group of 12 vaccines the' indices of the rickettsial content 
‘Of lung smears from all rats dying on each of the 4th to 
9th days after inoculation were averaged. For each day 
also the percentage mortality is recorded. The figure 
shows that, although the average mortality for the 
two groups was not significantly different, the smear 
evaluations were consistently higher for those lungs 
which were used for the preparation of vaccines with 
high rickettsial counts. The mortality recorded in- 
cludes all deaths which took place after the 3rd day. 
Some of these rats at autopsy showed little or no pul- 
monary consolidation. These apparently non-specific 
deaths were especially frequent among those animals 
used for the vaccines which proved to contain relatively 
few rickettsiæ, and they probably explain the relatively 
high mortality recorded for these vaccines in fig. 8. 
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Fig. 8—Curves showing average results of evaluation of smears. for 
rickettsial content in the preparation of 2 groups, each of !2 batches 


of vaccine. One group consisted of vaccines with comparatively 
low rickettsial content, and the second group of vaccines with high 
rickettsial content. Numbers on curves show percentage of rats 
dead on each of the 4th-9th days after inoculation. 


It was finally concluded that well-consolidated lungs 
from rats in which a high proportion died early (on or 
before the 6th day) and in which smears showed a high 
index were the most suitable for vaccine manufacture. 
No single criterion affords an adequate indication of the 
expected rickettsial content of a vaccine, but the most 
valuable guide appears to be given by the examination of 
smears of representative samples of lung. T 

*Each batch of vaccine was tested for acute toxicity 
by the intraperitoneal injection of 0-5 c.cm. into each of 
10 mice. They were observed for symptoms, 5 animals 

killed for autopsy on the 14th, and the remainder on 
the 21st, day after injection. Smears were made from 
the spleen, stained, and examined for the presence of 
rickettsia. : 7 i 

Complement fixation with convalescent human or 
guineapig serum was obtained with dilutions of 1/2 to 1/8 
of the vaccine, which had been washed free of formalde- 
hyde. Similar titres were obtained with fresh lung 
suspensions used for the vaccine preparation. The 
power of the vaccines to fix complement appears to be 
correlated with their rickettsial content as determined 
by the methods outlined. The content -of individual 
batches of vaccines in rickettsia and complement-fixing 
antigen has been established in retrospect for the earlier 
batches. Suitable methods of estimation were not 
initially available.’ Many difficulties were encountered 
with staining techniques, and it is probable that many 
more rickettsie were present than could be seen in 
stained smears. Even the earlier batches of vaccine were 
thought to have an adequate antigen content for issue. 
Subsequent batches have reached a higher standard. 

The laboratories and apparatus were adequate for 
the handling of the numbers of rats originally envisaged. 
Thus 600 rats, yielding a maximum of 9 litres of vaccine, 
can be handled in a day; 388-480 rats a day have 
been dealt with comfortably. Unfortunately the output 
originally aimed at was not reached owing to the 
shortage of cotton-rats, In the 5} months ending on Sept. 
30 it amounted to 201-9 litres. | 

Research carried out includes -observations on the 
staining of R. tsulsugamushi (orientalis), the rate of 
multiplication of the rickettsie in the lungs of cotton- 
rats and in the yolk sac of chick embryos, and the 
filtrability through gradocol membranes (Elford 1931). 
Attempts wee also made to adapt the rickettsia to the 
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lungs of larger animals, such as the sheep. Rickettsia 
adapted by repeated passage in chick embryos were 
made available to us by Drs. F. Fulton and N. H. 
Topping. These we could maintain by serial passage in 
the yolk sacs of chick embryos, but we have encountered 
many of the difficulties which have been previously 
reported (Lewthwaite 1942, and unpublished observa- 
tions of H. Cox, J. Craigie, J. Fox, F. Fulton, J. E. 
Smadel, N. H. Topping). . The rate of growth is irregular 
and slow ; so that only a small percentage of embryos 
surviving.10 days or more after inoculation show many 
rickettsiz in yolk-sac smears. In spite of the apparent 
absence of rickettsiæ in stained smears, the yolk sacs 
have on several occasions. proved to be infective for mice 
at dilutions of 10-6 or 10-7. Wé-believe that this can 
probably best be explained by ineffective staining and 
the fact that the samples taken for smear preparations 
are not always truly representative. Results of those 
filtration experiments on R. tsutsugamushi grown in 
yolk sacs or mouse lungs which have so far been com- 
pleted suggest that the average size is comparable. to 
that of R. prowazekt (Elford and van.den Ende 1944). 
Thus suspensions have, after filtration through. gradocol 
membranes with average pore diameter of 0-5 u, proved 
‘non-infective for mice. E | | 

The intratracheal injection of massive doses (5-20 
c.cm. of mouse-lung suspension) of scrub-typhus rickett- 
size into sheep or goats has led to massive pulmonary 
consolidation. Very few rickettsis could be found in 
the smears of the consolidated lungs, and they proved 
infective for mice only in dilutions of 10-4 or less. It 
has not been possible to carry out serial passage in sheep 
or goats. | 

There were 3 cases of accidental scrub-typhus infec- 
tion among the 60 at risk. One probably resulted from 
the inhalation of droplets during the transfer of infective 
material with a Pasteur pipette. The second case 
followed trauma to the skin of the hand when a pipette 
containing a highly virulent suspension was accidentally 
broken. The third was in a worker who washed up 
infected petri dishes which had not been autoclaved. 
All 3 patients had received full courses of immunising 
injections, and all made uneventful recoveries. 

By Oct. 31, when Special Operational Store “ Tyburn ” 
was closed, 300 litres of vaccine had been prepared. 


We wish to acknowledge the assistance of Major-General 
L. T. Poole, cB, DSO, mc, KAP ; Lieut.-Colonel H. Bensted, 
OBE, Mc; AMD 7; Lieut.-Colonel R. F. Galbraith, RE; Mr. F. 
Warburton, director of medical supplies; Mr. R. G. Todd 
of the Ministry of Supply; Dr. C. H. Kellaway, rrs, and 
Dr. J. W. Trovan, FROP, of the Wellcome Foundation ; 
Dr. F. Fulton, Dr. R. B. Bourdillon, Mr. O. M. Lidwell, Mr. 
J. E. Lovelock, and Mr. W. F. Raymond, of the National 
Institute for Medical Research; Mr. ©. W. Hutton, of 
Mauger, May, and Hutton, architects; the staff of the Well- 
come Veterinary Research Station; and many others, too 
numerous to mention, for their assistance, without which this 
project could not have achieved even its limited success. 
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MARFANIL.—This sulphonamide drug, which was made 
during the war in Germany and America, is now being 
manufactured and issued in gr. 7%} tablets and in various 
forms for local application, by R. F. Reed, Ltd., of Riverside 
Works, Hertford Road, Barking. Marfanil, or homo- 
sulphanilamide, is p-aminomethylbenzene sulphonamide 
hydrochloride (HCI.NH,.CH,.CgH,SO,.NH,). It is not so 
actively bacteriostatic for streptococci and similar organisms 
as sulphanilamide but its action is not antagonised by 
p-aminobenzoic acid, or by pus and breakdown products of 
tissue. On this account it was widely used in Germany for 
the treatment of wounds by local application, usually as a 
mixture with sulphanilamide. Its value for this purpose was 
partly confirmed by Mitchell and Buttle (Lancet, 1944, i, 627). 
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` + POISONING BY BARIUM CARBONATE 


WILLIAM MORTON, MD GLASG. š 
LIEUT.-COLONEL RAMC ; MEDICAL SPECIALIST 


Two attacks of poisoning in relation to food affected 
85 British soldiers in an area of the Persia/Iraq Command, 


_and were subsequently shown to be due to barium car- 


bonate. The etiology is of interest, and some of the 
clinical features differed from the descriptions gfven in 
standard textbooks. 

First Outbreak.—Eight sergeants and five BORs were 
admitted to a military hospital with acute gastro- 
enteritis. The sergeants were taken ill an hour after 
their evening meal, which consisted of meat and vege- 
tables, followed by marmalade tart. Three sergeants 
who had refused the tart were not affected. Five 
soldiers who had eaten some of the remaining tart but 
no other part of the meal also became ill and were 
admitted to hospital. All gave similar histories ; their 
symptoms varied only in severity. 

The remains of the suspected tart, the bulk ingredients 
from which it had been prepared, and specimens of the 
patients’ vomit, feeces, and urine were sent for analysis. 

Second Outbreak.—Before laboratory findings regard- 
ing the first outbreak, other than those excluding arsenic 
as the poison, were availavle, 71 men in the same unit 
were taken ill 2 hours after a meal. Of these 31 were 
admitted to hospital, and 40 were treated in the unit. 
The meal consisted of meat, vegetables, and treacle tart. 
Again only the men who had eaten the tart were affected. 
Their symptoms were similar to those in the previous 
outbreak, but the onset was later and the course of the 
illness less severe. Knowing what had happened in the 
sergeants’ mess two days before, the men had shown 
some hesitancy about eating tart. To dispel their 
suspicions the orderly sergeant ate a small piece of tart, 
“ to show that there was nothing wrong with it.” Two 
hours later he began to vomit. 


RESULTS OF ANALYSIS 


A complete chemical analysis of the pastry of the tarts 
was made by the Director of the Chemical Laboratory 
of the Iraq Government. Barium carbonate in large 
quantities was discovered. An average portion of mar- 
malade tart contained about 15 g. of the poison. The 
treacle tarts were not so heavily contaminated. 

Barium carbonate was also found in the bulk stock 
of flour held in unit stores, from which issues had been 
made to the officers’, sergeants’, and men’s messes. 
The officers’ mess had not used any. At the supply 
depot a sack, containing 4 lb. of barium carbonate for 
use as rat poison, had been placed in error in the flour 
store, filled with ordinary flour, and issued to the unit. 
This flour had been used only for the pastry of the tarts. 


CLINICAL FEATURES 


The clinical picture was the same in all patients. 
There were three stages: (1) an acute gastro-enteritis 
with mild sensory disturbance ; (2) loss of deep reflexes 
and the onset of muscle paralysis ; and (3) progressive 
muscular paralysis. The stages were not clearly defined, 
and the rapidly altering clinical picture varied in time 
with individual patients. 

Stage 1.—The first symptoms, which appeared 45-90 
min. after the poisoned food was eaten, were tingling 
round the mouth and in the neck, vomiting, and pre- 
cipitate action of the bowels. Often the bowel action 
preceded the vomiting. Vomiting persisted, later 
specimens containing flecks of blood. The stools 
became fluid and diarrhaic, but contained neither blood 
normucus. Some patients complained of mid-abdominal 
colic, but this was not severe. 
and palpitations. The pupils, at first dilated, returned 
to normal within 2 hours; they reacted to light, but 
accommodation-convergence was impaired or lost. 
The pulse-rate was 40-50 permin. There was no staining 
of the Jips or mouth, no rash, and no sweating. The 
patients complained of coldness; the temperatures 
were normal or subnormal. 
= Stage 2.—The symptoms typical of this stage usually 
were noticed 2—3 hours after the onsct of the illness. The 
tingling of the face and neck disappeared; instead 
tingling was experienced in the hands and feet. Vomiting 
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and diarrhcea continued in several cases throughout the 
first 24 hours, but this, as will be shown later, was no guide 
to the severity of the poisoning. The pupils responded 
rather sluggishly to light, accommodation was poor, 
convergence completely lost. In 3 cases there was some 
palatal incoérdination but no true paralysis. The 


triceps-jerks were absent; the biceps and supinator 


reflexes were sluggish and later absent. The knee-jerks 
were lost in many cases, but the ankle-jerks were con- 
sistently present. Varying degrees of motor paralysis 
developed. The extensor groups of muscles were 
affected before the flexor; the arms affected before the 
legs ; the muscle paralysis followed the same sequence 
as the loss of tendon reflexes. This sequence or pattern 
did not conform to a segmental or peripheral nerve 
distribution. There were no cranial-nerve palsies and 
only minor disturbances of sight or hearing and no 
defects of speech. The abdominal and plantar reflexes 
were normal. Sensation was unaffected, and there was 
no deep muscle tenderness. 

The slow pulse-rate was due to dropped beats, a 
typical pulse-heart ratio being 40/80. The cardiac 
action was irregular, the apex-beat was forceful, there 
were no abnormal murmurs. The condition, obviously 
due to extra-systo es, did not persist; usually the cardiac 
rhythm was restored to normal in 2-3 hours. 

Often improvement in all affected systems began 
3-4 hours after onset, and recovery was complete 
within 24-36 hours. Only a few of the most severely 
affected patients proceeded to the third stage. 


Stage 3.—General muscle paralysis began on the 
2nd day of the-illness and lasted for a further 24 hours. 
There was complete muscle paralysis of arms and legs, 
and in one case (described below) the paralysis affected 
the muscles of respiration. Even in these dangerously 
ill patients recovery was surprisingly rapid ; by the 4th 
day all affected muscles had regained their full power. 
There were no deaths. 


ILLUSTRATIVE CASES 


Case 1.—A mild case, The patient felt a tingling sensa- 
tion around his mouth and throat 14 hr after his evening 
meal. This was followed by nausea; his bowels moved, and 
he vomited. Vomiting continued, and he began to feel 
weak and giddy. He was admitted to hospital. 

On admission the temperature was 97° F, pulse-rate 40, 
respiration 18 per min. He walked from ambulance to ward. 
Heart irregular, rate 80 per min., pulse-rate 40 per min. Lungs 
NAD. Pupils dilated, returning to normal in 30 min. : reaction 
to light normal, poor convergence to near objects. Triceps- 
reflexes absent; all other reflexes normal. No loss of muscle 
power. Vomiting and diarrhoea continued for a further 2 hr. 

After 12 hr vomiting and diarrhcea had ceased, and patient 
felt better but complained of tingling and weakness of arms. 
Pulse-heart ratio normal. Triceps- and biceps-jerks absent, 
supinators sluggish ; knee-jerks now absent. 

After 24 hr hand grip and arm muscles had regained normal 
power. Triceps-jerks still absent ; all other reflexes present 
and equal. On 4th day he was discharged recovered. 

-CASE 2.—A case of moderate severity. 
after food. Symptoms of first stage as above, but patient was 
brought in as a stretcher case, having collapsed in his lines. 

On admission temperature was 98°F, pulse-rate 52, 
respirations 16, heart 72 per min., every fourth beat dropped. 
Lungs NAD. Slight abdominal colic, no tenderness, no 
distension. Pupils normal in size, reacted to light, poor 
response to accommodation. Triceps- and knee-jerks absent ; 
all other reflexes present. Sensation normal. Some loss 
of power of hands, arms, and legs, but no true paralysis. 

After 12 hr complete paralysis of both arms, and con- 
siderable weakness of legs. 

After 24 hr partial recovery of arm muscles, hands still 
“ useless ’’?; leg muscles normal. Kneeo-jerks present. ~ 

After 48 hr complete recovery ; triceps-jerks only absent. 

On 5th day he was discharged recovered. 

CASE 3.—A severe case which proceeded to the third stage. 
Symptoms appeared 1 hr after the evening meal, with 
tinglings, nausea, vomiting, and upper abdominal pain. He 
had no diarrhea and did not pass urine. 

On admission temperature 97° F, pulse-rate 80, respirations 
20 per min. He was cold and collapsed. Heart irregular 
and rapid. Lungs NAD. Upper abdomen slightly tender. 
Pupils unequal, responded to light, but not to accommodation- 
convergence. Triceps- and biceps-reflexes absent, some 


Onset about 1 hr © 
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weakness of right arm. Knee-jerks lost ; ankle-jerks present. 
Vomiting continued, later specimens containing blood. There 
was no diarrhœa and he did not urinate. | 

After 12 hr heart-pulse ratio restored to normal ; pulse- 
rate 120 per min. His general condition had deteriorated. 
There was complete paralysis of both arms and palsy of legs. 
All limb reflexes were lost. The paralysis continued to spread, 
and after 15 hr he was almost totally paralysed. His speech 
was slurred and impossible to understand. His throat was 
filled with mucus. His head lolled on the pillows unsupported 
by his neck muscles. His breathing was rapid, shallow, and 
laboured, being maintained by the diaphragm alone. Complete 
respiratory paralysis seemed imminent. Apart from shrug- 
ging-like movements of the shoulders, which were produced 
by irregular contractions of the arm muscles, there were no 
true clonic contractions. He still had not passed urine, and 
his bladder was not distended. 7 

After 20 hr there was little change in his general condition, 
but his breathing was, if anything, easier. Certainly there 
had been no further spread of the paralysis. Within 3 hr 
improvement became obvious; he was more cheerful; 
he could speak, although still indistinctly ; he passed 20 oz. 


of urine; he was sweating. The intercostal muscles were 


beginning to function, and he was breathing without distress. 
_ Later the progress was maintained, and he was discharged 
recovered on the 8th day. 


An unusual feature of this case was that instead of 


the usual diarrhcea this patient’s bowels moved only. 


after an enema had been given. It is difficult to say 
whether this was due to the effects of a large dose of the 
poison. or whether the retention in the bowel of the 
poison led to the severity of the symptoms. 


TREATMENT 


_ As the identity of the poison was not established until- 
after the second outbreak, treatment had to be purely 


symptomatic. Briefly it was as follows: (1) rest and 
warmth; (2) emetic of salt and water, which was very 
efficacious ; (3) potassium permanganate solution given 
as a gastric astringent; (4) demulcent drinks; (5) 
magnesium sulphate on the following morning; (6) 
enemata, if required. After the experience of the severe 
cases, such as case 3, in the absence of diarrhea an 
enema was given and often was followed by free purgation. 


DISCUSSION 


Diagnosis.—A definite diagnosis of barium-carbonate 
poisoning by contaminated food can be made only by the 
discovery of the poison in the suspected foodstuff. In 
these outbreaks chemical search had continued from the 
date of the first incident, but up to the time of the 
second outbreak no positive results had been achieved. 
The investigation had been conducted to find a likely 
poison. Arsenic, aconite, veratrine, and the fluorides 
could all have produced somewhat similar symptoms. 
One by one these were excluded. Botulism did not 
appear probable; the onset was too rapid, and the 
subsequent course did not conform, yet, in case it was 
a form of organic toxic food-poisoning, animal experi- 
ments were made. When eventually a routine systematic 
chemical analysis was carried out, barium carbonate 
was easily isolated. Therefore in all cases of suspected 


poisoning the most rapid and certain way of discovering 


the cause is to make a systematic analysis of specimens. 

Signs and Symptoms.—There was little opportunity 
to make a complete examination at the time of admission, 
and unfortunately there are omissions from the clinical 
records which would have been of interest—for example, 
no record was made of blood-pressures. However, from 
the available data certain comparisons between the 
textbook descriptions—the only literature available 
locally—and the clinical picture can be made. In the 
textbooks emphasis is laid on convulsions and clonic 
muscle contractions, which are said to precede paralysis. 
In the present cases no convulsion was seen, and, with 
the possible.exception of the most severe case (case 3), no 
patient had muscle clonus. On the other hand, no 
mention is made in the textbook descriptions of loss of 
tendon reflexes, nor of the distribution and march of the 

aralysis which was so characteristic of these outbreaks. 
A further undescribed but typical sign was the loss of 
accommodation-convergence. The clinical picture in 
these two oftbreaks was so consistent as to be almost 
pathognomonic. 

P 


Pathology.—Barium carbonate is converted in the ` 
stomach by the gastric hydrochloric acid into barium 
chloride, a highly poisonous salt. According to Cushny 
(1936) barium chloride has a direct action on muscle- 
fibre, and Dixon (1936) states that the actual contractile 
portion of the muscle is affected. This would explain © 
the immediate vomiting and purgation, due to stimula- ` 
tion of the gastric and bowel musculature; the extra- 
systoles caused by excitation of the cardiac muscle by 
the poison; and the subsequent muscular paralysis. 
The strikingly constant loss of reflexes which followed 
a definite pattern was presumably the first sign of muscle 
paralysis ; whether or not it was succeeded by definite 
paralysis depended on the severity of the poisoning. The 
primary tingling sensations may have resulted from local 
action of the poison on the oral and masticatory muscles. 

Many of the patients with severe early diarrhcea 
recovered much more rapidly than those with delayed 
bowel action. This suggests that the speed with which 
the poison is eliminated by the bowel has a direct bearing 
on the severity and duration of the effects. 


Prevention.—If the barium carbonate had been coloured 
with a dye-—e.g., methylene-blue—the series of mistakes 
which led to the issue of the poison as flour could not have 
been made. i 

SUMMARY 

Barium carbonate intended for use as rat poison was 
accidentally mixed with flour. Pastry made from this 
contaminated flour caused severe poisoning in 85 British 
soldiers. 

The symptoms were remarkably consistent: an 
initial phase of gastro-enteritis with tingling sensations 
of the face and neck, followed by loss of tendon reflexes, 
disordered action of the heart, and muscle paralysis. In 
a\few severe cases paralysis spread and became general- 
ised, in one case leading to almost complete respiratory 
paralysis. Recovery was rapid, and there were no deaths. 

The clinical picture differed from descriptions of 
barium-carbonate poisoning in the textbooks in the 
absence of convulsions and muscle clonus, the loss of 
tendon reflexes, and the distribution of the paralysis. 
One lesson learned from these outbreaks is the importance 
of doing a routine systematic analysis of specimens when 


‘searching for an unknown poison. 


Barium carbonate for use as rat poison should be 
coloured to prevent similar accidents. 


I wish to thank Brigadier F. M. Lipscomb, Lieut.-Colonel 
J. D’Arcy Champney, Lieut.-Colonel W. Happer, and 
Captain G. Fenton for their help at the time of the outbreaks, 
and Brigadier Lipscomb and Brigadier T. C. Hunt, consultant 
physicians, for their guidance in the preparation of this 
article; Dr. Hawkins, director of the chemical laboratory 
of the Iraq Government; and Brigadier W. Foot, DDMS 
Persia and Iraq Force, for permission to publish. 
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Dr. Rorus W. HooKer, author of Ship’s Doctor, is an 
American who graduated in-1904 from Tennessee University. 
For some yeary*he practised happily and successfully at 
Guadalajara in Mexico, until the overthrow of the Diaz 
régime forced him to leave the country ‘‘ with my instruments 
and a pocketful of small change.’’ Returning to Tennessee, 
he settled in practice in his home town, Memphis, where, 
having educated and launched his three sons, he appeared to 
be established for life. But a latent passion for travel and for 
the sea induced him in middle age to become a ship’s doctor, 
a calling which he was to follow for fourteen years. 

_ Although his voyages have taken him all over the world, 
Dr. Hooker devotes little space to topography. His book is 
about incidents whch befell him and people whom he met. 
He ranges from such topics as the embalming of an ambassador 
and the handling of dangerous lunatics to the treatment of 
seasickness and the observation of romantic relationships on 
luxury cruises. He writes in a vivid, forceful, and somewhat 
dramatic style, and since each chapter is a little tale in itself 
his book (published by Herbert Jenkins at 15s.) may be 
enjoyed by the busy practitioner who can read only at odd 
times. Ships’ surgeons, especially those sailing for the first 
time, should find it useful as well as interesting. 
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THIOURACIL IN PREGNANCY 
EFFECT ON FŒTAL THYROID 
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Departments of Medicine and Pathology, Edinburgh University 


THE number of thyrotoxic women treated with 
thiourea or thiouracil during pregnancy must by now 
be considerable, but relatively little attention seems to 
have been paid to the effect of such treatment on the 
offspring. Eaton (1945) has commented on this aspect 
of thiouracil therapy and reported enlargement of the 
thyroid gland in a newborn child. The enlargement 
subsided, however, by the 3rd month. 

The experimental administration of thiouracil and of 
thiourea to pregnant rats has been found to cause in the 
offspring hyperplasia of the thyroid glands and retarded 
bodily development (Hughes 1944, Goldsmith et al. 
1945). Goldsmith and his colleagues note that the 
administration of thiourea did not lead to an increased 
mortality in the mothers, and that the effects on the 
progeny were transient and disappeared when the young 
rats ceased to imbibe the milk of the thiourea-treated 
mothers. 

The case reported here provided an unusual oppor- 
tunity of observing the effect of administration of 
thiouracil during pregnancy on the thyroid gland of a 
6-month human foetus. 


CASE-RECORD 

A married woman, aged 21, was admitted to hospital in 
April, 1944, with the classical signs and symptoms of mild 
thyrotoxicosis of recent onset. Six months previously she 
had been delivered of a healthy first-born child after an 
uneventful pregnancy. After a control period, during which 
the diagnosis was confirmed by the usual clinical and 
laboratory investigations, treatment was started with 
thiouracil 600 mg. daily. This treatment was well tolerated 
and gave considerable symptomatic benefit, together with a 
progressive rise in weight and a fall in the basal metabolic 
rate, pulse-rate, and pulse pressure to normal levels. 

The patient was discharged from hospital on July 6, 1944, 
and instructed to take thiouracil 200 mg. daily. Thereafter 
she was seen at short intervals ; on each occasion her general 
condition was excellent, and the results of clinical and labora- 
tory examinations were satisfactory. The slight diffuse 
enlargement of her thyroid gland and the mild exophthalmos 
noted when she was first seen remained stationary, however, 
not being affected by treatment. - 

When seen in November, she believed she had recent] 
become pregnant. Thiouracil was therefore reduced to 
200 mg. on alternate days. A month later her condition was 
still eminently satisfactory and the diagnosis of pregnancy 
confirmed. She continued to take thiouracil as directed and 
remained in good health unti] March 18, when she complained 
of headache, which persisted during the next 2 days, and on 
March 20 she suddenly became cyanosed, collapsed, and died. 
She was then 6 months pregnant. 


POST-MORTEM FINDINGS IN THE MOTHER 


The body was that of a well-developed well-nourished 
young adult female. 


Thyroid gland.—The two lobes were almost symmetrically 
enlarged, the entire gland being about twice the normal size. 
The capsule had prominent veins, and the lobes were moder- 
ately nodular. The parenchyma was firm, pink, and slightly 
lobulated. There were no signs of colloid storage, and the 
fibrous stroma appeared normal. 


Histology.—The acini were closely packed and were moder- 
ately enlarged in almost all areas. In a few areas groups of 
small closely packed acini were also present. Throughout 
the entire section the acini were lined with tall columnar 
epithelial cells with basal nuclei. Most of the acini contained 
no secretion; only a few scattered throughout contained scanty 
amounts of fairly well-stained colloid. The fibrous stroma 
showed no increase in amount. Areas of lymphocytic 
infiltration and other signs of acinar atrophy were absent. 


The capillaries and small vessels were intensely congested. 


These features were typical of hyperplastic thyroid 
gland showing only minimal signs of colloid storage and 
were compatible with thyrotoxicosis. 
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Heart.—The organ was considerably dilated and very soft. 
The surface of the pericardium, subepicardial fat, and coronary 
vessels showed no abnormalities. The chambers showed 
considerable general dilatation, but their walls were of normal 
thickness. The valves were healthy. The myocardium was 
paler than usual and very soft. The endocardium was 


healthy. The aorta showed no abnormalities. Histological. 


examination showed merely congestion of the smal! vessels. 


Other organs.— On macroscopical and microscopical examina- 
tion only generalised congestion of the small vessels was found. 


POST-MORTEM FINDINGS IN THE FETUS 


The body was that of a'rather poorly developed foetus 
aged about 6 months. Well-marked lividity was present. 


Thyroid gland.—On macroscopical examination the two 
lobes were almost symmetrically enlarged, the entire gland 
being considerably larger than normal for a 7-month fœtus 
(fig. 1). The surfaces were smooth, and the parenchyma was 
firm, pink, and very slightly lobulated. There was no evi- 
dence of colloid storage. l 

On microscopical examination most of the acini showed 
considerable enlargement when compared with the acini 


from the thyroid gland of a 7-month normal fœtus. All the 


acini were lined with fairly tall columnar cells. There was 
no colloid secretion in any of the acini from sections comprising 
the entire lobes of the thyroid gland. The fibrous stroma 


appeared normal, and the small vessels were considerably | 


congested. i 


The features were those of a hyperplastic and hyper- 
trophied thyroid gland, the general appearance approxi- 
mating to that found in adults with thyrotoxicosis. 


CONTROL THYROID GLAND FROM SEVEN-MONTH FŒTUS 
= A thyroid gland obtained from an infant born pre- 
maturely at 7 months was used as a control. This 
infant (male) did well at first but 5 days after birth 
developed attacks of choking and cyanosis and died 
2 days later. At necropsy gastric contents were found 


in the main bronchi and their finer ramifications. Micro- 
scopical examination also showed well-developed foci 
of bronchopneumonia. No other abnormalities were 
found. Hence this infant may be regarded as a normal] 
premature infant who died, 7 days after birth, from 
bronchopneumonia following ‘inhalation of gastrice 
contents. » 


Thyroid gland.—On macroscopical examination the gland 
was normal in size for a 7-month fœtus and considerably 
smaller than the gland of the 6-month foetus described above. 
The parenchyma showed no abnormalities, and the fibrous 
stroma was normal in amount. . 


On microscopical examination the acini appeared normal,. 


and all were lined with cubical epithelium. Many contained 
no secretion, but scattered groups contained fairly abundant 
well-stained secretion. The stroma and vessels showed no 
abnormalities. 


The features were those of a gland approximating in 
appearance to a normal adult thyroid gland and were in 
well-marked contrast with the hyperplastic gland of the 
6-month foetus whose mother had been treated with 
thiouracil. 

DISCUSSION 

An unsatisfactory feature of this case is the - 
tainty of the cause of the mother’s death. There nine +s 
to be no evidence for attributing this to thiouracil - 
nor do the necropsy findings warrant a diagnosis of 
toxæxmia of pregnancy. The condition of the heart post 
mortem suggested acute heart-failure ; but, when the 
patient was last examined clinically, no manifestations 
of cardiac insufficiency were found. Although the precise 
cause of death must necessarily remain speculative, this 
does not detract from the significance of the changes 
found in the thyroid of the foetus. oo 

Compared with that of a normal 7-month fi 
thyroid gland is significantly enlarged, owing ere 
hyperplasia of the secretory epithelium (figs. 2 and 3) 
The histological appearances are, in fact, similar to those 
reported by Donald and Dunlop (1945) in an adult 
receiving too much thiouracil. 

Discussing the mechanism of the effect of thi i 
footal rats, Goldsmith and his colleagues ( 1015) mention 
three explanations for consideration. (1) The thiourea 
(or thiouracil) may pass through the placenta from the 
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mother’s circulation anil thus inhibit the synthesis of 
thyroxine by the fcetal;thyroid, with consequent com- 
pensatory hyperplasia. ! This mechanism could obviously 
produce its effect only after the fostal thyroid ‘had 
developed to the stage of a functioning organ. (2) The 
reduced production of thyroxine by the mother might 
result in the footus receiving less thyroxine than normally, 
and thus lead to compensatory stimulation of the foetal 
thyroid by the pituitary. (3) The hyperplasia of the 
foetal thyroid might conceivably result from the passage 
through the placenta of maternal thyrotropin. But 
thyrotropin has a large molecule which renders its 
passage through the placenta unlikely. The second 
explanation suggested would seem unlikely in the present 
case, since there is no reason for believing that the mother 
was receiving thiouracil in excessive dosage, or that she 
was developing any manifestations of myxcedema. 
Accordingly, the suggestion that the thiouracil exerts 
its effect on the foetal thyroid after passing through the 
placenta appears to us to be the most acceptable 
explanation. 

Whatever the mechanism, it seems that the effect 
on the foetus of thiouracil administered to the mother is 
of practical importance and requires further study. The 
clinical and laboratory observations already referred to 
suggest that the effect may be transient. Nevertheless, 
the admihistration of thiouracil to pregnant women 
clearly calls for caution and for careful observations 
on the offspring for possible effects. 

A. further question requiring consideration is whether 
women treated with thiouracil should breast-feed their 


f A . 
W- ys A z ai 
~ 

x * ar 

Tied zt y 


(b) 


Fig. 2—Sectloss under low power (x 120). (a) Thyroid gland of 
6-month featss of mother treated with thiouracil ; note hypertrophy 


and hyperphsia of acini with lining of columnar cells and lack of 


collold. (b} Gland of normal 7-month fœtus. 
| 
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: (a) Pe. (-) 
Fig. |—Longitudinal sections of entire lobes of thyroid gland : (a) 6-month 
foetus of mother treated with thiouracil ; (b) normal 7-month fœtus. 


(x 23.) 


infants. Goldsmith and his colleagues have drawn 
attention to the high concentration of thiouracil in the 
milk of women receiving this drug, and their experiments 
with rats indicate that the ingestion of milk from mothers 
treated with thiourea exerts a deleterious effect on the 
young. ~ 3 


Fig. 3—Sections under higher power (x 350). (c) Thyroid gland of 
6-month fœtus of mother treated with thiouracl! ; note large acinus 
with columnar epitheilum and no colloid. (d) Gland of normal 
7-month feetus ; note smaller acini and colloid storage. 


742 THE LANCET] MAJOR KENTON: DIRECT LARYNGOSCOPY AND TRACHEAL INTUBATION 


— 


SUMMARY ° 


A woman with mild thyrotoxicosis treated with 
thiouracil died during the 6th month of pregnancy. 

The thyroid gland of the foetus was enlarged and hyper- 
plastic, as compared with a presumably normal gland 
from a premature infant, and showed histological evi- 
dence of considerable functional activity. It resembled 
the gland of an adult receiving too much thiouracil. 

Administration of thiouracil to pregnant women, and 
probably to nursing mothers, demands caution. 


We wish to thank Prof. L. S. P. Davidson for his interest 
and for permission to publish this case; Mr. T. C. Dodds, 
FRPS, for the photomicrographs; and Prof. A. M. Drennan 

«for his advice in connexion with the pathology. 
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DIRECT LARYNGOSCOPY AND TRACHEAL 
T INTUBATION 
A SIMPLE METHOD 


BERNARD KENTON, MRCS, DCH, DA 
MAJOR RAMO 


SINCE Rowbotham and Magill popularised the use 
of wide-bore rubber endotracheal, tubes in 1921, 
tracheal intubation by the nasal or oral route has 
become a stock technique of the competent anzsthetist. 

' But both blind and visual methods of intubation present 
difficulties. Blind intubation presupposes a certain 
amount of experience and dexterity on the part of the 
anesthetist, and abnormalities in the configuration of the 
nasal passages (spurs, deflected septum, etc.) may render 
it impossible. Visual intubation necessitates adequate 
relaxation of the muscles of the lower jaw; failure to 
achieve this is the cause of an uninspiring tussle between 
the anzsthetist and the patient. After the introduction 
of the tube a reflex tracheobronchial spasm occurs 
accompanied by coughing, straining, and a momentary 
arrest of respiration. a 

With the advent of ‘ Pentothal’ it seemed that an 
agent had been found which gave prompt and sufficient 
relaxation of the lower jaw. Unfortunately pentothal 
being a parasympathetic stimulant causes a spasm of 
the glottis as soon as the epiglottis is touched with 'the 
blade of the laryngoscope. Large doses of pentothal 
have been given to obviate this occurrence. In the 


opinion of some anesthetists, if the patient has laryngeal 
spasm cr coughs the anesthesia is too light and should be 
deepened. This is not free from danger, for the patient 
becomes cyanotic and apæœnic (Elliot and Arrowood 1945). 
Preliminary cocainisation of the pharynx and larynx and 
instillation of cocaine into the trachea, or injection of 
cocaine through the cricothyroid membrane as for bron- 
chosco py and endobronchial anesthesia (Magill and others 
at the Brompton Hospital) is time-consuming and some- 
what unpleasant to the conscious patient; moreover, 
subcut aneous emphysema of the neck has been known to 
follow injection through the cricothyroid membrane. In 
addition, the patient must be tested for cocaine sensi- 
tivity beforehand. . 

The se difficulties have led me to evolve a technique 
of visval intubation obviating the disadvantages and 


~ 
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combining the facilities provided by the use'of pentothal 
and cocaine. i 
TECHNIQUE a 

The patient receives the usual premedication. In the 
theatre about 0:5 g. of 5% pentothal is injected after pre- 
liminary spraying of the nostrils with 10% cocaine hydro- 
chloride ; the spraying of the nostrils can be omitted, in which 
case a few breaths of nitrous oxide and oxygen after the 
injection of the pentothal will permit quiet insertion of the 
nasopharyngeal airway. The narrow flexible tube of a 
specially designed spray is then introduced into the naso- 
pharyngeal airway until it just protrudes through its tip ; 
alternatively the tube of the spray is threaded into the 
nasopharyngeal tube and both are inserted at the same time. 
The bulb of the spray is now gently compressed ; a few com- 
pressions deliver about 15 minims of 10% cocaine in fine 
droplets. The spraying is done while the patient is breathing, 
and the cocaine is evenly distributed over the pharynx and 
epiglottis during expiration and on to the vocal chords and into - 
the trachea during inspiration (fig.). It is only necessary to 
wait about two minutes, during which time the patient inhales 
nitrous oxide and oxygen (20-30% oxygen). As recommended 
by Bannister and Macbeth (1944), the head is placed on two ` 
pillows, flexion of the head in relation to the shoulders being 
obtained before extension of the atlanto-occipital joint is 
attempted. The laryngoscope is then inserted, the epiglottis 
is lifted, and visualisation of the rima glottidis is attained 
with ease, tracheal rings being visible in almost every case. 

The nasopharyngeal tube is now withdrawn and an endo- 
trachea] tube is introduced either by mouth or by the nose. 
The introduction of the tube is smooth and usually un- 
accompanied by any reflex whatsoever. The whole procedure 
is unhurried and the time taken for induction, spraying, and 
intubation is about five minutes. Any type of anesthesia 
may now be used. 


If one wishes to render the lower part of the trachea, 
and the main bronchi insensitive, the narrow tube of 
the flexible spray is introduced through the rima glot- 
tidis after it has` been exposed and additional spraying 
(about 15 minims) delivered into the trachea. 

Cocaine has been used in preference to amethocaine 


because the latter may abolish the ciliary action for too 


long a time. By using cocaine no increase in post- 
operative chest complications has been observed. 


DISCUSSION 

Harang (1945) performs blind intubation on a conscious 
patient by spraying 10% cocaine into a half-inserted 
Magill tube, instructing the patient to inhale forcibly 
several times, thus cocainising the larynx. Pentothal] 
is then injected for induction. He too claims that 
intubation is achieved without coughing or straining. 
Harang’s method seems to have the following dis- 
advantages: (a) the patient is conscious; (b) the 
method of intubation is blind; and (c) cocaine sensi- 
tivity may exist. But the method has been used by 
Rowbotham for goitre cases at the Royal Free Hospital, 
London, for many years (personal communication). 

The advantages of the method described in this 
article are: (1) that the patient is unconscious through- 
out, the amount of pentothal used being only sufficient 
to obtain relaxation of the muscles of the lower jaw ; 
(2) since pentothal is said to be an antidote to cocaine 
the question of sensitivity is not of such urgency; (3) 
the amount of cocaine used is small; (4) the time 
required for the onset of insensitivity of the mucous 
membrane is reduced to about two minutes, presumably 
because of the evenness and fineness of the spray; and 
(5) the exposure of the rima glottidis is easy and 
unhurried, and violent coughing and straining are prac- 
tically nonexistent. 

A contra-indication to the method is bilateral 
obstruction of the nasal passages ; in such cases spraying 
can be done through the oropharyngeal airway. It is 
also contra-indicated in children. 


I wish to thank Licut.-Colone] J. G. Ronaldson, mo, RANC, 
for permission to publish this paper; Dr. Stanley Rowbotham 
for reading the manuscript; and Mr. F. Talley, of Medical 
and Industrial Equipment Ltd., who made the spray. 
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AT a meeting of the obstetrical section on Nov. 16, 
with Prof. F. J. BROWNE in the chair, a discussion on 
Placenta Previa 
was opened by Mr. C. H. G. MACAFEE, who described the 
results in 191 cases treated since 1937, with a maternal 
mortality of 0:5% and a gross foetal mortality of 22%. 
He spoke of the importance of removing all cases of 
placenta previa to hospital, without vaginal examination 
unless there is serious hemorrhage. In his own series 
few cases had been examined before admission, and if 
this rule were generally observed the maternal mortality 
would be immediately lowered. One of the main causes 
of foetal mortality was prematurity. This could be 
reduced only by carrying on the pregnancy to as near 
term as possible. In support of this expectant treat- 

ment he submitted the following arguments: | 

1. In the absence of vaginal manipulations severe initial 
hemorrhage is uncommon. A sudden severe hemor- 
rhage is theoretically possible in multiparx, but is rare 
in primigravide. The proportion of primigravide and 


multipare having no hemorrhage before term is striking. - 


2. Some have a sharp but small hemorrhage at 30-34 weeks, 
without further loss. In some of these the placenta can 
later be palpated inside the os without further hsemor- 
rhage. This has been found to be due to infarction of 
the separated area. | 

3. In his series were many cases where several hemorrhages 
occurred without embarrassing mother or baby. Fetal 
death was commoner in the first two years of his series, 
when pregnancy was terminated earlier. 

The previous obstetric history might be a guide to treat- 

ment. Previous easy and rapid deliveries suggested 

that the’case may be treated by the vaginal route, 
whereas a history of long and difficult labours indicated 

that such treatment would result in a stillbirth. A 

history of large babies justified active treatment at an 

earlier stage. 

Mr. Macafee appealed for removal of the terms lateral, 
marginal, and central from obstetric literature, since the 
two former were not used consistently. He preferred 
Professor Browne’s classification into four types: (1) 
where the edge of the placenta dips on to the lower 
segment ; (2) where the edge of the placenta reaches the 
internal os; (3) where the placenta overlaps the internal 
os but does not cover it’at full dilatation ; and (4) where 
the placenta covers the os when fully dilated. 

The decision as to when vaginal examination should 
be carried out must be made by someone with experience. 
In this series it was performed in all cases, but only after 
all preparations had been completed for immediately 
undertaking whatever treatment was deemed appro- 
priate.‘ Therefore it was postponed until the end of 
expectant treatment. After the first haemorrhage the 
cervix and vagina should be inspected per speculum 
to exclude any local cause of bleeding. He considered 
vaginal examination essential, because without it nobody 
could distinguish a placenta previa from other causes of 
bleeding or decide on the type and the best method of 
treatment. Type 1 could be treated by rupture of the 
membranes. In type 2, if the placenta lay anteriorly, 
rupture of the membranes was sufficient; but if it was 
posterior, czesarean section was preferable. Type 3 
was associated with the highest foetal mortality, probably 
because treatment was required earlier in gestation. In 
type 4 the results were better: treatment, which was 
cesarean section, was undertaken nearer term. There 
was one maternal death due to staphylococcal septicemia. 
For anesthesia, Mr. Macafee used cyclopropane and 
oxygen. Most ofthe cesarean sections were done through 
the lower uterine segment. 

Mr. L. G. PHILLIPS described the results in 143 con- 
secutive cases of placenta previa treated at Queen 
Charlotte’s Hospital, with a maternal mortality of 1-4%. 
He attributed the lowered mortality of recent years to 
four factors.. First, general practitioners now recognised 
that these cases were better treated in hospital, where 
asepsis, blood-transfusion, and skilled nursing were 
available. Hence the patients now arrived at hospital 
in good condition. The second factor, which in his 
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series was the most important, was blood-transfusion. 
In one published series for 1925-36, 56 cases died of 
hemorrhage, and of these only 3 had had transfusions. 
In a modern well-equipped hospital it should be rare 
for a patient to die of hemorrhage. The third factor 
was the greater use of cesarean section, which was the 
best method of treatment in all cases of central placenta 
previa, and all cases in which a sharp hemorrhage 
occurred with an undilated cervix. More consideration 
was now given to the claims of the child, and the methods _ 
of rearing premature children had so greatly improved 
that where the child was 36 weeks mature, there was a 
strong case for cesarean section. The fourth factor was 
improved team-work. scat ans | 
In his own series all cases of placenta previa were 
treated as emergencies. They were examined at. once 
under an anesthetic, the vagina was ironed out, the 
finger was passed through the cervix, and the position 
of the placenta was ascertained. If the fœtus was a 
vertex presentation and there was not much bleeding, 
the membranes were ruptured. If it was a flexed 


= 


breech and the os two fingers dilated, the membranes 


were ruptured and a foot drawn down. This was mostly 
done when the foetus was either small ordead. <A vertex 
was never turned to a breech. If severe hemorrhage 
followed rupture of the membranes, the vagina was 
plugged with 3-5 rolls of gauze, soaked in 5% ‘ Dettol.’ 
The plug was never retained for more than 24 hours. 
If a central placenta previa was found, cesarean section 
was done either immediately or after blood-transfusion. 

In Mr. Phillips’s series of 143 cases treated at Queen 
Charlotte’s Hospital from 1933, the maternal mortality 


was 1:4%, the foetal mortality 53%, and the morbidity 


15-4%. The foetal mortality was 38% after artificial 
rupture of the membranes, 93% after bringing down a 


leg, 6-6% after cesarean section, and 66% after plugging 


the vagina. Though he was not an ardent supporter 
of, vaginal plugging, there were occasions when it was 
difficult to. avoid. It should be used only in hospital 
and never in domiciliary practice. Any sepsis that 
developed in this series was slight and required no 
treatment. . 7 

. Looking back at his series, he thought he made four 
mistakes. (1) Many cases could have been left after 
admission until a severe. hemorrhage occurred. (2) 
The original examination should always have been on 
the operating-tahle, so that an immediate cesarean 
section could be done. (3) There is no advantage in 
using dilators when trying to establish the edge of the 
placenta when the os is closed. If a sharp hsemorrhage 
(4) In future 
he would plug less often and do more ceesarean sections. 

Miss JOSEPHINE BARNES first dealt with 538 cases of 
antepartum hemorrhage, treated at University College 
Hospital. They were classified into four groups: (1) 
placenta previa; (2) accidental antepartum hemor- 
rhage; (3) antepartum hemorrhage of uncertain origin ; 
and (4) antepartum hemorrhage from extraplacental 
lesions. Over half the cases fell into the third group 


and the proportion of cases in this group had increased 


in recent years, a more expectant attitude being adopted 
and the number of vaginal examinations reduced. 
It was the routine practice to pass a speculum on 
admission so that the cervix and vagina could be 
inspected to exclude extraplacental lesions. Among 
the 538 cases there were 140 cases of placenta preevia, and 
285 cases of hemorrhage of uncertain origin. The mater- 
nal mortality of placenta previa was 2:9% and foetal 
mortality 52%. Of the 71 dead infants, 38 were lost 
after bringing down a leg, and this method had now 
been abandoned. The infant mortality from cesarean 
section was 18%, from bringing down a leg 97%, from 
Willett’s forceps 47%, and from rupture of membranes 
36%. The two main causes of foetal death were prema- 
turity and placental separation. The maternal] morbidity- 
rate was 15%. 

Vaginal examination should not be done outside 
hospital and there should be no vaginal plugging. 
Patients with antepartum hemorrhage, however slight. 
should be admitted to an institution. On admission 
a speculum was passed and preparations made for 
transfusion, but the patient should be treated expect- 
antly unless there was severe hemorrhage. All patients 
were advised to stay in hospital till their confinement. 


Z2 
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Artificial rupture of the membranes and application 
of a firm binder was suitable for types 1 and 2, par- 
ticularly if there had not been much hemorrhage and 
labour had begun; but cesarean section was taking 
an increasingly important place in the treatment. It 
offered the best chance for the infant and only by its 
wider employment could the mortality be improved. 
The tendency at University College Hospital of recent 
years had ‘been towards more expectancy and many 
more cesarean sections. Vaginal examinations were 
usually carried out, but not in cases with severe heemor- 
rhage, which were best delivered by cesarean section. 
Since 1936 the results had shown improvement: in 
66 cases there was a maternal mortality of 1:5% and a 
foetal mortality of 36%. The deaths were attributable 
rather to interference than expectancy. 

In subsequent discussion every speaker agreed on the 
value of expectant treatment and cesarean section in 
reducing the foetal mortality. 


Reviews of Books 


A History of Medicine 


~ DOUGLAS GUTHRIE, MD EDIN., FRCSE, FRSE. (Nelson. 
Pp. 448. 30s.) 


Dr. Douglas Guthrie has written a. well-balanced 
and readable survey of the progress of medicine from 
Imnotef to Osler. The earlier chapters depict the grad- 
ual differentiation of medicine from magic and theology 
in Asia, Egypt, and Greece, and its systematisation in the 
Hippocratic and Alexandrian periods. Its absorption into 
Christian theology reinforced by Galenic dogma, and its 
halting progress during the dark ages are well described ; 
the men are remembered, who in such centres as Salerno 
and Montpellier preserved and transmitted the tradition 
of more fruitful eras in times when learning was not highly 
prized. The chapters on the Renaissance show the in- 
fluence on Continental medicine of such menasVesalius and 
Paré, and seek to penetrate the obscurity surrounding the 
enigmatic personality of Paracelsus. Dr. Guthrie reminds 
us how long it took for the influence of the Renaissance 
to permeate English medicine. Despite some earlier 
reformers and revolutionaries it made no general appeal 
until Harvey and Sydenham. The progress of medicine 
in the eighteenth and nineteenth centuries is presented 
to the reader in short biographies of surgeons and 
physicians, with an account of the contributions which 
they made to it. The book is profusely illustrated, with 
a good bibliography and index. 

Interest in the history of medicine comes eventually 
to a large—probably to an increasingly large—number 
of medical men, but as a rule it does not come early. 
This attractive presentation of the subject may help to 
popularise it among students and younger practitioners ; 
it will certainly give pleasure to those in whom historical 
interest is already developed. 


Kettle’s Pathology of ‘Tumours 
(3rd ed.) W. G. BARNARD, FRCP; A. H. T. Ross- 
SMITH, MA, MD. (H. K.-Lewis. Pp. 318. 2ls.) 
THouGH the second edition of Kettle’s book was 
published 20 years ago, it remains the memento of a 
great teacher, carrying the mark of his personality. 
If some of his many old pupils and friends should view 
with disquiet the advent of a new edition by other 
authors, they may be reassured, for the work has been 
done with sympathy and understanding. The original 
drawings have been retained and only such alterations 
have been made in the text as were necessary to bring it 
up to date. The most important of these are in the 


sections on the experimental study of cancer and on the 


nervous system, the lymphatic glands, the lungs, and the 
ovaries. The descriptions of the more recently recognised 
types of tumour are clear and concise, while the new photo- 
micrographs are in keeping with the other illustrations. 
The new edition is elegantly produced; but the final 
revision was perhaps too hasty, for a few errors have 
slipped in. Some of the illustrations for example have 
been reversed, so that they do not correspond with 
their descriptions ; again, two sentences in the former 
edition referring to colloid carcinoma have been deleted, 
with the result that the two illustrations of this tumour 
which have been retained are left without sufficient 


explanation. These are small points which can be 
corrected in subsequent impressions and do not actually 
lessen the educational value of the work. . Medical 
students will find it useful because it provides a brief, 
but (for their purpose) quite adequate and very readable, 
survey of tumours. Kettle’s drawings are free from the 
unessential detail which often makes photomicrographs 
difficult for beginners to interpret. With diagrammatic 
simplicity, they emphasise the more characteristic 
histological features so as to create a lasting impression. 
By producing this new edition of his book, the authors 
and publishers have met a real need. 


Contribuição para o estudo do diagnóstico clinico da 
lepra nervosa l 

Contribution to the Study of the Clinical Diagnosis of 

Neural Leprosy. Oswatpo Freiras Junio. (Sao 
Paula; Biblioteca SPL. Pp. 203.) 


THis is a careful thesis. The disturbances of motor 
nerves, cranial nerves, and reflexes are described ; 
changes in the peripheral nerves and the sensory, 
trophic, and vascular involvement are fully studied. 
Dr. Julião records 91 cases, many of them being of other 
diseases of the nervous system from which leprosy has 
to be differentiated. He divides these into (1) affections 
of the central nervous system, such as syringomyelia, 
intramedullary tumours, progressive muscular atrophy, 
and tabes; (2) affections of the roots and plexuses ; 


and (3) affections of the peripheral nerves, such as 


various forms of polyneuritis, von Recklinghausen’s 
disease, and paresthetic syndromes. The thesis is well 
illustrated with clinical pictures and photomicrographs, 
and a useful list of 174 page-foot references is given. 
It will be of considerable value to those studying leprosy. 


<Á 


New Inventions 


A NEW TYPE OF ENTEROTOME 


A NEW spur-crushing enterotome has been designed in 
an attempt to obviate the weaknesses of existing models. 
Special attention has been paid to reducing unnecessary 
weight and size, and to eliminating screw mechanisms 
which require repeated adjustments. The special features 
of this enterotome are that it is carried and manipulated 
by a detachable unit, the carrier; that its jaws are 
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The new enterotome. 


opposed by spring tension ; and that it is so 
compact that when applied to a spur of 
bowel it may lie entirely below the skin level. 

The jaws present a three-inch crushing 
surface and are made of nickel-plated, high-carbon, 
spring-tempered steel. The carrier is designed to engage 
and spread the jaws. It is equipped with a ratchet-and 
pawl type ‘of lock and is made of stainless steel. This 
enterotome is not equipped with a mechanism which in 
other types provides the means of determining and adjust- 
ing the crushing force of the instrument; the majority of 
surgeons approve of this omission. 

The advantages of this enterotome are shared by both 
operator and patient. The former finds that it is simple 
to apply and that it obviates the need for postapplication 
adjustments. The latter is assured of reasonable comfort 
because of its lightness, and because little or none of it 
projects above the skin level. - 

The instrument was developed and is now being produced 


by Down Bros. Ltd. DOUGLAS TELFORD, FRCSE 
Captain RCAMC. 
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Ebb Tide in Diphtheria Immunisation 

Durme 1944 there was a serious drop in the number 
of children under fifteen years immunised against 
diphtheria. In England and Wales in 1942 close 
- on 1,400,000 were protected ; the figures for 1943, 
although down by 360,000, were still well over the 
million mark; but in 1944 only 561,320 children were 
inoculated. The approximate figures for the first 
half of this year, given in our parliamentary report 
this week, suggest a further decline. Dearth of civilian 
doctors, both in the service of local authorities and 
in private practice, and bombing of one kind or 
another no.doubt disorganised the work of immunisa- 
tion clinics. Bombing, happily, ceased in the spring 
_of this year, and although there is still lack of 
civilian medical personnel the position will improve 
steadily as demobilisation proceeds. 

During the years 1940 to 1944 inclusive, the 
period of the campaign sponsored by the Ministry 
of Health for which figures are so far available, 
5,366,000 children are known to have been immu- 
nised ; of these, 2,069,000 were under five years of 
age when immunised and the ages of the remainder 
ranged from five to fourteen.! ‘‘ In the same period,” 
the Minister reported to the House of Commons,’ 


= “ during which diphtheria mortality in this country 


fell by nearly two-thirds, of 135,431 children notified 
as suffering from diphtheria. 17,084 were immunised 
and 118,347 unimmunised; and of 3346 children 
who died from diphtheria 118 were immunised and 
3228 unimmunised.”’ It will be noted that in the 
total of children immunised in the five years of 


the campaign those of school age were in the 


majority. It has been repeatedly urged in these 
columns that children of preschool age should have 
priority, since, to quote the Ministry’s circular, 
“it is in the preschool years that diphtheria is 
very common, and the mortality from it highest.” 
Therefore ‘“‘ particular efforts must be made, and 
. permanently sustained, to secure that each generation 
of infants receives protection at the earliest suitable 
age—i.e., at, or shortly before, the child’s first 
birthday.” The Minister expresses concern that the 
number of immunisations of preschool children, after 
_ reaching 432,000 in the last six months of 1942, fell 
to 173,000 and 213,000 in the first and second halves 
of 1944, The annual number of births in England 
and Wales ranges from 600,000 to 700,000, so ‘‘ it 
is clear that considerable numbers of children reach 
their second year of age, and indeed school age, 
without receiving protection.” Tọ remedy this state 
of affairs the responsibility for immunising preschool 
children, particularly infants, will from Jan. 1 next 
be placed on welfare authorities “‘in view of their 
general concern with children under school age.’ 

Health visitors, when they pay their customary visit 
to all infants whose birth is notified, will explain to 


1. Ministry of Health Circular ay iv 
2. See Lancet, Nov. 17, 1945, p. 660. 
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the parents the advantages of immunisation and seek 
their consent to its being carried out shortly before 
the child’s first birthday—either at a welfare clinic or 
by the family doctor, on whose support the continued 
success of the immunisation campaign largely depends. 

Hitherto immunisation schemes in this country 
have been, like the curate’s egg, good in parts. The 
main feature they have had in common has been the 
tendency to expend effort on the simpler and less 
urgent task of immunising schoolchildren rather | 
than those of preschool age._ Apart from this, there 
has been diversity in the choice, dosage, and spacing 
of prophylactics and in the keeping of case-records. 
The Minister!.has now suggested standard cards. 
The card recommended for individual children will 
provide precise data on the prophylactic used, the 
dose, and the interval between doses; other cards 
will make it possible to find out how many children 
of preschool and school age are immunised every six 
months, and to prepare an annual return of immuni- 
sation in relation to the child population and of 
notifications and deaths in relation to immunisation. 


‘Lastly, the Minister suggests a form of report to be 


completed when an immunised child dies from 
diphtheria ; these reports should prove of great value. 
Immunisation is defined in the Minister’s schedule as 
the administration of not fewer than two doses of 
APT or three doses of TAF, or their accepted equiva- 
lents. Actually APT and TAF are now the. only 
ptophylactics issued in Britain. In 1940 some 
sybstandard batches of APT were supplied for issue 


by the Ministry, whereby the practice of immunisa- 


tion was badly let down. Now, however, APT must 
have an Lf, or antigenic potency, of 50 units per c.cm. 
Current APT is not only potent but much less likely to 
give rise to reactions than the earlier products. It 
seems that during the war children at some clinics 
received only two doses of TAF, with the result that 
their immunity was not lasting and some have con- 
tracted clinical diphtheria. There is now less excuse 
for such partial immunisation. Moreover, it is gener- 
ally recognised that the child immunised in infancy 
should be given a “‘ boosting dose ” before he goes to 
school. 

‘In recent months a deoo number of 
adults, some of them elderly, have been admitted to 
the London infectious diseases hospitals with toxic 
diphtheria caused by the gravis or intermedius 


‘strain. It appears too that the immunisation of 


nursing-staffs, other than those of fever hospitals, is 
by no means universal—as it surely should be. 
The gravis strain is now often encountered in London. 
It is stealthy in approach but rapid in advance, and 
the victim may be at death’s door in 48 hours or less. 
As mentioned in our last issue, Dr. GEORGE STUART 
of UNRRA reports an’ abnormally high incidence of 
diphtheria and an increased proportion of severe 


‘infections in Germany today, and the menace of 


spread to this country by carriers is ever-present. 
Hence the immediate necessity for increasing the 
number of infants immunised ; for the boosting dose ; 
and for the protection of hospital nurses. The gravis 
and intermedius strains can, it is true, break down 
the defences of even the adequately immunised child, 
though the attack is mitigated and very rarely 
fatal. Among the imperfectly immunised, the lapsed 
immunes, and above all the unimmunised these strains 
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may be formidable indeed. If treatment is to get a 
fair chance, the family doctor must never finesse 
with a swab, but on suspicion must play the trump 
card of antitoxin. The bacteriological report, when 
it comes through, may or may not support the clinical 
diagnosis. This matters little, for the doctor has 
done the right thing for his patient. But when all is 
said, obviously the better way is to lower the incidence 
of clinical diphtheria by raising the proportion of 
Immunes in the population as high as possible by 
active immunisation. 


Penicillin by. Mouth 


ADMINISTRATION by mouth or rectum, if it proved 
as effective and reliable as intramuscular injection, 
would make penicillin therapy simpler for the doctor 
and less tiresome for the patient. The research so far 
done has demonstrated that treatment by mouth is 
practicable, at least in infections by the most sensitive 
organisms, but, except possibly when administered 
in one class of vehicle, only by the expenditure of 
four or five times the amount of penicillin needed to 
obtain the same result by intramuscular or intra- 
venous injection or continuous infusion. The rectal 
route, though it has been tried,! ? cannot be seriously 
considered until a way is found for protecting peni- 
cillin from the action of penicillinase produced by 
the bacteria in the lower bowel. PERLSTEIN and 
LIEBMANN °? have lately prepared an anti-penicillinase 
serum which in vitro protected penicillin from 
destruction, but nothing is yet known about its 
activity in vivo. 

The vehicles tried for administration by mouth 
have included inorganic buffers,4® egg,?®? oils,58 
and Romansky’s peanut-oil and beeswax mixture 
which was first designed for intramuscular injection. 
BuRKE, Ross, and Srrauss ® enclosed sodium peni- 
cillin in a double gelatin capsule which was then 
hardened in formol and alcohol. On occasion this 
capsule can apparently pass through the stomach 
and dissolve in the duodenum, for half an hour 
after ingestion on an empty stomach the very high 
blood-level of almost 10 units per c.cm. was attained 
in two experiments from doses of 100,000 ‘and 
200,000 units. This is more than three times as 
high as the peak reached 15 minutes after 100,000 
units intramuscularly © and needs confirmation. In 
other subjects the peak level was lower—e.g. 0-6 or 
1-2 units per c.cm.—and the presence of food in the 
stomach diminished the effect ; the highest level when 
the dose was taken after a meal was 2-5 units per 
c.cm. at half an hour and in 2 such experiments no 
penicillin could be detected in the blood after an hour. 
1. Lone L., Alture-Weiber, E., Rosenblatt, P. J. Amer. med. Ass. 
2. arch: ae Garthwaite, E. T., Oppenheiner, E.T., Forman, 

J., Osburg, II. Science, 1945, 102, 247. 
3. Perlstein, D., Licbmann, A. J. Ibid, pp. 174 and 197. 
4. Rammelkamp, C. H., Keefer, C. S. J. clin. Invest. 1943, 22, 425 ; 


Free, A. H., Leonards, J. R., McCullagh, D. R., Biro, B. kK. 
Science, 1 944, 100, 431; Charney, J., Alburn, H. E., Bernhart, 


F. W. Ibid, 1945, 101, 251; Gyorgy, P., Vandegrift, H. N., 
Elias, W., Colio, L. G., Barry, F. M., Pilcher, J. D. J. Amer. 
med. Ass. 1945, 127, 639; Seeberg, V. P., Collen, M. F. 


Science, 1945, 102, 225, 

5. McDermott, W., Bunn, P. A., Benoit, M., DuBois, R., Haynes, 
W. A 101, "O28, 

6. Little, ©. J. H., Lumb, Cs oes 1945, i, 203. 


T. Heatley, Ni G. "Ibid, ii, 590. 
8. Libby, R. L. Science, S, 101, 178; Perlstein, D., Klucner, 
a Dorrcil, I. Íbid, 102, 66. 


R. G., Liebimann, À. J 
Ross, 5., Strauss, c. J. Amer. med, Ass. 1945, 


9. Burke, F. G., 

128, 83. 

10. Fleming, A., Suchet, J., Young, M. Y., Rowe, A. J. E. Lancet, 
1944, ii, 621. 
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The duration of an effective blood-level in the rest, 
whether the penicillin was taken fasting or not, was 
two to four hours. This work demonstrated that 
under favourable circumstances absorption from the 
duodenum can be so fast that it overhauls the rapid 
excretion by the kidneys, though only for a short 
time. These capsules have since been used to treat 
gonorrhea in children ;" there were no relapses in 
8 patients who received four doses of 100,000 units 
at three-hourly intervals. Longer courses were 
successful in 2 patients with pneumonia and 2 with 
cellulitis. Curtrne and his collaborators ! reported 
an investigation in which the blood-level half or 
one hour after a single dose, usually of 50,000 units, 
was the criterion of effectiveness. Besides trying 
various capsules and alkalis to prevent destruction 
by acid, they tried antiseptics with the idea of 
reducing destruction by penicillinase from bacteria, 
and they also used vehicles (organic solvents, surface- 
tension reducers, salicylates, quinine) which might 
improve absorption through the intestinal mucosa. 
Out of all the adjuvants investigated, three alkalis— 
tri-isopropanolamine, trisodium citrate, and sodium 
carbonate—were the only ones which were definitely 
useful, and there was a rather dubious benefit from 
lightly-coated enteric capsules. There was some evi- 
dence that therapeutic blood-levels were better main- 
tained with sodium than with calcium penicillin. From 
the treatment of patients with acute gonorrhcea 
they concluded that 500,000 units given in ten doses 
two-hourly in one of the more effective vehicles was a 
satisfactory treatment. FREE and his collaborators 3% 
used unhardened gelatin capsules and obtained a cure 
in 14 cases of gonorrhcea with the much larger total 
dose of 1,600,000 units. FINLAND and his colleagues 1 
found that when given by mouth before meals peni- 
cillin was as effective in saline as in capsules and other 
special vehicles, but that after meals the blood-levels 
were irregular with all vehicles. Nevertheless, by 
giving 90,000 or 100,000 units two-hourly (after a 
larger initial dose) they maintained blood-levels high 
enough for the treatment of pneumonia and acute 
gonorrhea. They are careful to point out, however, 
that infections with less sensitive organisms, such as 
many strains of meningococci and Staphylococcus 
aureus and some strains of Streptococcus viridans, 
cannot be treated by this method. BUNN and 
others * adopted a similar scheme of oral treatment 
in 45 patients with pneumococcal pneumonia, but 
after the first dose they gave 50,000 units two-hourly, 
without relation to food. In their view water was as 
good a vehicle as oil or gelatin capsules, and the 
therapeutic effect was as favourable as with parenteral 
treatment. | 

Some inorganic buffers have been employed for a 
double purpose in penicillin therapy by mouth. It 
appears that aluminium hydroxide and basic alumin- 
ium amino-acetate will not only protect penicillin 


` from the acid in the stomach but adsorb it and release 


it slowly in the intestine, so that, though the peak level 
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11. Ross, S., Burke, F. G., McLendon, P. A., Porter, B. V. J. Amer. 
med, Ass. 1945, 129, 327. 
Sultan, 5. H., 


12. Suran: W. C., Halpern, R. M., 
Collins, C. L. bid, p. 425. 

13. Free, or H., Huffman, L. F., Trattner, H. R., Brown, H. B. 
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in the blood will be lower than from, say, a capsule 
which discharges the penicillin rapidly in the duo- 
denum, an antibacterial level will be maintained con- 
siderably longer. The application of this principle may 
make oral administration more economical and more 
effective. FINLAND and his colleagues “ thought that 
aluminium hydroxide gel slightly increased and pro- 
-~ longed absorption compared with other vehicles. 
Barac and others? found that the blood-level was 
higher with aluminium hydroxide than with water 
alone, but they unfortunately ended their experiments 
at three hours when the blood-level from 100,000 
. units was still 0-1 units per c.cm. The improved 
effect was dependent on the penicillin being mixed 
with the aluminium hydroxide before administration. 
A new antacid, basic aluminium amino-acetate, was 
tried by Krantz, Evans, and MCALPINE. Seven 
hours after 100,000 units mixed with this buffer 
had been given, the blood-level was 0-17 units per 
c.cm., the peak having been 0-68 units at three hours. 
No estimations later than seven hours were reported. 
WELCH and his collaborators ” gave their subjects a 
single dose of 100,000 units of penicillin with alumin- 
ium hydroxide, which they had shown would adsorb 
about half the penicillin. Their composite curve 
of blood-levels rose to a peak of only 0-29 unit per 
c.cm. at half an hour, but, most remarkably, in 
5 out of 11 subjects penicillin could still be detected 
in the blood at twenty-four hours. When the total 
dose was divided into four doses of 25,000 units 
given two-hourly the composite curve for 21 subjects 
showed that for the first six hours of the experiment 
successive peaks rose from 0-14 to 0:27 unit and that 
for eight hours the level did not fall below 0-08 unit 
per c.cm. Thereafter it gradually fell, but 0-036 
unit per c.cm. was still present at twenty-eight 
hours. In this experiment the variation between 
individuals is not stated, but if the results were 
consistent and. can be confirmed this is an important 
advance in oral administration. Not only was the 
total dose about the same as that commonly given by 
intramuscular injection or infusion, but the blood- 
level, at least for part of the time, was higher than is 
usually reached by parenteral methods. By con- 
tinuing two- or three-hourly administration, diseases 
due to less sensitive organisms, such as some of the 
naturally resistant staphylococci, might well be 
successfully treated by mouth in this way. 


Internal Secretions of the Kidney 


THE history of the endocrine function of the kidney 
forms a striking contrast to that of its smaller neigh- 
bour the suprarenal. Four years after OLIVER and 
ScHAFER in 1894 described the pressor effects of 
saline extracts of the suprarenal gland, TIGERSTEDT 
and BERGMANN ® described similar but more pro- 
longed effects from extracts of the cortex of the 
rabbit’s kidney, which they attributed to the sub- 
stance they named renin. While adrenaline was 
isolated and synthesised and its action fully investi- 
gated, the status of renin, and even its existence, 
remained so doubtful that it is not mentioned in most 
16. Bronte d 0., Evans, W. E., McAlpine, J. G. Science, 1945, 
17. Welch, H., Price, C.. W.. Chandler, V. L. J. Amer. med. Ass. 

1945, 128, 845. 
18. ager Ai R., Bergmann, P. G. Skand. Arch. Physiol. 1898, 
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mechanism of hypertension led, however, to its 
redescription in 1938, by PICKERING and PRINZ- 


pre-war ka of physiology. Interest in the 
METAL in this country, by LANDIS et al. in the 


United States, and by HesseEL “in Germany. Largely 


as a result of the investigations of Pace and of 
Howtssay’s school in Buenos Aires it is now known 
that renin is an enzyme which acts on a serum 


globulin, hypertensinogen, or renin activator, to 


produce a simpler pressor substance hypertensin or 
angiotonin. What part renin plays in the animal 
economy is not yet fully biowa baat seems to be 
concerned with the regulation of arterial pressure, 
since it is released from the kidney when the renal 
artery is constricted,* after the release of an occluded 
renal artery, and when the general arterial pressure 
is lowered by bleeding * or by_histamine.” 
Research along physiological and biochemical lines 
has thus begun to elucidate the nature and function 
of renin ; but its site of origin has received less atten- 
tion. The recent publication by Professor Goor- 
MAGHTIGH of Ghent of his anatomical researches% on 
the endocrine function of the renal arterioles is there- 
fore welcome. GOORMAGHTIGH has identified along 
the course of the smaller renal arteries afibrillary cells 
with a granular cytoplasm. The appearance of the 
granules, their surrounding clear halo, and the presence 
of marginal vacuoles ranged towards the lumen of 
i vessels, suggests the endocrine function of these 
cells. In the normal kidney these cells are few and 
chiefly grouped in the angle formed by the efferent 
aid afferent arterioles, the juxtaglomerular apparatus. 
hen the circulation through the kidney is interfered 
ith—that is to say when the kidney is partly 
infarcted, when the renal artery is constricted, or 
when the animal is rendered anemic by successive 
bleedings—these afibrillary cells increase in number, 
apparently by transformation chiefly of the smooth 
muscle cells of the media and less often of the mesan- 
gium of the glomerulus. In these circumstances the 
secretory cells are still chiefly found in- the juxta- 
glomerular apparatus, but they also appear in the 
media and rarely in the intima of the preglomerular 
arterioles, and occasionally in the glomerulus itself. 
When the renal artery is constricted, the afibrillary 
cells increase in number and granularity after about 
24 hours. This granular reaction persists for about 
7 months, and then diminishes; and after 19 months 
the granular cells are few and altcred in appearance, 
and degenerative changes appear in the preglomerular 
arterioles. The granular reaction precedes and is 
roughly proportional to the rise of arterial pressure, 
and GOORMAGHTIGH suggests that the chemical 
mediator of this form of hypertension is secreted by 
the afibrillary cells. In long-continued hypertension, 
when the granular reaction has subsided, removal of 
the kidney does not abolish the hypertension, and it is 
suggested that an extrarenal factor is responsible 
for the raised pressure. 


19. Pickering, G. W., Priuzmetal, M. Clin. Sci. 1937-38, 3, 211. 

20. Landis, E. M., Montgomery, H., Sparkman, D. J. clin. Invest. 
1938, 17, 189. - ; ‘ 

21. Hessel, G. Klin. Wschr. 1938, 17, 843. 

22. Houssay, B. A., Braun-Menendez, E. Brit. med. J. 1992, ii, 179. 

23. Leoni D Prinzmetal, M., Lewis, H. A. Amer. J. Physiol. 1940, 


24. Hamilton, A. S., Collins, P. A. Jbid, 1942, 136, 275. 

25. Huidobro, F., Braun-Menendez, E. Ibid, 1942, 137, 47. 

26. Goormaghtigh, N. La fonction endocrine des arterioles rénales. 
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GoOORMAGHTIGH’S contention that these afibrillary 
cells in the walls of the renal arterioles are secretory and 
play an important part in regulating the glomerular 
circulation will receive close consideration ; and he 
is to be congratulated on the many clear drawings 


with which he has illustrated his monograph. — His 


views on the chemical nature of the renal pressor 
substance and on the biochemical basis of arterio- 
sclerosis are based on histological study and are thus 
more open to criticism. 


Annotations 


SECRECY VERSUS SCIENCE 


At the Royal Society’s dinner last week the Prime 
Minister spoke of the possible degradation of the scientist 
into an agent of mass murder and the destruction of 
mankind. In his valedictory address as president of the 
society Sir Henry Dale, om, courageously faced this issue, 
and by recalling the past gave a lead for the future. 

As war has become * total,” he said,! science has found 
itself no longer a mere accessory of military action but 
increasingly a central agent, a direct combatant. A 
tendency towards secrecy was previously evident in the 
use of scientific research by industry ; but the war has 
involved the binding of a nation’s scientific effort to 
secrecy to an unprecedented degree. Failing the inter- 
national agreement which all must hope and work for, 
there is danger that the military authorities in each 
country will try to maintain or extend their war-time 
control of scientific research. Any advance, whether in 
nuclear physics or in other fields, may be put under seal 
for warlike preparation, presumably in the name of 
“ security.” In this way, said Sir Henry, even if 
civilisation for a time escapes being destroyed, a terrible 
—possibly mortal—wound would be inflicted on the free 
spirit of science itself. However, “secrecy as the 
enemy, and resistance to the attempt of authority to 
impose it, are no new experience for science’: Giordano 
Bruno was burned and Galileo was imprisoned and threat- 
ened because they refused to be secret about discoveries 
which were thought to be harmful to religion ; and in a 
later century there were efforts, for a like reason, to use 
moral ostracism to discourage scientists from telling the 
truth as they had seen and discovered it. If another 
attempt is now made to impose secrecy on science—this 
time in the interests of national suspicion and rivalry— 
“we can hope that the scientists of all the world may 
yet stand together against it, determined to preserve 
the integrity of science, to prevent its further perversion 
from its proper and beneficent uses, and to save civilisa- 
tion from misusing science for its own destruction.” 
~ In a letter to the Times on Sept. 5, Prof. J. D. 
Bernal, FRS, speaking for the Association of Scientific 
Workers, described the deplorable consequences to be 
expected if in each country all the many scientists who 
will be developing the use of nuclear energy—for indus- 
trial as well as military purposes—were forbidden to 
publish their findings or establish contacts with their 
fellows elsewhere. A large part of the scientific world 
would be split into those who are inside and those who 
are outside the atom secrets, and “‘ the general effect will 
be to produce an atmosphere of police supervision of the 
very internal workings of science, which will have the 
most grievous psychological effects on individual scien- 
tific productivity.” Even to those of us not directly 
concerned with physics or engineering, it is obvious that 
in such gn atmosphere science would soon be poisoned 
and itself become poisonous. Many will be grateful 
therefore to Sir Henry Dale for speaking plainly on this 
fundamental topic. If ever we find that the universality 


1. Sce Manchester Guardian, Dec. 1, p..6. . 
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of science—or medicine—no longer claims our loyalty, 
we may be sure that Western civilisation is already in 
decline. l : 


PAROXYSMAL TACHYCARDIA IN CHILDREN 


= THE apparent rarity of paroxysmal tachycardia in 
infancy and childhood, may, judging from a report by 
Neubauer! be a case of “out of sight, out of mind.” 
During 1941-45 he observed eleven cases, all confirmed 
by electrocardiograms, in an infectious diseases hospital ; © 
three of the patients were under a year old, the ages of 
the remainder ranging from 6-8 years. In seven cases 
the tachycardia was associated with diphtheria, in two 
with meningitis, in one with pertussis, and in the eleventh 
case, an infant of 5 months, no focus of infection could 
be found. The case-mortality was heavy, nine of the 


. eleven cases ending fatally, but death could usually be 


attributed to the severity of the infection and not to the 
tachycardia. In most cases the tachycardia was supra- 
ventricular in origin, but in some of these it is possible 
that the arrhythmia was really paroxysmal auricular 
flutter. Ventricular paroxysmal tachycardia was re- 
corded on three occasions. The clinical manifestations 
were imperceptible pulse, a low blood-pressure, vomiting, 
cyanosis, increased area of cardiac dullness, albuminuria, 
pallor, apathy, enlargement of the liver, syncope, 
pulmonary rales, and restlessness. In infants the 
differential diagnosis from pneumonia is sometimes 
difficult, and Neubauer suggests that in a young infant 
a heart-rate exceeding 190-200 per minute should always 
arouse suspicions of paroxysmal tachycardia. | 

Neubauer found that pressure on the carotid sinus 
or-on the eyeball had little effect on the course of the 
paroxysm. In many mild cases the tachycardia ceases 
spontaneously. On general principles there seem to be 
good reasons for using an acetylcholine derivative, such 
as mecholyl, in the cases of supraventricular origin, while 
in those arising in the ventricles quinidine would be the 
drug of choice. Cases of paroxysmal auricular flutter, 
on the other hand, would be better treated, in the first 
place at least, with digitalis. | 

It is possible that paroxysmal tachycardia is respon- 
sible for some of the sudden unexplained deaths in 
infancy or childhood. In three of the cases in Neu- 
bauer’s series a necropsy was performed and in none 
could any adequate cause of death be found. 


A COMMON FACTOR 


Prof. JOHN BEATTIE’S account of the work done 
during the war by the staff of the Bernard Baron research 
laboratories of the Royal College of Surgeons? reflects 
the general form of recent medical investigation, which 
has mostly been directed to specific practical ends. 
Under the stimulus of need, exploitation of existing 
scientific knowledge may be much fuller and more 
profitable, though it is doubtful whether new knowledge 
or the solution of old problems are achieved any faster. 

The war led many investigators to concentrate on 
wound shock, and it became clear that the abnor- 
malities in the distribution and composition of the body 
fluids which underlie “ shock ” are intimately connected 
with change in general metabolism. For some time it 
had been known that injury and hemorrhage are rapidly 
followed by a remarkable increase in the rate of protein 
katabolism, and it became evident that this increased 
protein breakdown may in time lead to hypoproteinzmia, 
which reacts adversely on recuperative powers. During 
the war information has been gathered regarding the 
method, by which a severely ill person may be main- 
tained in nitrogenous equilibrium. In 1942 the world- 
wide epidemic of infectious hepatitis attracted special 
attention, and Professor Beattie and his staff played an 
important part in exploring the use of amino-acids, 


1. Neubauer, C. Brit. Heart J. 1945, 7, 107. 
2. Royal College of Surgeons of England. Annual scientific report. 
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believed to be essential fot maintaining the functional 
integrity of the liver cell. [Che results of these inquiries 
have been disappointing, but they served to demon- 
strate again the connexion between the liver cell and 
the processes of protein! synthesis and breakdown. 
More recently Professor Beattie has been studying 
protein metabolism in cases of malnutrition in Holland 
and has been able to show that an adequate protein 
intake reduces the risk of surgical operation and the 
time which wounds take to heal. 


It is interesting to observe how several different lines 


of investigation initiated for different reasons have led 
to the same central problems. What is the reason for 
the increased protein breakdown seen in a diversity of 
disorders ? This question remains to be answered, and 
awaits perhaps a more fundamental approach. 


PROSPECTS IN PUBLIC’ HEALTH 


SINCE the white-paper on a National Health Service 
appeared early last year Dr. Johnstone Jervis has often 
been asked by members of his public-health class in 
Leeds whether public health has a future.. In his presi- 
dential address to the Society of Medical Officers of 
Health in London on Nov. 23 he set out to answer this 
question. He admitted that the prospect did not seem 
rosy when it first became evident that the public-health 
service must lose its hospitals and clinics. “‘ For the 
fruits of years of toil and thought to be handed over to 
those who had contributed little or nothing towards their 
production, who indeed had even at times obstructed 
and opposed the work, was a bitter pill to swallow.” 
But much, he feels, is left. l 

In recent years people have spoken in derogation of 
environmental medicine, but Dr. Jervis remains sure 


that in the causation of disease no other single factor is so 


important or so universally potent as environment—the 
the cradle in which public health was reared and the 
field in which it has scored its greatest triumphs. In 
this environmental field great advances have been made, 
but large tracts have hardly been touched : atmospheric 
pollution, the milk-supply, factory hygiene, and housing 
are only a few of those presenting problems that cry 
aloud for solution. The war has reminded us how 
necessary it is to maintain a constant and unremitting 
vigilance over environment (including nutrition) if 
disaster is to be averted and the health of the people 
secured. In his studies of environment the MOH should 
pay attention to the economic factor—not, as formerly, 
so as to assess ability to pay for services rendered, but to 
help him complete the social picture. ‘‘ It is unfortunate 
that social economics is not included in the curriculum 
for the DPH.”’ — . 
Misliking the idea that one of the main, if not the main, 
preoccupation of the future MOH should be demography, 
Dr. Jervis would make him responsible for the social and 
environmental side of any comprehensive medical service. 
If notification of illnesses such as rheumatism, cancer, and. 
peptic ulcer were introduced, the MOH would be able “ to 
inquire into the social circumstances of the patient and 
to make a full report to the specialist in charge of the case 
or to the practitioner at the health centre. Social medi- 
cine would thus be given an opportunity of showing its 
practical value, and at the same time a link would be 
forged between the public health department on the one 
hand and the hospital or health centre on the other.” 
As president of the Society of Medical Officers of Iealth, 
it is hardly astonishing that Dr. Jervis should argue that 
administration of the new service should be in the hands 
not merely of doctors but of doctors with public-health 
experience ; and he would like to see the local MOH 
closely associated with the running of the health centres. 


“ Here would meet in active and friendly association the | 


general practitioner, the consultant, and the full-time 


a 
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welfare of the community served by the centre. In such 
an atmosphere jealousy and suspicion, the forces that 
have hitherto stood in the way of rapprochement and 
understanding between the three types of practitioner, 
would disappear, and a true team spirit be established.” 

Dr. Jervis concluded by emphasising the importance 
of the educational work of the MOH. ‘‘ Among the 
many causal factors of disease and ill health there is none 
so formidable as ignorance. From the very earliest 
times it has allied itself with such evils as dirt, disorder, 
vice, and drunkenness, and still is to be found in their 


company.” Hitherto the a a as has been. 


almost completely inactive about healt ucation : the 
sheep look up and are not fed. But it should no longer 
be left to stunt merchants and the proprietors of patent 
medicines to lead in this great crusade for better health, 
and who is better equipped for the task than the MOH ? 
With this and so much else to be done, Dr. Jervis believes 
that public health can still offer “ a ¢areer.ample in scope, 
abounding in opportunities for personal initiative and 


enterprise, and satisfying even to the most professionally 


fastidious.” Whatever the politicians may do or say, 
‘“ the best is yet to be.” 3 


HOSPITALS AND BENEVOLENCE 


THE figures just published by King Edward’s Hospital 


Fund 1 show remarkable financial vitality in the group 
of 167 voluntary hospitals whose work it covers. Includ- 
ing money given for endowment, building, and equip- 
ment, their total income in 1944 was £6,593,000, or 
£652,000 more than in the previous year. Maintenance 
income reached the record figure of £5,872,000, and though 
maintenance expenditure rose by £506,000 to £5,816,000 
there was a surplus of £56,000, which is increased to 
£395,000 if one includes free legacies which were not 
The largest single source of maintenance income 
was, as might be expected, receipts from public authori- 
ties for services rendered, which amounted to 31:9% of 
the total ordinary income against 27-3% in 1943. But 
receipts from patients and their societies provided nearly 
30% (including 13% from contributory schemes), while 
no less than 25-8% came from subscriptions or donations, 
including £317,000 allotted from the King’s Fund and 
the Hospital Sunday Fund. Itis astriking fact that these 
hospitals obtained 68% of their ordinary income from 
patients’ payments and voluntary contributions, despite 
the difficulties of a period which included the invasion 
of Europe and the attack on London by flying bombs. 
Shortage of staff must be largely responsible for the fact 
that 24% of the average bed complement was closed, 
while the need to keep empty beds in reserve is one of 
the reasons why some 40% of open beds were vacant. 
Nevertheless 204,760 new inpatients were. admitted, 
staying an average of 18-5 days, and there were over 
7 million outpatient attendances. 7 

Especially since the recent newspaper forecasts of 
Government policy, voluntary hospitals have been placed 
at a financial disadvantage by uncertainty about their 
future. While voluntary contributions may be forth- 
coming as long as the need for them is obvious, the 
prospect of nationalisation of the hospitals may already 
be inhibiting the potential donors of substantial sums 
for building and endowment. Despite death duties, 
high taxation, and other adverse economic conditions, 
the legacies received by these 167 London hospitals rose 
from £536,000 in 1943 to £555,000 in 1944. Though the 


threat of nationalisation may well diminish this form of. 


benefaction, we may reasonably hope that any new 


organisation of hospital services will permit and indeed | 


encourage people to give money for the improvement of 
the hospitals in their locality. It has been a pity that 


| 1, Statistical Summary of the Income, Expenditure, and Work of 
health officer, and together they would examine and ' 
devise means of solving problems affecting the health and | 


167 London Hospitals for the year 1944. 
King’s Fund from 10, 
ls. (post frec ls. 6d.). 


Published by the 
Old Jewry, London, EC2. Pp. 62. 
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hospitals run by local authorities have so seldom had the 
benefits that come from this kind of practical interest. 
Every hospital ought to inspire gratitude and affection, 
and no system should be so rigid as to prevent the grateful 
patient or the civic patriot from providing amenities, 
buildings, or apparatus that his favourite hospital would 
not otherwise possess. 


THE CASE OF RUDOLF HESS 


The dramatic admission by Iess that he had been 
fooling the court at Nuremberg has raised a nice question 
of psychiatric diagnosis which, in its legal implications, 
is far from academic. On the face of it his admission 
suggests that he has been malingering ; but the psychia- 
trists have said that he has a hysterical amnesia, and it 


has been reported that during his imprisonment in 


England he showed delusions of persecution and made 
two desperate attempts at suicide. Also he had been 
hallucinated. It is certainly not possible to maintain 
that all his abnormalities have been simulated wilfully. 
Whether he malingered his recent loss of memory or not, 
the suicidal attempts were out of keeping with any such 
explanation of his conduct, and comparisons with the 
well-planned attempt at hanging himself made by the 
author of the Road to Endor would hardly be applicable. 

That Hess is entirely a hysteric is very unlikely. 
Apart from the psychotic symptoms he has exhibited, 


his previous personality was not in keeping with such a 


view, nor his strong and quasi-mystical feeling that he 
had a mission. His amnesia could, of course, quite well 
be of the hysterical type without the whole illness being 
a hysterical one. : 

The main probable diagnosis would appear to be 
paranoid schizophrenia. ‘The difficulties that arise in 
accepting this view turn on the concurrence of hysterical 
amnesia and the subsequent self-accusation that he had 
only pretended to have forgotten. But hysterical 
symptoms are by no means uncommon in schizophrenia ; 
and, although eminent psychiatrists have maintained 
that true amnesia never occurs in schizophrenia, a 


psychogenic disturbance of memory is well attested in - 


this condition and could furthermore be apparently 
produced by a negativistic taciturnity expressing itself 
in abrupt statements such as “ I cannot remember.” 
Hegs’s reported demeanour at the trial betokened an 
aversion and indifference of the type fairly common in 
autistic schizophrenics. Moreover, the hysteriform 
disturbances seen in persons who are in prison are often 
difficult to distinguish from schizophrenia, and have 
often turned out to be the prelude to indubitable and 
hopeless schizophrenic disorder. 

But speculation about the nature of Hess’s disorder 
must clearly wait upon the detailed report of the finding 
made by the various psychiatrists who have examined 
him since he first arrived in England, and particularly 
upon the setting within which his present symptoms— 
and especially his mocking assertion that he has only 
pretended not to remember—must be Judged. 


A HOSPITAL VILLAGE 


Tune medical faculty of Leeds General Infirmary 
have been considering what is the best way of accommo- 


dating patients who must make a long stay in hospital. - 


They have looked at the problem steadily and seen it 
whole, and their solution goes far beyond the provision 
of x beds. Their plans include a hospital, but a hospital 
as a centre of a health village with its own workshops, 
school, hostels, gymnasium, cinema, and farm, and 
with houses and flats for the resident staff. The hospital 
itself would have about 500 beds, distributed among 
the various specialties as follows: general medicine 100, 
surgery 50, orthopedics 230, pediatrics 50, thoracic 
surgery 50, dermatology 50. A further 350 patients, 
in need of institutional treatment but not confined to 
bed, would live in hostels. Workshops would be set 
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aside for occupational therapy and reablement. In 
others the patients would train for new jobs, and there 
would be a sheltered workshop for permanent residents 
unable, through disability, to compete in the open 
labour market. z i 

Where necessary child patients would be taught in 
the wards, but most of the children would go to the 
village school. And here the planners have been 
quick to bend their project to meet the needs of the 
handicapped children of the district. They suggest 
that the school should be big enough to cater for children 
with physical and heart disabilities who are not fit to 
attend the ordinary schools near their homes. These 
children would live in the village during term-time, as 
normal children go to boarding-school, and spend their 
holidays at home. The committee also propose that: a 
division of the school should take some 200 partially- 
sighted children who could do their lessons apart, but 
join the other children for play and other activities. 

A possible site for the village might be found at 
Thorp Arch Hospital, which is in the country yet near 
buses and trains and only half an hour from Leeds by 
car, while a neighbouring Ordnance factory offers unlim- 


‘ited workshop accommodation. But wherever the village 


is situated, with its school, its halt for films and plays, 
its farm and market garden where the patients could 
work, and its shops and administrative buildings, it 
would provide a background of everyday life that would 
weaken the isolation which the long-term hospital 
patient finds so irksome. 


SIGNPOSTS FOR THE CITIZEN 


OnE of the results of severe air-raids was to throw 
together citizens and local authorities in a way without 
precedent. At first, the blitzed trudged wearily from 


- office to office in search of new identity cards, ration 


books, fuel forms, evacuation instructions, and even 
blankets and hot food. Soon order emerged out of chaos, 
one of the principal agents of the new order being the 
local authorities’ information centres. Now these are 
to be made permanent}; and the Ministry of Health 
hopes that voluntary coöperation with the Women’s 
Voluntary Services and the Citizens’ Advice Bureaux will 
continue. The centres are to be run by county- 
borough and district councils, but they are to answer 
questions also on matters relating to county councils. 
In areas where no centres have yet been set up, authori- 
ties are urged to get busy at once. Local publicity is 
advised so that addresses of centres may become gener- 
ally known. As the new post-war social services develop, 
the need for information on the rights and duties of 
ocal citizenship is bound to increase. The continuation 
of the information centres is a step which all can welcome. 


Sir ROBERT ROBINSON, D sc, Waynflete professor of 
chemistry in the University of Oxford, has been elected 
president of the Royal Society in succession to Sir 
Henry Dale, OM, FRCP. 

Dr. MARGARET BALFOUR, FRCOG, who died at Dulwich 


, on Dec. 1 at the age of 80, began her work for the women 


and children of India in 1892, and on the creation of the 
Women’s Medical Service in 1920 she became its first 
chief medical officer. ; 

Wk have to announce the death on Noy. 29. of 
Mr. ARTHUR EDMUNDs, consulting surgeon to King’s 
College Hospital, London. 


ees 


1. Ministry of Health Circular 197/45, Nov. 14, 1945. 


To meet the increased demand for essential medicinal 
supplies during the winter months the Minister of Food is 
authorising an increase in allocations of sugar for the prepar- 
ation of medicines in accordance with formule of the Britisk 
Pharmacopeia, British Pharmaceutical Codex, and National 
War Formulary, during the eight weeks ending Jan. 5, 1946 
This increase will be 5% of the amount used for this purpose 
during the year ended June 30, 1939. 
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THE records of the Registrar-General show that 
rheumatic carditis was the cause of death in more than 
11,000 persons in England and Wales in 1943.1 Most 
authorities agree that it is the recurrent attacks of 
rheumatic fever which cause severe cardiac lesions ; 
therefore any treatment which will prevent these recur- 
rences is necessarily of value. In the United States, 
where 1,000,000 persons are estimated to have rheumatic 
heart-disease and 40,000 die annually from its effects, 
clinica] trials have been carried out to test the prophy- 
lactic value of the sulphonamides. Up to now, however, 


no such studies have been reported from this country, 


and it may be profitable to examine the reports from 
America with a view to stimulating further interest over 
here. Six comprehensive trials have been recorded, 


involving more than 500 children or young adults, and 


figures are also now available of the use of prophylactic 
sulphadiazine by the United States Navy during the 
winter of 1943-—44.? 7 
From a study of these papers the following questions 
arise : | | 
(1) Will the prophylactic use of sulphonamides reduce the 
relapse-rate in rheumatic fever ? 
(2) Is their prolonged use practicable ? 
(3) Which sulphonamide is the most suitable for such a 
purpose ? ; 
(4) What is the optimum dosage ? 
(5) How long must treatment be continued ? 


' (6) What are the contra-indications to prolonged use of 


sulphonamides ? 
(7) What precautions are necessary ? 


EFFECT ON RELAPSE-RATE 

The selection of patients in the series under review 
varied only slightly, the prerequisite being an acute 
rheumatic episode, usually within two or three years. 
Some workers included chorea only if accompanied by 
some other rheumatic stigma, and others included it 
when it was the sole manifestation, but comparable 
controls were chosen as far as possible for each case. 

Adding the figures set out in the table we find that 
prophylactic sulphonamides have been administered to 
rheumatic subjects for 501 patient-seasons with only 6 
relapses (1:2%), whereas the relapse-rate among 505 
controls was 19:8%. In 1944, Thomas * stated, without 
giving details, that prophylaxis had been administered 
for 815 patient-seasons with a relapse-rate under 1%, 
compared with 10-35% among untreated controls. 


Thomas et al.* in 1941 recorded that in a four-year study 
there was not a single major attack of rheumatic fever in any 
patient while on sulphanilamide, but in the control group there 
were 15, with 4 deaths. 

Coburn and Moore‘ who treated 100 patients for three 
years with sulphanilamide, reported that while the drug was 
being administered no attacks of hemolytic streptococcal 
pharyngitis or rheumatic fever developed, but in the twelve 
months which followed cessation of treatment 40 children 
had streptococcal infections of the throat and in 13 rheumatic 
fever occurred. , l 

Hansen et al.ë studied 53 children treated with prophylactic 
sulphanilamide over 78 scason-cases and found only one rheu- 
matic relapse compared with 21 rheumatic relapses among 46 


controls. 
. Personal communication. | 
é Tomes C. B. J. Amer. med. Ass. 1944, 126. 490. j; 
Thomas, C. B., France, It., Reichsman, P. bid, 1941, 116, 551. 
` Coburn, A. F., Moore, L. V. JLi 1941, 117,176. l 
Uansen, A., Platou, R. V., Dwan, P. F. Amer. J. Dis. Child. 1942, 
64, 963. l 
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Similar results were obtained by Kuttner. She treated 54 
children with sulphanilamide from October to June for 2 
seasons, comparing them with an equal number of controls. 
During the first season streptococcal pharyngitis developed in 
30 controls and was followed by rheumatic relapses in 14, 
whereas among the children taking sulphanilamide only 1 had 
pharyngitis and none had any rheumatic episode. In the 
second winter there were 18 attacks of pharyngitis and 9 
rheumatic relapses among the controls, and 1 pharyngitis and 
1 mild rheumatic relapse among the children receiving 
sulphanilamide. | 


PRACTICABILITY OF PROLONGED THERAPY 


Thomas et al. administered sulphanilamide to a group 
of children for four years, and conclu t with careful 
instruction of the rheumatic subjects and their parents 
satisfactory results may be.obtained. They found no 
deterioration in general health or mental ability, and the 


RHEUMATIC RELAPSES IN PATIENTS RECEIVING PROPHYLACTIC 
SULPHONAMIDES COMPARED WITH CONTROLS 
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| Zag) MAS [age mas $ 
Chandler 6—16 (1/1940] 0-6- 41 5 41 1 |Very/| 4 
& Taus- | of 26)|—42 | 1-5 ild 
sig ® 
Coburn & | Under|1939| 2-3 | 146 ‘31 188 1 Mild |10% 
Moore ¢ 12 |-40 (a) 
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Kuttner *| 6-15 1049 1-2} 108 23 108 1 | Mild i15 
= | a 
Total i : 505 99 501 | 6 
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(a) Figures obtained from Hansen et al. : 

(b) 3 had sulphathiazole ; sulphadiazine tried but discontinued 
owing to expense. 

(c) One moderately severe relapse with polyarteritis developed 6 
days after the drug was first given. 

(d) 4 died. 


children led normal lives while under treatment. In 
fact, many reported an unusual state of well-being, which 
they attributed to the drug. On the other hand, 
Stowell and Button? found the prophylactic use of 
sulphanilamide impracticable in ambulant cases. In 
spite of careful instruction and supervision their patients 
did not attend clinics regularly ; hence toxic manifesta- 
tions were missed, and one child died of agranulocytosis. 
Stowell and Button were the only workers who reached 
this adverse conclusion ; they attributed their failure to 
“the human equation,’ which, they said, “ militated 
against them.” l l | 


— am 


CHOICE OF SULPHONAMIDE . 
Acute rheumatic fever is now generally thought to 


_be an allergic state produced by sensitisation to the 


B-hemolytic streptococcus. The prevention of infection 


. by this organism must therefore be the object of. any 
prophylactic treatment of the disease. 


Sulphanilamide 
was the drug of choice in the great majority of these 
trials because of its. known effectiveness against the 
streptococcus. It was also cheaper than other members 
of the group. A few children only were treated with 
sulphathiazole or sulphadiazine. In the winter of 1943 
the United States Navy carried out a mass experiment 
with sulphadiazine in an attempt to reduce hemolytic 
streptococcal infections, and especially the incidence of 
rheumatic fever, among personnel in training-depots.? 
The drug was administered'to 250,000 men during six 


6. Kuttner, A. G. N.Y. St. J. Med. 1943, 43, 1941. 
7. Stowell, D. D., Button, W. IT... Amer. med. Ass. 1941, 117, 2164. 


8. Chandler, C. A., Taussig, H. B. Bull. Johns Hopk. Ilosp. 72, 42. 
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months, and an equal number were used as controls. So 
successful were the results that the streptococcal infec- 
tion-rate was reduced by 85%, and in the treated group 
there was only 1 case of rheumatic fever for every 14 
among the controls. Since these latest figures have 
appeared, the feeling among workers in the United States 
is that sulphadiazine is at present the drug of choice, but 
that sulphamerazine may eventually supersede it. 


DOSAGE 

This varied in the different series from 0:6 g. to 3-0 g. 
daily. In the naval experiment, the patients being 
adults, sulphadiazine 1 g. was given daily in two doses 
of 0-5 g. Thomas? found 1 g. daily of sulphanilamide 
a suitable dose. Chandler and Taussig °? treated a group 
of children with sulphanilamide 0-6 g. daily, and toxic 
reactions were few and mild. 


LENGTH OF TREATMENT 


All investigators agree that prophylaxis must continue 
as long as relapses are likely—i.e., until adolescence. 
This will involve taking the drug in most cases for a 
minimum period of five years and probably longer. 
the early series the drug was given only during the winter 
months, but Thomas? encountered relapses during the 
summer and later elected to give the drug all the year 
round. Protection was not prolonged after cessation of 
treatment, and patients again became liable to relapse. 


CONTRA-INDICATIONS TO PROLONGED THERAPY 


The toxic manifestations could be divided into two 
groups, minor and major. The first consisted of rashes, 
fever, gastro-intestinal disturbances, and moderate 
leucopenia, which did not in most cases necessitate 
stopping treatment. The only major toxic effect 
encountered was agranulocytosis. These symptoms 
appeared only during the early weeks of treatment, 
between the 14th and 49th days; none was observed once 
this danger period was passed. It was quite common to 
find a leucopenia of 2500—4500 per c.cm., with or without 
a relative granulocytopenia, during the early weeks, which 
subsequently returned to normal without interrupting 
treatment. Severe degrees of agranulocytosis were 
sometimes preceded by other toxic symptoms but also 
developed without warning and seemed to be unrelated to 
the dosage of the drug. Stowell and Button ° found the 
toxic effects more trouble.ome than did other workers ; 
half their patients had to give up treatment during the 
first year and 9 out of 32 during the first two months of 
the second year. They also reported 1 death from 
agranulocytosis. This is the only death recorded in 
these studies. They concluded that this form of therapy 
was too dangerous to be continued. 

The toxic manifestations of sulphadiazine used in the 
naval experiments were not severe : 0:3-0:6% of patients 
developed mild transient reactions, such as skin erup- 
tions ; serious symptoms, such as exfoliative dermatitis 
and agranulocytosis, were exceedingly rare. Statistic- 
ally therefore the danger from toxic reactions is very 
small. French and Weller ® found changes in the heart 
muscle in patients who died shortly after taking sulphon- 
amides in therapeutic doses. These changes consisted 
of perivascular infiltration with eosinophil cells through- 
out the myocardium. Bearing in mind the possible 
effects on the heart muscle. Hansen et al.® took repeated 
electrocardiograms on prophylactically treated and 
untreated children. They found no evidence that 
sulphanilamide produced any deleterious effect on 
the electrocardiogram ; in fact many tracings showed 
improvement during treatment. 


PRECAUTIONS TO BE TAKEN 


The choice of suitable subjects for treatment was found 
to be important ; only those who are willing and able to 
‘attend clinics regularly should be chosen for prophylactic 
therapy. Treatment should not be started until the 
acute attack of rheumatic fever has subsided, but it is 
not necessary to wait for the sedimentation-rate to 
become normal. It was found desirable to start adminis- 
tering the drug a few days before the patient left hospital 
or convalescent home, as a relapse often quickly followed 
return to the old environment. 


9. French, A. J., Weller, C. V. Amer. J. Path. 1942, 18, 109. 
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In the naval experiment it was noticed that recruits in 


poor general health suffered more from toxic manifesta- 


tions than did the seasoned personnel ; it is therefore 
necessary to attend to the patients’ nutrition and general 
well-being while under treatment. 

Blood-counts and hemoglobin estimations were made 
frequently during the early weeks, but later were required 
much less often. If toxid reactions of any degree of 
severity arose, treatment was temporarily discontinued, 
and on starting it again it was found advisable to begin 
with a dose as small as 0-3 g. daily, increasing gradually 
up to the full maintenance required. It was also sug- 
gested that this might be the best way to initiate 
treatment in all cases. 


CONCLUSIONS 
There seems to be no doubt that sulphonamides are of 


real value in the prophylactic treatment of rheumatic 


fever. The real problem is whether the difficulties in the 
prolonged administration of a toxic drug outweigh the 
proven advantages. We feel that the reports here 
reviewed are so promising as to encourage the promotion 
of similar trials in this country. Sulphamezathine, a 
drug effective against the hemolytic streptococcus, is the 
least toxic of the sulphonamide drugs so far used over 
here, and might therefore be employed with advantage. 
SUMMARY 

The prophylactic use of the sulphonamides in rheumatic 
fever as carried out in the United States is described. 

The results of six trials involving 500 patient-seasons 
show a relapse-rate of 1-2% compared with 19-8% in 500 
controls. 
It was concluded that therapy must be continued until 
adolescence, probably for a minimum period of five years. 

The toxic effects generally were mild; there was 1 
death from agranulocytosis, but 4 deaths took place in 


-the same series among untreated controls. 


Some figures from the United States Naval programme 
using prophylactic sulphadiazine for recruits are cited. 


AFTER-TREATMENT OF HEAD INJURY 


THE Nuffield Provincial Hospitals Trust, the Ministry 
of Pensions, and the Radcliffe Infirmary, Oxford, have 
during the past eighteen months been considering the 
possibility of devising some scheme to deal with the 
after-treatment of head-injury cases, and they have 
now issued the following statement. The Nuflicld Trust 
and the Radcliffe Infirmary have become interested in 
this subject because of the large share taken by members 
of their staffs in the work done at the Military Hospital 
for Head Injuries at St. Hugh’s, Oxford. The interest 
of the Ministry of Pensions flows naturally from its 
responsibility for the treatment of disability arising 
from the war, and includes cases of head injury treated 


at special centres of the Emergency Hospital Scheme as 
well as those treated in military hospitals. 
As a result of modern neurosurgery and chemo- 


therapy, men with brain wounds have survived this war 
who formerly would have died. Many have regained 
much of their lost. brain function; speech, sight, and 
mental faculties have returned, paralysed limbs have 
moved again. These results have not been achieved 
without courage and perseverance on the part of the 
patients, a favourable environment, and the guidance 
and help of a skilled team of workers. But nevertheless 
recovery is often incomplete, and sometimes the perma- 
nent disability is severe. Inability to cope with ordinary 
conditions when they return to civilian life, coupled with 
the fear of being a drag on their families, causes such 
paticnts anxicty, disappointment, and frustration. 

If these men are to make their contribution to the 
community within the limitations imposed on them by 
their disabilities, their physical, mental, and vocational 
capacities for work must be accurately assessed while 
they are in hospital. Later, they must be given facilities 
for simple training in various forms of work, which are 
more advanced than occupational therapy and theref: re 
more likely to satisfy their anxiety to be useful. Finally 
for the gravely disabled, a permanent centre must be 


' provided which will give medical care and treatment 


together with appropriate and selected forms of useful 
work and activities, in and around which these men 


Sulphanilamide was used in almost all cases. 
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can live with their families under the protection which 
they need. : l 

The Ministry of Pensiors recognises that head-injury 
patients comprise a group for which special provision 
must be made. In addition to the routine. treatment 
which the Ministry will provide, there is need for research 
into the best methods of rehabilitation and into other 
problems of head injuries, To carry out this research 
work the Radcliffe Infirmary, with the aid of the dona- 
tion of £20,000 from the Nuffield Provincial Hospitals 
Trust, has appointed a neurologist,who will work in close 
collaboration with the departments of Oxford University 
which are already studying lesions of the nervous system. 
‘One of his primary duties will be to provide specialised 
assistance and advice to the Ministry of Pensions. By 
these means the latest methods of treatment will be 
made available for pensioners. | 

As was announced in these columns on Nov. 3 (p. 
584), the holder of this appointment is Dr. W. Ritchie 
Russell, FRCP, who before the war was lecturer in 
neurology at Edinburgh University and during the war 
worked at the Military Hospital for Head Injuries, Oxford. 


GENERAL MEDICAL COUNCIL 
WINTER SESSION, NOVEMBER 27-30 


At the conclusion of the President’s address, reported 
in these columns last week, a vote of thanks was proposed 
by Prof. SYDNEY SMITH and seconded by Dr. J. W. 
BoNnE. Prof. R. M. F. PICKEN was introduced as 
representative of the University of Wales for one year. 

The name of William Laird was restored to the 
Dentists Register after penal erasure. 


Penal Cases 


The Council considered a recommendation by the 

Dental Board that the name of Colin Newton, registered 
as of 2, Wigan Road, Ormskirk (Dentists Act, 1921), 
should be erased from the Dentists Register. The 
Board had found that he had fraudulently claimed sums 
amounting to about £4 by dental letters to approved 
societies for anzsthetics purporting to have been given 
by his brother but really given by himself. Mr. Newton 
did not appear before the Council, on the ground of ill 
health, but was represented by Mr. Samuel Bieber, 
solicitor, of Manchester, who said that Mr. Newton had 
not gained personally by the fraud and that the docu- 
ments had been signed some months after the work was 
carried out. The offence was due to carelessness and 
not deliberate deception. The Council directed the 
registrar to erase Mr. Newton’s name. 
-~ Ewen Lovat Fraser, registered as of 130, Goring Road, 
Worthing, Sussex, LRCPE (1928), appeared before the 
Council in accordance with a decision made in Novem- 
ber, 1943, when judgment was suspended for two years. 
The Council now decided that they would not direct the 
erasure of his name. 

Graham George Robertson, registered as of 25, Mariners 
Lane, Tynemouth, MB Edin. (1934), appeared before 
the Council in consequence of a decision in May, 1944, 
when judgment was postponed for a year. The Council 
postponed their decision for another year. 

Ronald Alexander Paton, registered as of 36, Lulworth 
Road, Birkdale, Southport, LRCPE (1927), appeared 
charged with having undergone during the last thirteen 
years fcur convictions involving drunkenness, two of 
them while in charge of a motor-car. He was accom- 
panied by Mr. Lester Davidson, solicitor, of Liverpool, 
who said that Dr. Paton remembered very little of the 
charges in 1932 and 1939. Since 1938 he had suffered 
from diabetes, and at the time of the third charge in 
1943 he had been suffering from severe nervous depres- 
sion and insomnia after his ship had been torpedoed and 
he had been taken prisoner. He had incurred the fourth 
charge through drinking too much just before he went 
to sea at a time when many ships were being sunk by the 
enemy. Dr. Paton himself said that on the third and 
fourth occasions he had been suffering from overdoses of 
insulin. He produced testimonials from the chief officer 
of his ship and from a medical practitioner. He said 
he had abstained from alcohol for the last six months. 
The Council decided not to erase his name. 

John Gray Gilmour, registered as of 188, Hyndland 
Road, Glasgow, W2, MB Glasg. (1920), appeared in 


consequence of four convictions for drunkenness, two, 
| 


oo 


| 
| | 
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of them while in charge of a motor-car. - Mr. Oswald 
Hempson, sdlicitor, who accompanied him, said that Dr. 
Gilmour had suffered from domestic unhappiness and 
had been obliged to give up general practice during the 


war as he had been unable to drive his car under blackout . 


conditions. ‘The Council decided that his name should 
not be erased. . a 
John Corboy, registered as of Willoughbys, Astley, 
Manchester, MB NUI (1939), appeared for two convic- 
tions this year of driving a motor-car under the influence 
of drink. He pleaded that he was not used to alcohol 
and was sensitive to it. The Council postponed judg- 


. ment for.a year subject to the usual provisos. 


Bernard Maguire, registered as of 366, Wilbraham 
Road, Chorlton, Manchester, 927), appeared 
for two similar convictions, one last year and one this 
year. He said he had suffered from an anxiety neurosis 
but was now cured, and he would not be overworked now 
that his partner had returned. Judgment was post- 
poned for two years. 


NO PROFESSIONAL RELATIONSHIP, 

The case of Charles Gibson Auld, regis as of Sunny- 
mead, Bromsgrove, Worcs., MB Edin. (1921), who 
appeared on the charge of abusing professional relation- 
ship by committing adultery with Mrs. Mabel Blakeway 
Adie. The complainant was her former husband, 
Mr. P. C. Adie. The couple were divorced this year, 
with Dr. Auld as co-respondent. He was accompanied 
before the Council by Mr. G. Russell Vick, KC, and 
Mr. A. A. Pereira, of counsel, instructed by Messrs. 
Evershed and Tomkinson, solicitors, of Birmingham. 

Mr. Adie was represented by Mr. Leslie Tucker, solici- 
tor, of Messrs. Tyndall, Nichols and Hadfield, who said 
that the adultery was not disputed. Mrs. Adie had been 
a VAD nurse at Bromsgrove Cottage Hospital where Dr. 
Auld was an honorary member of the staff. The 
evidence of professional relationship was that Dr. Auld 
had treated her for a sprained ankle, and had advised 
and performed the operation of curettage. Mr. Adie 
knew nothing of -their association until the end of 
January, 1944, when she went away with Dr. Auld. In 
February the three made an undertaking by which Mrs. 
Adie and Dr. Auld promised to hold no communication 
for |six months, and Mr. Adie to take no proceedings. 
The lovers had kept this undertaking until August, 
when Dr. Auld was ordered overseas and, after difficulty 
in finding her address, had met her to say goodbye, and 
informed the husband’s solicitors. She was now living 
with him as his wife, and had changed her name to his by 
deed poll. Mr. Adie admitted in evidence that he had 
said he ‘‘ would smash Dr. Auld,” but declared that he 
was not vindictive and now did not care, but considered 
it his duty to put the facts before the Council, His 
wife -had throughout had her own regular medical 
attendant; she had consulted Dr. Auld about the 
sprained ankle to avoid a long motor journey to her 
home. The curettage was performed with his approval. 

Dr. Auld said in evidence that he had been wounded 
overseas and lost a leg. He had first met Mrs. Adie 
when both were serving at the hospital, and a year anda 
half later had met her socially at her house. Intimacy 
had begun about six months after this time, and the 
relationship was a permanent one. The bandaging of the 
sprained ankle was an isolated incident, and Mrs. Adie 
had consulted him about her pelvic symptoms as a lover 
not as a doctor. He had not sent in an account. 

The Council found that no professional relationship 
had existed between the respondent and Mrs. Adie, and 
that therefore he had not been guilty of ‘‘ infamous 
conduct.” 

Restoration 


The Council restored the following names to the Medical 
Register after penal erasure: Humphrey Manly Hamil- 
ton Ashwin, John Black, Patrick Joseph Conlin, Alan 
Gray, William Lyle Paterson, and Wiliam Alexander 
Stevenson Welsh. - 

Committees 

Most of the Council’s educational work was done in 
private session this autumn, but the chairman ef the 
Pharmacopo@ia Committee (Prof. DAvip CAMPBELL) 
reported the sale to date of over 135,000 copies of the 
British Pharmacopoeia and its addenda. The new edi- 
tion could not, he said, be ready for several months yet. 
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THE ROYAL COLLEGES 
UNITY OF PURPOSE 


On Nov. 24 we published a letter from the president 
of the College of Surgeons to the president of the College 
of Physicians in which Sir Alfred Webb-Johnson said 
that “ the advantages to be gained by the three colleges 
coming together on a common site are so great that my 
Council has decided to keep the present opportunity open 
by retaining the properties it has acquired in the hope 
that on future consideration the Comitia will decide 
to codperate in the establishment of a medical academic 
centre in Lincoln’s Inn Fields.” To this letter Lord 
Moran has now replied as follows : 


My DEAR PRESIDENT, 


Thank you for your letter. There are two issues: 
what is best for the nation, and what is the course which 
is most likely to help the Royal College of Physicians to 
discharge its duties to the profession in the years to come. 
If I may dispose of my second question forthwith, I think 
you will agree that the only body that can answer such a 
question is the Comitia of the College. The Comitia decided on 
25th October, with only two dissentients, that at the present 
` time the College must remain where it is. I tell you this 
because I feel that it would be unfair to your Council if they 
were left in doubt about the actual feeling of the Fellows of my 
College. And I may add that this verdict has been endorsed 
on practical grounds by a Committee of independent experts. 

May I then pass to consider whether that decision is at 
variance with the national interest ? Most Fellows of this 
College have yet to be convinced of the precise benefit to the 
State if they were to abandon a building where they have long 
been the guests of the Crown, a building which for them has 
treasured historic associations, in order to migrate at a very 
difficult time so that they might live nearer to the sister 
College. It is, incidentally, common ground that if the Royal 
Colleges should ever decide on a common site (and the resolu- 
tion of the Standing Joint Committee to which you refer 
spoke of a common site, and not of any particular site, such 
as Lincoln’s Inn Fields) each College would retain its identity. 

I am anxious to say nothing which may make it more 
difficult for my College to work together with our surgical 
friends, but this should be said. The consultant service of 
the future will inevitably bring all sections of consultants 
and specialists into more intimate coöperation, and the new 
responsibilities that will necessarily fall on the three Royal 
Colleges in connection with that service will give them a unity 
of purpose which will not be dependent on geography. Mean- 
while, it can only be hurtful to the natural development of 
a friendly partnership of that kind to refuse to accept the 
decision of the Comitia, and to ignore the very weighty 
reasons which made that decision inevitable. ‘‘ When 
friends plan and do together, their minds become one mind 
and the last secret disappears.” What is needed is a common 
purpose. In the coming months the Royal Colleges will 
have an opportunity of serving the nation by pooling their 
resources and their wits to give it a really efficient consultant 
service. If that opportunity is taken we need not fear that 
a real partnership of the Royal Colleges will fail to come into 


being. a Yours sincerely, 


MORAN. 


INDUSTRIAL INJURIES BILL 


THE British Medical Association has issued a statement 
on the difficulties which may arise from any wide 
differences in the benefits payable for industrial injuries 
and normal sickness. ‘“ The comparison,” it says, ‘‘is 
between the rates payable under the Industrial Injuries 
Bill now before the House of Commons standing com- 
mittee and the rates so far proposed under ihe general 
scheme of national insurance. As matters now stand 
it may make a difference.of anything between 21s. per 
week and 38s. 6d. per weck or even more, according 
to whether the injury or disease was or was not incurred 
‘in the course of employment.’ These differences are 
big enough to make it a matter of some importance to 
the man or woman concerned under which Act benefit 
is to be given. Medical appeals are therefore likely to 
be increased, and the recovery of the patient may be 
retarded by worry or uncertainty. Moreover, there are 
likely to be legal difficulties over the exact mcaning of 
the expression ‘in the course of employment.’ The 


Association’s view is that the rates payable should be 
substantially the same.” 

“ We are also concerned,” the statement adds, ‘‘ for 
those exceptional cases in which a person cannot be 
reinstated in his own work, and cannot be trained for 
equivalent employment. Inthe case of a skilled worker, 
the effect on earning capacity of a minor but permanent 
injury, for example to the hand, could be altogether out 
of proportion to the extent of the physical disability 
produced. Yet compensation would be assessed on the 
extent of disability, with a maximum extra payment of 
one-sixth. We think there should be latitude to deal 
with exceptional cases.” i 


DOCTORS IN THE ARMY OF THE RHINE 
(FROM A SPECIAL CORRESPONDENT) 


THE area occupied by the BAOR is about that of 
England and Wales, and this excludes Berlin. The 
British zone in Berlin is ‘‘ out on a limb ” : coming from 
the BAOR area in the west you enter it at Helmstedt, 
and then it is about 3 hours’ driving, on the Autobahn, 
before you arrive. : 

The road from Helmstedt to Berlin runs through the 
Russian zone, which looks just like thë other zones as 
you pass through, but is enlivened by large placards at 
intervals giving, in Russian characters, extracts from 
speeches by Stalin and other Russian Jeaders. At long 
intervals there are Russian sentries who salute smartly 
as the British staff-cars pass by. Berlin has a grim 
atmosphere. The destruction of houses and business 
buildings is not as great as in Cologne or some of the 
towns in the Ruhr, but it feels as if the clash and clamour 
of war had only been pushed below the surface and is 
still faintly heaving—as though a living violence had 
been covered up but not fully concealed. 

In British hospitals in some of the big German cities— 
places like Hanover, Brunswick, and Hamburg—there 
is plenty of work; but the hospitals are not over- 
crowded, and general health conditions among the troops 
are good. In many places there are large camps of 
displaced persons, the “ DPs” who will send this 
combination of initials into all histories of this war 
when it comes to be written. (A very large proportion 
of DPs are Poles, now in increasing numbers returning 
to Poland; but there are also the most astonishing 
and unlikely people—Venezuelans, Guatemalans, 
Persians, and Palestinians, as well as nationals of 
practically all parts of Europe.) In others there are 
big camps of prisoners-of-war, some with hospitals under 
a British medical officer with German staff. where as 
you enter the cry of Achtung from an NCO jerks all there 
on their feet into a rapid immobility by a violent 
spasm. There are also internees’ camps where, in 
barracks, the bad lads of the SS and bad lads of the 
civilian Nazis are cooped behind barbed wire. 

For all of these camps the British Army doctors in 
Germany have responsibility—in some sense an inescap- 
able responsibility, because. unless we control these 
places and know what is going on medically there are 
bound to be difficulties. : Then there is the responsibility 
for distribution of supplies—German _ supplies—to 
civilian hospitals. This needs medical supervision, for 
without it the store of supplies might be rapidly 
exhausted, which would entail demands on UNRRA or 
more probably on British supplies. 

British medical opinion in Germany does not think 
highly of the vintage of doctors produced under the 
Hitler regime ; which is another reason for supervision 
to prevent waste. The doctors qualified in Germany 
since 1937 appear to have begun badly by having a 
shortened school curriculum before their medical studies 
started. But they ended worse by having a medical 
course of only 3} years, of which 1} were taken up by 
military duties—in the war period actual fighting. 
lence the German-surgeon’s treatment of a wounded 
limb : if in doubt, cut it off. (‘The number of amputees 
in hospitals, in camps, and in towns and villages is 
astonishing.) And hence a strong disinclination to 
make any arrangements which would permit British 
personnel, even in emergency, to be admitted to German 
civil hospitals. But there are very good German 
doctors of the old school, and no doubt good hospitals 
if they get into working order under non-Nazi direction. 
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Efforts /are being made to restore the medical faculties 
of German universities to their proper place with a 
suitable curriculum. 

There is no serious illness of any kind among troops 
to give cause for concern, 4nd the amount of infectious 
disease among Germans is not great and is under control. 
But, as in this country, the medical authorities are 
keeping a watchful eye open for epidemics. 

In this environment the British doctor who looks 
after an area—he is “ static ”? now and no longer attached 
specifically to a battalion or other unit—as the doctor 
in hospital has his ordinary routine Army work to do. 
And outside hospital or MI room he has the DP, POW, 
and civilian responsibilities referred to above. But 
what is giving concern to some medical officers is the 
large number of release examinations it is necessary to 
make to comply with the demobilisation by age-and- 
service group. These examinations are of the utmost 
importance from the standpoint of the man being 
demobilised and from the standpoint of the Ministry of 
Pensions, which will need accurate information in the 
future. Each examination takes on the average 20 
minutes, and where there are a considerable number of 
category C men, as there may be in L of C, they may take 
longer. The examinations are of the standard of a 
life-assurance examination and will prevent the immense 
difficulties which arose in the attribution of disabilities 
after the end of the 1914-18 war. These examinations 
often take three, four, or more hours a day of a medical 
officer’s time. 

Apart from the black market (a: bar of chocolate sells 
for 50 marks or 25s.), the chief subjects of conversation 
among doctors in Germany are demobilisation and the 
National Health Service. Interest in the latter is 
primarily practical: they want to know when the 
proposals will be available for discussion by the pro- 
fession at large. According to present information, it 
seems likely that the National Health Service Bill will 
be tabled in the House of Commons next February. 
Be this as it may: whenever the date is announced it 
will be one of which almost every member in the BAOR 
medical service will make a note. 

Doctors in the BAOR very definitely want to know 
where they stand. The younger ones especially want 
to know under what conditions they will start their 
careers in civil life. 


SERVICE AID FOR CIVILIAN PRACTITIONERS 
IN EPIDEMICS 


Ir influenza or other infectious disease becomes 
epidemic this winter, assistance to civilian practitioners 
will be given by medica] officers of the Services as it 
was in 1943-44, though it may not be forthcoming in 
such quantity as two years ago. -In case of need, 
general practitioners would apply to the secretary of 
the local medical war committee, and they would pay for 
assistance in the same way as before. Medical officers 


of health (normally county medical officers) have been - 


asked to call meetings at which plans can be made with 
the secretary of the local medical war committee and with 
Service representatives. Though these plans are to be 
prepared without delay, they will not come into opera- 
tion until the Ministry of Health gives the word. 


QUALIFICATIONS OF HOSPITAL ADMINISTRATORS 


A COMMITTEE comprising representatives of several 
Ministries and many organisations has produced a report 
reiterating the view that hospital administration calls for 
special training leading to a recognised qualification. It 
believes that for England and Wales a standard examination 
common to all sections of the hospital service should be 
established. This should be divided into two parts—inter- 
mediate and final—the former dealing with basic subjects, 
and the latter with those directly related to the practical 
work of hospital administration. Entry to the final examina- 
tion should be restricted to persons with at least two years’ 
service on the administrative staff of a hospital. The 
examinations committee should consist of representatives 
of the employing euthorities, Government departments, 
universities, NaLtGo, and NAALGE, as well as the Institute 
of Hospital Administrators, which would accept financial 
responsibility. | The, report is published by the institute 
from 12, Grosvenor Crescent, London, SWI. 
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Medicine and the Law 


Child’s Death in Hospital 


IF reference be made to a recent inquest on the death 
of a child in the Royal Manchester Children’s Hospital, 
it is not so much for the purpose of the particular facts 
(which will no doubt be examined by the appropriate 
authorities) as for the opportunity to found thereon 
some general reflections. 

A five-year-old child was admitted for an operation 
for removal of tonsils and adenoids. Thereafter at 
7.40 pm the sister in charge a Da D pee had 
a pulse-rate of 140 and a respiration-ra f 60. She 
at once instructed a nurse to call for the resident surgical 
officer ; after making sure that the nurse delivered the 


- message, she left for another ward where she had an 


urgent sick call. At 8.20 she inquired what the surgeon’s 
instructions had been, and learnt that he had not visited 
the child. She instructed the nurse to give him a second 
urgent call. According to the coroners view of the 
facts the RSO arrived in the ward between 8.30 and 8.45, 
when he ordered preparations to be made for an emer- 
gency blood-transfusion. The RSO, in his evidence at 
the inquest, said that the first call was received by the 
house-surgeon who reported it to him. He did not 
himself go to the ward, because he was off duty. He 
did not accept the times given by the other witnesses ; 


he thought it was more like 8 o’clock than 7.40, when . 


he was first summoned. The coroner made some 
vigorous comments on the delay. It was 50 minutes 
before the surgeon answered the call; had the blood- 
transfusion been given at 7.40 instead of nearly two 
hours later, it would have been of immeasurably greater 
value. ‘‘ The whole thing is that this child bled steadily 
to death during the afternoon and evening.” When the 
surgeon stated in his evidence that, at the time of his 
arrival in the ward, the operation wounds were not 
bleeding, the coroner rejoined, “I suppose she would 
not be able to bleed any more.” 

The incident received its due share of publicity. The 
Manchester Guardian gave a full account (from which 


thel facts already mentioned have been quoted); the. 


Times and other London papers spared space for a 


short report, and the Manchester Daily Dispatch added. 


other details—the return of the child’s father after six 
years’ military service, the natural distress of the parents, 
and their possible recourse to proceedings. One may 
be sure that the hospital authorities will inquire search- 
ingly into the incident. What is not so certain is that 
equal publicity will follow any extenuating circumstances 
or explanations of the regrettable delay. At present 
the readers of the newspapers may tend to receive the 
impression that hospital surgeons are lazy and negligent 
and that hospitals are places where children are left to 
bleed to death. The verdict at the inquest was death by 
misadventure, and there, for most people, the matter 
ends. Every word that the coroner uttered may turn 
out, upon investigation, to be fully justified. 
be a public duty to criticise a scandal. Yet the case 
inevitably recalls some of the observations in the 1936 
report of the committee on coroners over which Lord 
Wright presided. Mr. (now Sir Herbert) Eason had 
drawn the attention of that committee to cases in which 


coroners had tended to use their public position for the 


purpose of censuring or criticising a hospital staff in 
professional medical matters. ‘‘ It is most undesirable,” 
said the committee, ‘‘ that an individual should find 
himself exposed to public censure by a coroner— 
censure which may or may not be well founded— 
against which he has no form of appeal or redress 
whatsoever.” 

The conduct of the inquest may have been impeccable 
and exemplary. This may be the wrong case to which 
to apply the observations of the Wright Committee. It 
may be hoped, however, that coroners will not go too 
far in their strictures, and that hospital authorities will 
deal promptly and properly with every case of suspected 


negligence or irregularity even without the stimulus of . 


widely publicised comments at inquests. 


THE health congress organised by the Royal Sanitary 
Institute will be held next yearet Blackpool from June 3 to 7. 


It may 
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Compulsory Treatment of the Injured Worker ? 


THE discussion on clause 23 of the National Insurance 
(Industrial Injuries) Bill was further continued by a 
standing committee of the House of Commons on Nov. 27. 
Mr. Basit NIELD said that Parliament must protect the 
injured man against undue interference with his liberty, 
and therefore subsection 4 of the clause went far too 
far. At the same time, it was fair that he should pay 
due regard to medical advice given him to assist his 
recovery. Mr. Nield suggested that the Minister might 
meet the point by amending subsection 4 by providing 
that the injured person should follow any reasonable 
directions given him by the medical practitioner in 
charge of his case. The provision: that an injured 
person must follow any prescribed rules of behaviour 
should be omitted. 

Mr. H. M. MrEDLAND urged the Minister to remember 
that doctors were as prone to be cranks as other people, 
and they had some queer ideas as to what directions 
should be given to a patient. He recognised that 
some people retarded their recovery by misbehaviour, 
and some protection must be given, but this clause 
went too far. Some limitation of the right to be out- 
doors or indoors would more than meet the case. Mr. 
D. EccLEs had consulted his father, who told him that 
in his experience as medical officer of an insurance 
` company for forty years, malingerers were rare. There 
were also a few patients who refused treatment because 
they had some scruple, perhaps of a religious nature, 
or because they were frightened, or did not believe that 
the proposed treatment would effect a cure. In his 
father’s opinion, Mr. Eccles continued, 90% of these 
patients would accept treatment if they were handled 
by good human doctors who were skilled in persuasion. 
If this power was inserted in this Bill many men would 
start their treatment with a sense of threat in the back- 
ground, whereas the success of medical treatment 
depended on whether the patient really thought it 
would do him good. The right way to deal with this 
matter was to improve the quality of the medical 
advice given to the men, and if a doctor was unable to 
persuade a man to undergo treatment the patient 
should be quickly referred to a medical board whose 
members were skilled in dealing with such cases. 

Mr. JAMES GRIFFITHS, Minister of National Insurance, 
pointed out that the whole purpose of clause 23 was to 
encourage a man not to regard his accident as being 
the end of his active Jife but as something that could 
be got over. At the same time, Mr. Griffiths appreciated 
that rules of this kind could defeat their own purpose 
if they were too vexatious, and the last thing that the 
Government desired was that the workman should get 
the impression that they were spying on him, or threat- 
ening him, or doing anything except assisting his 
recovery as far as possible so as to fit him into a new 
life. He realised that-there would be disputes between 
one doctor and another, and that some men might have 
serious apprehensions in regard to treatment, but this 
was to be a national service, and it would be far more 
sympathetic than the old one. He would give an 
undertaking to look again at subsection 4. It might 
be that it was too tightly drawn. 

Mr. W. R. BLYTON thought that the Minister’s state- 
ment still did not go far enough. Amputations and 
surgical operations were serious, and the Minister 
should state definitely that it would be the man alone 
who would decide and that the decision should not lie 
with a tribunal. 


Diphtheria Immunisation 


Replying to a question Mr. A. Bevan, the Minister of 
Health, said: Returns received from all but a few local 
authorities indicate that during the six months to June 30 
last, 201,465 children under five, and 65,469 between five 
and fifteen, were immunised under local authority arrange- 
ments in England and Wales. Of 6168 children notified 
as suffering from diphtheria 1959 were immunised and 4209 
unimmunised, and of 289 children who died from diphtheria 
24 were immunised and 265 unimmunised. 


QUESTION TIME 


Production of Penicillin 


Sir WAVELL WAKEFIELD asked the Minister of Information 
if he was aware that foreign countries, and in particular 
Norway, were importing penicillin from the USA under the 
impression that penicillin was an American invention pro- 
duced only in the USA; and what steps were being taken to 
correct an impression harmful to our own export trade.—Mr. 
E. J. Wittiams replied : The Minister of Supply tells me that 
production of penicillin in this country does not yet allow 
of export to any considerable extent. Meanwhile the British 
discovery and early development of the drug, which gained 
the award of the Nobel prize for medicine, has been widely 
publicised abroad, both by the Ministry of Information and 
by the British Council. | 


Treatment of Tuberculosis in Scotland 

` Mr. T. Coox asked the Secretary of State for Scotland the 
number of tuberculous cases awaiting admission to sana- 
toriums ; the number at present receiving treatment; and 
the number of beds available in these sanatoriums.—Mr. 
G. BUCHANAN replied: At June 30, 1945, local authorities 
in Scotland had 1898 tuberculous patients on their waiting- 
lists, and 5470 patients under institutional treatment. The 
total number of beds available is approximately 6700. The 
difference is accounted for mainly by the number of beds, 
estimated at 500, for which no nurses are available, and the 
number of beds in private sanatoriums. ` 


Milk Production 
_ Sir Girrorp Fox asked the Minister of Food the total 
production of milk at present, indicating the amount of the 
whole that was tuberculin-tested.—Sir Ben Smrru replied : 
Sales of milk off farms in England and Wales during the 
year ended Sept. 30 last amounted to 1205 million gallons, 
of which 124 million gallons were TT milk. | 


Colonial Medical Service and Private Practice 
Colonel A. D. Dopps-Parxer asked the Secretary of State 
for the Colonies in what circumstances members of the Colonial 
Medical Service were permitted to undertake private practice ; 


and whether, to ensure that Government medical practitioners 
devoted only a fair proportion of their time to private prac- 
tice, he would direct that a statement should be attached to 
the annual medical report of each Colony showing in aggregate 
the sums received by Government medical oflicers on this 


account for the year.—Mr. G. HALL replied: Since the 
Colonial Medical Service was instituted in 1934, no officer 
appointed to it has had a right to engage in private practice, 
but in many cases officers are allowed to do so as a privilege 
under conditions governed by local regulations. Differences 
in local circumstances and in previous custom have led to a 
wide variation in the procedure hitherto adopted in different 
Colonies. I have, however, now under consideration pro- 
posals which I hope will lead to much greater uniformity in 
this matter. In the meantime, I should prefer to postpone 
consideration of the suggestion made. . 


Shortage of Civilian Doctors 


Sir WILLIAM DARLING asked the Minister of Health whether 
he would now arrange for speedier demobilisation of the 
medical officers at present serving with the Forces, in order 


: to relieve the position arising in this country from the 


inadequacy of the medical services now available to the 
civilian population.—Mr. A. Bevan replied: The Government 
have approved a substantial acceleration of the release of 
medical officers from the Forces under Class A in order to 
reinforce the civilian medical services during this winter. 


Grants for Medical Students 


Mr. C. F. Grey asked the Minister whether, in view of the 
urgency of securing sufficient fully qualified doctors, he would 
make grants calculated to relieve students taking recognised 
courses of training for the degree of medicine of the greater 
part of their fees, provided that at all times he was assured 
that students accepted for training were maintaining a satis- 
factory rate of progress in their studies.—Mr. Bevan replied: 
Apart from grants made to ex-members of the Forces under 
the Further Education and Training Scheme, financial 
assistance is already available for medical! students from 
various sources including scholarships awarded by the 
Minister of Education and by local education authorities 
and medical schools, I am not myself empowered to make 
grants for the purpose suggested. i 
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Letters to the Editor 


ORE BEDS OR BETTER OUTPATIENT 
DEPARTMENTS ? 


Str,—In these days of réconstruction, when so much 
thought is being given to An extension of our hospital 
services, it seems to me that often an undue emphasis 
is laid on the provision pf additional hospital beds, 
and not enough attention) is paid to measures which 
may avoid admission to hospital, or may shorten the 
length of a patient’s stay in hospital. Hospital beds 
are extremely expensive to equip and maintain, and it 
looks as if the difficulty of staffing them is likely to be 
acute for some years to come. 

_In my view, before additional hospital beds are pro- 
vided in any district, committees of management should 
first consider the extension of outpatient facilities and 
X-ray and pathological services, and the establishment 
of convalescent homes. If all these are on a liberal, or 
even a lavish scale, not only will patients receive more 
prompt and efficient service, but the call on hospital 
beds will be greatly reduced. I have had vivid personal 
experience of the truth of this statement. Also I have 
. observed that mere provision of hospital beds does not 
meet the demands of a long waiting-list, and I have 
seen the financial difficulties which provision of more 
beds may bring in its train. ae 

You, Sir, in the past, have drawn attention to this 
argument (Lancet, 1943, ii, 545, 619), and I was pleased 
to see that it is again stressed by the authors of the 
Hospital Survey for the Sheffield and East Midlands 
Area recently published for the Ministry of Health. 


In particular I would wish to draw attention to .the. 


comments made in this survey on the need for coördina- 
tion and extension of the outpatient services provided 
in that area. The same argument applies to all areas. 

If, in a town, there are a number of hospitals, each 
with a small outpatient department, it would be far 
more satisfactory to consolidate these into one large and 


well-equipped unit, in which all members of the staffs 


of the various hospitals who are in charge of beds should 


hold sessions. The department should be equipped with 


X-ray and pathological services to deal with such diseases 
as diabetes and anzmia, and for the investigation of 
many of those “cold ”?” cases which now, of necessity, 
are so often admitted to the general wards of a hospital. 
If a hostel and canteen were provided, as the authors 
of this survey recommend, patients could be detained 
there in comfort while the investigations were being 
carried out, or for a night or two after minor operations. 
The staffing and running of a hostel would be far more 
economical than that of a general hospital ward. Such 
a department would be the usual channel for admission 
of all except acute cases. In it might well be established 
the consolidated waiting-lists and the admission bureau 
of all the hospitals in the town, and it is worth considera- 
tion whether the notes of patients who have been dis- 
charged from these hospitals should also be filed and 
registered in the department so as to be readily available 
should the patient again present himself for hospital 
service. The almoner’s department, representatives of 
the social and welfare services, and a dietitian should be 


accommodated, and the department could become a’ 


centre for the dissemination of health propaganda in 


the form of lectures, films, or the distribution of- 


literature. | 

Generally, no doubt, the department should be 
established in connexion with the largest of the general 
hospitals which comprise the group. Where it is found 
necessary to build new or additional hospitals-~there is 
a tendency nowadays to advocate their erection outside 
the towns. If this were done, it would be a matter for 
local consideration whether it would be more convenient 
to incorporate the'department with the hospital on its 
new site, or to have a completely separate department 
near the main traffic terminus of the town, and to have 
there, in addition, a casualty department where such 
emergencies as road accidents could be brought for 


immediate treatment before being sent out to the main . 


hospital. It is my conviction that if these principles 
were carried out, and if the existing hospitals in a town 
or area were d so as to work together as a single 
unit, the large umber of additional hospital beds which 


l 
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TUBERCULOSIS IN CHILDHOOD ` 


are now often 
d 
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suggested as being essential could be 


ending that many additional ‘‘ acute ” 


beds are required, I suggest that committees of manages 


ment would be well advised to analyse the admissions 
to their hospitals during the next six months, noting’ 


the number who might have been efficiently dealt with 
in an outpatient department of the type indicated, and 
need not have come into hospital at all. They should 
also note how many days had been spent by patients 
merely waiting for investigation or treatment in some 


‘ special department, and what might have been the saving 


of days in hospital if, after passing the ‘‘ acute ”?” phase 
of an illness or operation, coir o dag been 
sent to a convalescent home equip ith physio- 
therapy, occupational therapy, and facilities for outdoor 
graded exercises. 

Yet further economy could probably be effected by 
increasing the number of ‘‘chronic’’ beds. The 
accommodation and staff for such patients need be less 
elaborate and costly than that of ‘‘ acute ’’ beds. Also, 
I suspect that in years to come t ill be a growing 
tendency for the public to demand institutional care 
for the aged and chronic sick. This tendency is likely 
to receive an immediate stimulus from the present 
difficulties in obtaining houses and domestic help. It 
will be fostered by the establishment of a State medical 
service, for the public will feel that having paid for a 
complete service the old folks should get the benefit of it. 
It is improbable that the tradition, once established in 


this way, will be reversed when domestic conditions 
' become easier. l 


` Plymouth. 


5 


W. A. LISTER. 


-\ TUBERCULOSIS IN CHILDHOOD 


,—Most of those who have read Dr. Alan Moncrieff’s 
thoughtful and provocative address in your issue of 
Nov. 17 will agree that childhood tuberculosis in many 
parts of this country is not being diagnosed where it 
should be diagnosed, at the tuberculosis dispensaries ; 
and \this is largely due to the failure there to apply a 
simple routine investigation to all child contacts of all 
kno cases of tuberculosis. At the Ealing Chest 
Clinic, such children have a tuberculin patch applied 
at home by a visiting nurse and attend the clinic three 
days later. If the patch is negative an intradermal 
injection equivalent to 1/100 Old Tuberculin is given. 
If still negative, the child is patched at three-monthly 
intervals so long as contact is maintained and again 
three months after contact is finally broken. A posi- 
tive! reaction, or conversion from negative to positive, 
indicates immediate radiography of the chest in both 
postero-anterior and lateral positions, done of course 
at the clinic, where a machine is available and in constant 
employment by two radiographers. 


The results of this policy (Minimum Requirements . 


in the Examination of Tuberculosis Home Contacts ; 
Thompson, Public Health, July, 1944) have been 
instructive but without any noticeable effect on the 
mortality statistics of West Middlesex. Fatal gener- 
alised tuberculosis is quite uncommon in our child 
patients and my experience does not bear out Dr. 
Moncrieff’s alarming prognosis for childhood infection. 

Admitting, however, that these clinically interesting 
lesions ought to be detected, I cannot see how the pro- 
posals of the British Pediatric Association can be expected 
to improve on the organisation outlined above. It is 
true that many dispensaries are ill-equipped and that 
some tuberculosis officers are indifferent peediatricians. 
On the other hand, many pediatricians have an 
incomplete understanding of tuberculosis, and their 
outpatient departments have neither the handy radio- 
graphy nor the social-service set-up which it is agreed 
every modern chest clinic should and must employ. 
The Association’s project to take over the care of our 
children, which despite the word ‘ codperation ”’ is 
clearly what is intended, cuts at the very root of the 
improved tuberculosis service at which we aim. Tuber- 
culosis has become a family problem: the whole family 
looks to the chest clinic for medical as well as the financial 


` careon which they now rely,andany division of this loyalty 


| 


| 
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is to be deprecated. 


Ealing Chest Clinic, 
London, W13. 


BRIAN THOMPSON, 
Tuberculosis Officer, 
ddlesex County Council. 
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HOSPITAL SURVEY OF THE YORKSHIRE AREA 


Sir,—As general practitioners in Halifax and district, 
we would like to associate ourselves with Mr. Deitch 
in his protest (Nov. 24) against the manner in which the 
work of the Halifax Municipal Hospital is reviewed in 
the Hospital Survey of the Yorkshire Area. 

Halifax General Hospital has placed its diagnostic 
facilities, whether radiological, biochemical or bacterio- 
logical, at the disposal of the practitioners in this area. 
It has established links with specialised clinics elsewhere 


in Yorkshire and Lancashire and has built up a coöperative ` 


system between general practitioner and hospital which 
is probably unequalled in this country, if it is not unique. 
As an example of what can be accomplished when a 
hospital offers its services as a diagnostic centre, we 
expected some comment from the surveyors; but that 
there is no mention of this valuable side of the hospital’s 
activities shows that their survey had indeed been 
cursory. 


F. J. DoWDALL 
M. A. DOWDALL 
A. GARVIE 


A. J. MACVIE 

J. MORRISON 

J. J. MURPHY | 
D. L. S. JOHNSTON H. W. WATSON PRICE 
D. G. S. MACKAY R. M. SMELLI 


“ GASTRIG INFLUENZA ”’ 


Sm,—Re your annotation of Sept. 15, and Dr. Ryle’s 
letter of Oct. 13, I well remember that in September, 


1918, when I was attached to an infirmary in an army’ 


camp in this country, one morning practically the whole 
of a certain company reported on sick call, most of them 
complaining of gastro-intestinal symptoms, principally 
diarrhcea. So much did it look like some form of food- 
poisoning that an exhaustive examination was made of 
the sanitary conditions under which the food of that 
particular company was prepared, with negative results. 
But by the time this was completed it was pretty evident 
that we were dealing with the influenza epidemic which 
was beginning to rage over the country. Since then I 
have never doubted that influenza may begin witb gastro- 
intestinal symptoms, and have since frequently had 
occasion to observe the sequence. 


Billings, Montana, USA. W. G. RICHARDS. 


ABOLITION OF RICKETS 


SIR, —On the strength of many years’ work at infant- 
welfare centres we would like to comment on the memor- 
andum which (as noted in your issue of Nov. 3, p. 568) 
has been prepared by the British Pediatric Association 
and circulated by the Ministry of Health. 

The authors say: ‘‘ rickets is found chiefly in infants 
at an age when growth is rapidly occurring. It shows 
itself actually more frequently between 9 and 12 months 
of age than at any other time, but may present itself 
“as early as the 3rd month.” A baby normally doubles 
its weight in the first 5 months of life and this rate of 
growth has already begun to slow down by the 9th 
month. We believe that most of the rickets which 
“ shows itself actually ” between 9 and 12 months can be 
recognised before 5 months, if sought systematically, and 
that it can be halted well before the later date. 

Since it is important to be able to assess quickly the 
rate of growth at any period of infancy, we have found 
it an invaluable aid at infant-welfare centres to have 
every baby’s weight recorded as a graph and not, as is 
often done, merely by a series of figures ona card. The 
detection of rickets then depends upon watching for 
(1) head sweating, especially when the child is feeding 
or sleeping; (2) muscular hypotonia ; and (3) restless- 
ness, indicative of nervous irritability. These we regard 
as unequivocally the earliest signs and certainly not, 
as the memorandum states, ‘ only common when the 
disease is severe.” They are easily passed over since, 
from its very frequency, parents have not yet appreciated 
that head sweating is a sign of ill health and so do not 
mention it; a slight degree of muscular hypotonia 
requires much practice for its detection ; and restlessness 
may be due to other causes. A combination of these 
three we consider may be relied upon as diagnostic of 
the disease, and nothing is more striking than the 
regularity and rapidity with which they yield to anti- 
rachitic treatment. 


We have for many years regarded this therapeutic 
response as a more accurate test of the presence of early. 
rickets than radiography. Jt is, moreover, a very use 
indication whether cod-liver oil is in fact being given, 
as well as showing that an amount which will check the 
disease in one child is insufficient in another. ‘This 
point is not referred to in the memorandum but has been 
well established in animal] experiments. ‘The memor- 
andum says: ‘ The fact that rickets can be completely 
avoided bythe proper use of simple prophylactic measures 
offsets the difficulties associated with diagnosis.” But 
this variation in response to medication with cod-liver 
oil, and even more to the vitamin-D concentrates, 
needs to be borne in mind. An adequate amount will 
cause head sweating to cease in three weeks or at most 
a month ; improvement in muscular tone should appear 
at about the same time, and the mother will usually 
vouchsafe that the baby is by then more lively and 
vigorous when awake and sleeps more restfully. Diag- 
nosis by X rays or by the level of blood-phosphatase 
is not practicable in the routine of infant-welfare work, 
and we hold that if these signs are constantly sought 
and promptly treated rickets in its severe form will 
seldom if ever develop. 

The statement that ‘‘ repeated respiratory infections 
are not due to rickets although not infrequently associated 
with it’? may be true though we know no work which 
has established its proof. It will not be denied that the 
rickety infant is seldom free from respiratory infections 
and develops bronchitis and bronchopneumonia with @ 
frequency quite unknown in the healthy. This lability 
we regard as perhaps the chief reason for effective 
prophylaxis and the prompt eradication of rickets at the 
earliest possible stage. 

Our last comment is a wish that the authors of the 
memorandum had placed far more emphasis on preven- 
tion through the medium of the mother’s diet. 
the most significant findings of Mellanby’s experimental 
work was the demonstration that when the mother was 
well fed her young were able better to withstand a diet 
low in calcifying’ qualities. We have no statistical 


proof to bring forward that the concessions made to` 


expectant women in recent years have lowered the 
incidence_ of rickets in babies; yet we have a strong 
impression that a lowering has taken place despite war 
conditions and the fact that the opportunity to obtain 
the ‘‘ vitamin capsules ’’ has been by no means fully 
used by those among whom our work lies. Writing 
to you ten years ago on the subject, one of us said that 
the early signs of rickets could be detected in 50% of 
infants attending welfare centres in East London if 
they were examined at regular intervals. Today we 
should put the figure at slightly under 30%, which is 
very much higher than the estimate given in the report 
on the “‘ Incidence of Rickets in War-time.’”’ Here again 
we believe the criteria we describe provide a more 
reliable touchstone than X-ray findings. 

On the subject of the mother’s food perhaps you will 
allow a quotation from the letter mentioned. 


“It is difficult to avoid the conclusion that in a large 
- number of our cases the disease begins in utero. The 
foundations are bad; there is not enough lime, phosphorus, 
and vitamins in the bricks and mortar and the result is a 
jerry-built structure. If it be asked why these infants, 
like a jerry-built house, look well during the early months 
of life, one supposes that their calcium-phosphorus meta- 
bolism is at a low level, but sufficient during the time the 
infant draws its nourishment through the placenta. It 
breaks down under the more difficult conditions of a 
separate existence when the breast milk is probably more 
deficient in antirachitic elements than the maternal blood; 
and the infant is still further handicapped by the early 
difficulties of digestion and microbic invasion. I suggest 
we will get better results in our campaign against rickets 
if we pay more attention to the mother throughout preg- 
nancy and the period of lactation.” 
The attention given her has certainly increased since 
1935, and if our impression is correct, that a reduction 
in rickets has taken place, the two facts may well be 
connected. We believe this still offers the most fruitful 
line of attack in any attempt to abolish the disease. 


ALLAN G. HAMILTON HaroLp K. WALLER 
GROSVENOR C. MILLIS Joan M. WARWICK 


One of- 


Sim,—-The communication of Dr. Barton and Dr. 
Wiesner in your issue of Nov. 24 is of considerable 
interest to the practising physician. It has long been 
nown. to sanatorium physicians that a premenstrual 
rise in the rectal temperature is a constant occurrence 
in their female patients. . The exact significance of this 
‘premenstrual rise in relation to activity of a concomitant 
tuberculous lesion has frequently been discussed ; and 
Dr. Jacquerod of Leysin published a full study of the 
subject in the local journal some years ago. 
At that time a meeting at which all the sanatorium 


physicians took part came to the conclusion that any 


premens morning temperature, taken at rest in 
bed im the rectum, which exceeded 37:-4°C (99-3° F) 
must be regarded as an indication of continued activity 
unless it could be explained by some other infectious 
condition, such as the common cold. I have since 
observed that this rule is valuable not only in tuber- 
tulosis but also in all chronic infections during the 
recovery stage. 

I may add in conclusion that no other method of 
registering the temperature, except perhaps a mouth 
measurement taken over a ten-minute period, is reliable 
for fine differentiation. By taking the temperature in 
the axilla, practitioners lose, in my view, a valuable 
guiding sign in the management of a whole range of 
chronic diseases. . 

3 T. W. T. DILLON. 


` Department of Materia Medica and Therapeutics, 
University College, Dublin. 


MALADJUSTMENT OF CHILDREN 


Sm,—I am afraid I must strongly disagree with your 
comment (Nov. 24) that ‘little is yet known of the 
causes that lead to the educational and emotional 
maladjustment of children of normal intelligence.” 
It is a great 
tragedy, that (judging by the above quotation) the 
really great advances made in this field in child-guidance 
clinics and elsewhere have hardly yet percolated through 
to the main body of the medical profession: though 


‘accounts of them are in numerous books and periodicals . 


to be read and studied. 

It is perhaps significant that non-medical social 
agencies (teachers, magistrates, &c.) seek and use the 
services of child psychiatry with more understanding 
and appreciation than the average medical practitioner. 
It is the latter’s mechanistically orientated education 
which stands in his. way, and until we get a better 
attitude towards matters psychological in the students’ 
basie medical education, we will continue to have state- 
ments such as the above accepted in ignorance by those 
who cannot follow modern developments. 


Leeds. H. EDELSTON. 
HOLIDAYS 


Sır, —In your interesting annotation of Nov. 17 you 
suggest that the external examinations should be moved 
to March or even to December. May I make a plea for 
December ? The spring term is notorious for epidemics, 
and a child does not want to have the last term before 
his examination interrupted by illness. 

The Medical Research Council in their survey of 
epidemics in schools from 1930 to 1934 show that the 
time lost in the spring term was 4-7 days fon boys and 
5:7 for girls, in the summer term 2-7 for boys and 3 for 
girls, and in the autumn term 2-2 for boys and 3-3 for 
girls. These average figures covered over 8000 boys 
and nearly 3000 girls, the vast majority of whom were 
in residential schools. They are representative figures 
which I am sure would be repeated in any other survey, 
and they show that the autumn term is as good for health 
as the summer term. Therefore, let is have the external 
examination, as you call it, In December. I have had 
experience of arranging for sick boys to take the School 
Certificate in our sanatorium, and it is by no means 
easy, although we have never failed to make satisfactory 
arrangements even for the oral French and German as 
well as for pra¢tical physics. But obviously this could 
not be done inla boy’s or girl’s home. l 

Even if the nain examination is taken in December 
it seems inevitable that those who have failed or who 
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pity, amounting in some cases almost to , 
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require endorsements will have to take the examination 
again in March, although from the health point of view 
the beginning of the next term would be preferable. 
I am sure examiners will raise objection to December, 
because it will not give them time to correct the- papers 
&c., and publish the results before the next term. I 
hope, however, that this may be used as an argument 
for prolonging the holidays; for in my opinion every 
child requires more than 12 days at Christmas and Easter, 
which is what the London County Council have laid 
down. But this is another subject. ` 


Rugby School. R. E. SMITH. 


Sır, —Your annotation of Nov. 11 discusses holidays 
for children but is silent about holidays for teachers, 
and their relation to those of other people. Is there 
any evidence that teachers are so exhausted by 
their work that they require approximately 3 months’ 
holiday each year (plus every Saturday and Sunday 
throughout the working period) ? Ishould have supposed 
that midwives and general practitioners, doing much 
night work, would need quite as long holidays as teachers, 
and it will be interesting to know whether they are to 
have them in a national service. Alternatively, can the 
special claims of teachers be substantiated by physio- 
logical or psychological tests ? 

Rotherhithe, SEH16. . J. A. GILLISON. 


QUININE IN CARDIAC ARRHYTHMIAS 


S1ir,—Having seen the note on this subject in your 
tssue of Sept. 8, which has just arrived here, I should like 
to say that throughout the war, while quinidine has not 
been available, I have treated all cases of paroxysmal 
tachycardia by slow intravenous injection of quinine 
hydrochloride (grains 6). This drug, which is of course 
alwaiys available in military hospitals in the tropics, has 
in every case produced an immediate return to normal 
rhythm. I have had no opportunity of trying quinine 
in other arrhythmias. 

\ R. L. HAVILAND MINCHIN. 
i 
i FOOD YEAST 


Srk, —The welcome progress in our knowledge of the 
nutritive value of yeast, admirably summarised in your 
leader of Dec. 1, may be a confirmation of an old village 
remedy. In bis first novel to be published, Clara Vaughan, 
written about 1852, R. D. Blackmore in chapter 53 
(headed ‘‘ One last chance’’) describes how a case of typhus 
in extremis from the fever and lack of nourishment was 
revived by administering as frequently as possible 
fresh yeast obtained in a jug at dead of night from the 
brewery of the old house which belonged to the patient, 
but from which he had been barricaded off by his 
servants from fear of catching the infection. 
who had diagnosed the case as ‘‘ the very worst form of 
typhus of the real Irish type,” had left saying that he 
could do no more as *‘ no medicine moved it at all.” It 
seems unlikely that Blackmore, who was a keen student 
of nature, relied solely on his own imagination for this 
remedy, and it would be interesting to know if others 
have come across it as an example of.village folk-lore. 
The village in the story was in Gloucestershire. 


M. H. GORDON. 


Molesey, Surrey. 


A REPORT by the mental hospitals committee of the London 
County Council states that between Dec. 13, 1941, and July 20, 
1945, 102 pationts were treated by prefrontal leucotomy. > 
Of these, 15 were discharged recovered, and 50 wero held 
to have improved. As in all these cases other forms of 
treatment had proved useless, and the prognosis before 
operation was uniformly bad if not hopeless, the results are 
considered distinctly encouraging. It is impossible at present 
to say whether the recoveries will be permanent ; “ but even 
if there were no discharges it is obvious that prefrontal 
leucotomy has something to offer. The change from noisy, 
violent, and destructive behaviour to that of orderly habits 
and of cheerful compliance with hospital routine is an 
indication of a peace of mind that brings relief not only to 
the patients themselves, but also to their friends and to the 
nurses who have to minister to theso distressing manifestations 
of mental disorder.” ° 


The doctor, 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


THE Japs arrived at Hankow in November, 1938, and 
took over the city without fighting. They surrendered 
about a month after VJ-day (Sept. 18 to be exact). In 
that month they looted truckloads of furniture, &c., from 
the houses they had lived in all through the war, and 
much of what they did not take to the Japanese Conces- 
sion was burnt openly in backyards. When they had 
to leave residences ‘‘ furnished as signed for,” they 
removed the good furniture and substituted cheap stuff. 

Chinese doctor friends who stayed in Hankow through- 
out the Japanese occupation tell me that the sanitary 
control of the city was quite good up to June, 1944— 
perhaps better than it had ever been—but about a third 
of the population had departed in 1938-40, which simpli- 
fied matters. Five sanitary districts were marked off, 
and these were kept well cleaned as to drains and garbage 
removal. Two small free clinics of 30 beds each were 
established in the city, and the mission hospitals were not 
much interfered with; but the municipal hospital (250 
beds) was turned out to make room for the Japanese 
military, and the city hospital (150 beds) was moved into 
a bank and some adjacent private houses (Poyang Road) 
not very suitable for a hospital. An isolation hospital to 
receive cholera, meningitis, dysentery, &c., was arranged, 
with 100 beds. All functioned well enough in 1940-48, 
but after that a decline set in, especially after air-raids 
began in mid-1944 and the population began to move out, 
which was very noticeable from October, 1944. By the 
end of the year at least two-thirds of the inhabitants had 
departed to country areas. The only mission radically 
seized was the Union (British) London Mission and 
Methodist Hospital. This was found after the surrender 
still occupied by Japanese military ‘‘ sick,” and, as in the 
American Church Mission Hospital across the river in 
Wuchang, all the internal fittings had been stolen, and 
nothing of a metallic nature remained. The gutting was 
complete and systematic, yet the military doctors had 
the wards and nurses’ quarters packed full of soldier 
patients ‘ awaiting evacuation.” | 


Whether the Japanese doctors were responsible for the ` 


strange whimsies by which the best private ward of the 
Union Hospital and its X-ray room became latrines and 
the operation-room was transformed into a serving kit- 
chen, while a couple of cholera cases were located in a 
bedroom of the Chinese staff, and the mortuary came to 
life as a kitchen, is more than we can guess. Buta room 
may serve any purpose when all its equipment and 
plumbing have gone. Nor can we say whether the 
metal-work ever reached Japan, became munitions, and 
now lies in the Gulf of Leyte, or if it was sunk by US 
planes when going down the Yangtse. All we do know 
is that lifts, railings, doorknobs, and light brackets 
exerted an irresistible attraction and vanished. Luckily 
the Japs refrained from looting or destroying the water- 
works and electric-light installations—perhaps at the 
end they had no time, or began to sec the light of “ things 
to come.” * s a . 


When Service doctors return to civil practice how much 
of their Service vocabulary will they carry with them ? 
When the ex-RAF medical officer (now on a civilian 
hospital staff) meets his new HP, the conversation might 
go somewhat as follows. 

Ex-RAF MO.—‘ So you’re the new u/t physician ? 
I hope you’re happy at your work. PH give you a spot 
_ of dual round the ward if you’ve finished your chai in 
Sister’s bunk.” 

‘* Now, what’s the gen on this grey-haired type ? His 
stomach is u/s? Bags of no juice, I expect. Well, I 
suppose you know the drill and you’ll get mobile... 
And his vibration-sense has gone for a Burton ? If his 
ee isn’t bang-on, the diagnosis is a piece of 
cake.” 

“ Let’s have a shufti at the next case. What’s he 
binding about ? Says I gave him duff gen as to when he 
would get out ? I suppose that was a bit of a black, but 
his leg’s still ropey and he’ll have to stooge round here 
until he’s got some more physiotherapy hours in.” 

“ That blonde job who was nearly written off looks 
tickerty-boo now. We ncedn’t natter about her.” 


“ Still niente report on this chap ? There’s ten-tenths 
finger trouble in the path-lab. Ask them again but if 
they want to scrub it, don’t wear it.” 

‘What’s the form on that maalesh type who had the 
shaky do? Oh, the trick-cyclist says he’s round the 
bend ; yes, I couldn’t agree with him more.” 

“Now, we must get weaving, because I’m already 
back-logged for tiffin and there’s no future .. .” 

HP (thoroughly cheesed).—‘‘ OK, then scram! I may 
be a sprog and you can tear me off a hell of a strip if you 
like, but I’m not altogether clueless on Raff jargon and I 
would like to say that I’ve had all this line-shooting of 
yours in a big way.” x * 


* 

In this peculiar existence one never knows what the 
next job will be. This time it is one of HM Transports, 
and as I am keen on eyes and clinical work I find myself 
ship’s hygiene officer without the least surprise. It is 
not very arduous and entails tagging on to the queue at 
ship’s morning inspection, and peering into all the 
“ heads,” “ gash bins,” and sinks of iniquity generally. 
The heads and showers usually harbour their quota of 
bodies escaping boat stations, either enthroned or having 
a quiet smoke. The incidence of hyperacute enteritis at 
this time of day is scarcely credible. We taxed the ones 
skulking in the showers the other day by “‘ testing ” the 
water-supply ; dripping figures filed out of the entrance 
grinning sheepishly. 

At night the mess decks with their hundreds of strewn, 
sweating bodies resemble a superheated palace of the 
Sleeping Beauty—but only in some respects unfor- 
tunately. At that time I emerge clad only in shorts to 
take wet-and-dry-bulb readings in all the hellspots. 
Most of the ship is dim and still, the laden hammocks 
swinging in unison and in time with the eternal creaking 
as she rolls and pitches. There are, however, various 
clandestine activities afoot which my undistinguished 
appearance does not interrupt. The cards, the dice, and 
the coin are the centres of little groups ; some are awake 
reading in the uncertain light or are wandering around 
with a blanket trying to find a cooler spot to ‘‘ crash ?” 
near hatch, alleyway, or louvre. Sometimes I listen 
awhile to a Maori circle strumming out their folk tunes 
on mandolin and guitar and humming softly. 

The troops are often interested in the thermometers. 
What’s the temp, Jack ? Blown the top off yet ? they 
ask, as they try to get to sleep in the velvet atmosphere, 
Sometimes a discussion is raging. The boys are reacting 
to the regimented life and usually someone is letting off 
steam : ‘‘ When I get out after five flaming years in the 
flaming Army, no flaming hall porter lavatory-house 
flaming jobs forme. Flame them! ” 

When I consider medical prospects after the war I feel 
a certain sympathy with his point of view. 

* * * 

Perhaps we were all a little bad-tempered after a 
gasless weekend. Our chief is a very mild man, and he 
did not seem to have been affected by cold meals; on 
Monday morning he was dealing as gently with the 
outpatients as he always does. But suddenly even he 
burst into a rage. The unfortunate patient had asked 
fora dressing. The chicf inquired if the patient supposed 
that the chiefs of a hospital such as ours did not know 
their job. Was it likely that he would be sent home 
without a dressing ? And so it went on for some time. 
The patient crawled out. ‘‘I always think,” said the 
chief apologetically, ‘‘ that it does patients good to be 
blown up occasionally. Did anybody notice, by any 
chance, what his job was? No? He’s at Beckton 
gas-works.”’ į g m 


“ De’il the fear ot! Long lining oot o’ date! ... 
Nearly extinct ? Little he kens aboot it! If I could get 
oot o’ the Navy I’d be worth £3000 a trip.” On the 
train to Aberdeen the other week I had quoted the 


opening sentence of your peripatetic correspondent of 
Nov. 3, “ The art of long lining is nearly extinct,” to 
a Skipper RNR, and that was his reply. He observed 
that your correspondent’s experience was in a very 
small way—but that was in the “‘Sooth.’’ On a full 
commercial scale, a trawler of some 150 tons, such as he 
owned, on passage to the norihern fishing-ground would 
take on board 5 crans of herrings (say 4000 fish). Half 


a herring was the bait per hook on a line 10 to 12 miles 
long. Each hook is bent on to the end of two feet of 
i 
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years and have forgotten the way.” . 


cotton-live which is attached to a fathom of cod-line. 
Then th¢ cod-lines “ hang ’’/from the main line (2 in. 
diameter) at intervals of a fathom, and the whole line 
is left coiled in 20 to 24 lengths of 500 fathoms each. As 
the tra ler proceeds at less than “ half ahead ” the line 
1s quickly baited and paid ont over the counter. -The 
catch is brought inboard by hand. “ All hands aft!” 
is the signal for a 6-man job on a 10—15-stone fish ; 
but very large fish, like the record 22-stone halibut, are 
“nae the best sellers.” No, Sir. The art of long 
lining ,is neither extinct nor unprofitable. And that 
Skipper concluded, ‘‘ D’you know, I haven’t a single 
complaint—not even a cough, a pain, or a dizzy-turn— 
to get me demob’d.’’ 7 
zk * * 

When, at 7.30, the waiting-room is still filled with 
rowdy children and there is a queue outside the door ; 
when the last twenty patients have opened with the 
words: ‘‘ Can I have a bottle please, doctor ? I have 
& pain in the back when I do this ” ; and when each in 
turn has demonstrated the painful movement slowly 
and methodically—then the telephone operator, in 
answer to her usual “ Just a moment, I have a call for 
you ” is as likely as not to be greeted by a partially 
demented doctor with the words ‘“‘ Do your piles trouble 
you now?” Fortunately she is long-suffering and 
seldom replies. Once, it is true, after being accused 
of giving a wrong number she was stung to reply, ‘‘ Well, 


' doctor, Iam very deaf. Can I come along to the surgery 


for you to syringe my ears?” She came; and the 
exchange waited while the wax waned. 
x ` * * 

Many have written of the chances and opportunities 
in medicine and surgery in different lands, of the fine 
fine of comradeship among members: of a service. 

hers of the Senior Service have noted the opportunity 
to take gin seriously and learn the art of doing nothing 
for long periods. But the chief and abiding gain I have 
wrested from the sea is an intense and lifelong joy in 
everything that pertains to the land. It has been no 
platonic love. It has led me to read geology with deep 
concentration and recently it has driven me into the 
highways and byways to bring botanical study into the 


wardroom. This last delight was carried through not. 


without courage. It requires more steadfastness to 
collect scarlet pimpernels before a ship’s company than 
to invade a foreign shore. 

This lust for the land also made me look to other 
worlds. Astronomy. was a constant standby at sea. 
Whatever beings there may be on the cbntinents of Mars 
were nightly envied—how pleasant to live in a world 
where all the water is canalised. 

F me * % 

I suppose nobody reads Mrs. Gatty now, yet her 
Parables from Nature presented a pleasant method for 
elucidating human problems. For instance, some of us 
have been a little mystified lately by the sudden change 
in the personality of some of the actors on the political 
The Minister of Wheels, who used to be so fiery 
and did not seem to be anxious to codperate with anyone, 
now not only seeks our coöperation but pours out 
honeyed, caressing words in rather sickly streams; the 
Minister of Whelks, who wanted every day to be D-day 
and sought immediate and unhesitant action for every 
problem, now counsels us to be patient, to take the long 
view, to be statesmanlike ; and the Minister of Whims, 
who held out Jam and Jehovah, now says our lot is 

lain unalliterative austerity. How confusing all this 
jig until we consider the beautiful water-beetle, Hydro- 
philus piceus, who is excessively voracious and entirely 
carnivorous as @ larva, but is a docile vegetarian with 
attractive habits and a far-seeing parent in the adult 
form. Indeed when I was a boy I used to catch them in 
the streams round Cambridge and sell them for 4d. each, 
such pets were they with aquarium-keepers. 

om * * 

While I was waiting for a friend in the King’s Cross 
underground station a man asked me the way to the 
“ gents.” I told him, and he then asked to borrow a 

enny, which I duly gave him.’ He explained his 
tchavour by saving; ‘‘ I have been a prisoner for four 

‘In Japan?” I 
inquired brightly. i No, Parkhurst,” he said. ‘“‘ Good- 
bye.” { i ove 
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Obituary 


OGDEN WATSON OGDEN 
M D DURH. 


Dr. Ogden Watson Ogden died on Nov. 27 at New- 
castle-on-Tyne, where from 1895 he had practised 
medicine with reputation and success. He was born in 
that city 74 years ago in a house near to which he later 
came to live and work. With other sons of merchants 
he received his early schooling at the Academy of Dr. 
Ehrlich, which, though now ousted by grammar schools 
and secondary schools, has left eave and standard 
which they will not easily attain. He studied medicine 
in the local school of medicine and qualified in 1893. 
Then followed two years in resident posts under Oliver, 
Limont, and Hume in the old Infirmary on Forth Banks. 
From that time onward he practised as a family doctor 
with a rising reputation, to whom his many friends 
and colleagues entrusted the care~of_their wives and 
children. Outside his practice he gav lar and 
devoted service as physician to the Northern Counties: 
Orphanage, to the Newcastle and Northumberland 
Sanatorium, and to the St. Mary Magdalene Home for 
Incurables, but his chief and most enduring interest 
was in his work for the Hospital for Sick Children. 
Specialisation had not been established in his early 
days, and it was in keeping with the times that he- 
served for seven years as assistant surgeon to the 
hospital before becoming honorary physician in 1904, | 
in which position he continued until his retirement in 1932. 

Although Ogden’s career was similar in its wide and 
humane conception of general practice to that of other 
practitioners of his time, his chief mark of distinction 
is that he was the first lecturer in diseases of children 
in the College of Medicine of Durham University. This 
he became in 1913 when the post was first instituted. 
In the beginning his duties consisted only of ten lectures 
given ln the winter session, but later clinical instruetion 
in the wards was added. He brought to this work a 
rich experience revealed in quiet exposition which gave 
to thd lecture-room something of the atmosphere of a 
courteous consultation. He will be remembered for 
this and also for his patience, tact, and understanding 
of h man nature. 


! Public Health 


TUBERCULOSIS IN KENT 


IN Kent the number of tuberculous patients requiring 
institutional treatment, which was 564 in 1935, rose to 
744 in 1942 and 944 in 1944.- Dr. Constant Ponder, 
county MOH, in his annual report for last year, points 
out that the slight increase between 1935 and 1941 must 
be partly attributable to reorganisation of the tuber- 
culosis service in 1936, which provided better facilities 
for diagnosis. But the figures for 1942 and subsequent 
years reveal ‘‘a clinical, administrative, and social 
problem of the first magnitude.” i 

“ In 1944 the number of male patients requiring treatment 
had risen to 458, an increase of almost 40% on the figure for 
1935. For women, however, the figure has risen to 428, an 
increase of 116% on the figure fòr 1935. This marked increase 
in the number of women patients can be attributed to the 
fatigue and strain of the war years, factors which would affect 
housewives, as well as women working in industry, many of 
them for the first time, and the probability that many women 
would consume less than their proper share of rationed goods 
in an effort to ensure that their children and husbands had 
as full a diet as possible. This increase in the number of 
women suffering from pulmonary tuberculosis means an 
increase in the ‘contact’ problem, for it is axiomatic that 
contacts, particularly children, are more likely to be infected 
when the mother and not the father is suffering from pul- 
monary tuberculosis.” © _ 

Up to the end of 1941 the Kent County Council was 
able to provide an increased number of beds for 
the increasing number of patients requiring treatment, 
but thenceforward the gap between needs and require- 
ments began to grow. 

“ Writing in September, 1945, it must be recorded with 
regret that this gap continues to grow. The sad and heart- 
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breaking fact is that the Council could, from its own 
resources, provide most, if not all, of the beds which would be 
required to abolish entirely the waiting list for pulmonary 
tuberculosis, if the necessary nursing and domestic staff were 
forthcoming.” 


At 664 the number of tuberculosis deaths in the 
county was lower in 1944 than in 1935, when it was 723. 
The estimated mid-year population, however, had fallen 
from 1,303,600 to 1,154,350. 


Infectious Disease in England and Wales 
WEEK ENDED NOV. 24 


Notifications. —The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1911; whooping-cough, 1232; diphtheria, 654 ; 
paratyphoid, 10 ; typhoid, 7; measles (excluding rubella), 
453 ; pneumonia (primary or influenzal), 579 ; puerperal 
pyrexia, 132 ; cerebrospinal fever, 32 ; poliomyelitis, 15 ; 
polio-encephalitis, 4; encephalitis lethargica, 1; dysen- 
tery, 223; ophthalmia neonatorum, 68. No case of 
cholera or plague was notified during the week, but 
there were 2 imported cases of typhus, 1 in St. Pancras 
and 1 in the port of Liverpool. | | 

The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on Nov. 21 was 1098. During the 
previous week the following cases were admitted : scarlet fever, 
72: diphtheria, 55 ; measles, 10 ; whooping-cough, 20. 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, 1 (0) from scarlet fever, 1 (0) from measles, 
7 (0) from whooping-cough, 6 (0) from diphtheria, 38 (5) 
from diarrhoea and enteritis under two years, and 25 (5) 
from influenza. The figures in parentheses are those for 
London itself. | 

There were 4 deaths from influenza at Birmingham. 

The number of stillbirths notified during the week 
was 188 (corresponding to a rate of 28 per thousand 
total births), including 20 in London. 


On Active Service 


CASUALTIES 
KILLED IN ACTION 


Lieutenant GEOFFREY ROGERS, MRCS, RAMC 


Licutenant Rogers, who was previously reported missing, is 
now known to have been killed in action at Alexandra Hospital, 
Singapore, on Feb. 14, 1942. . 


DIED 
Captain GEORGE PETER NASH, LMS NOVA SCOTIA, RAMC 


AWARDS 
, MC 
The late Captain A. M. OGILVIE, MB CAMB., RAMC 


MENTIONED IN DESPATCHES 


Surgeon Lieut.-Commander K. J. R. O CONNOR, MRCS, RN 
Surgeon Lieut.-Commander T. B. FITZGERALD, DSC, MB 

BIRM., FRCSE, RNVR 
MEMOIRS 

Major Jons Frencu, who was killed in an accident in 
Rome, was the son of Mr. Luther French, roa, of Waltham- 
stow. After schooldays at the Imperial 
Service College, he spent a year m 
Switzerland before beginning his medical 
studies at Bart’s.in 1928. Here for a 
time he was secretary of the boxing club, 
winning the silver cup as a fly-woight in 
1929. On qualifying in 1932 he was 
“i appointed house-surgeon at the Norfolk 
a | and Norwich Hospital, and after deciding 
i to specialise in radiology he held a post 
in the radiotherapeutic department of 
the Royal Northern Hospital, London. 
Later he became first assistant radio- 
therapist at University College Hospital 
and served in the EMS as radiologist at the Royal National 
Orthopedic Hospital, Stanmore. He took tho DMR in 1939. 

“ John was a man who had only to be known to bo liked,” 
writes C. F. “Simple in his tastes, quiet in manner, he had 
depth of character and a rare understanding of people. Perhaps 


his most outstanding trait was an intense love of the country, . 


its people, and its crafts, and he was never so happy as when 
gardening or working at his home at Great Dunmow, where 


ON ACTIVE SERVICE 
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his skill in construction and taste in design were everywhere 


apparent. The Norfolk Broads claimed a large share of his 
affections and at least once each year he went there to 
sail and meet again the simple marshfolk who were his 
friends.” 

French spent over three years with the 8th Army, attached 
to the 48th Hospital in tho Sudan, in Tripoli, Italy, and 
Austria. He returned to Italy from leave at home only a 
month before the accident in which he was killed, almost 
instantly, by the projecting part of an overtaking lorry. 
He was 38 years of age. 


Captain Percy Lovis was born in London in 1916 the 


youngest son of the late Mr. S. Louis and Mrs. Louis of 
Crawley Down, Sussex. His sister is Dr. i 


Florence Louis of the South London mez ear 
Hospital for Women. From Aske’s | 4 
School, Hampstead, he went to University 
College Hospital medical school where, 
he qualified early in 1939. After holding 
an appointment as resident medical 
officer at the Weymouth General Hospital 
he joined the Army and went to France 
in December, 1939, as medical officer 
to the 4th battalion of The Buffs. This 
battalion was attached to the S5lst 
division and fought in. France after 
Dunkirk, returning to England in July, 
1940. Louis was mentioned in despatches 
for distinguished conduct in this campaign. 
In September, 1940, he went to Malta and was there through- 
out the siege. After the relief of the island he joined the 
parachute forces and after some service m Italy returned to 
this country. 

He took part in the airborne invasion of Holland in Sep- 
tember, 1944, landing at Nijmegen. He volunteered to go 
forward with medical supplies to Arnhem, and after crossing 
the Lower Rhine he was captured. The enemy, however, 
promised to send his supplies through and gave him a safe- 
conduct back across the river. He recrossed the same night 
with supplies and was last seen on the north bank under 
heavy fire. He was reported missing, and it was hoped that 
he had escaped into the Dutch underground forces, but he is 
now officially presumed to have lost his life. 

“ At University College Hospital,” writes A. D. L., “ Percy 
Louis, with modesty and engaging charm, played his full part 
in the social as well as the academic side of hospital life. 
Those who knew him in Malta during the siege testify to his 
unfailing courage and good humour, and it was striking 
evidence of the former that he should later volunteer for 
parachute duties.” 
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Births, Marriages, and Deaths 


BIRTHS 


BURSTAL.—On Nov. 24, at Lutterworth, near Rugby, the wife of 
Dr. E. Worsley Burstal—a son. i , 

CARTWRIGHT.—On Nov. 26, at Ilminster, the wife of Dr. W. H. 
Cartwright—a son. 

CRUICKSHANK. —On Nov. 30, in London, the wife of Mr. Alexander 
Cruickshank, FRCS—a son. 

FLEMMING.—On Nov. 30, in London, Dr. Elizabeth Flemming (née 
Haden), wife of Mr. Cecil Flomming, FRcS—a son. 

HoLLAND.—On Nov. 26, in London, the wife of Surgeon Lieut.- 
Commander C. B. Holland, DSc, RNVR—a son. 

LANCE.—On Nov. 26, at Brackley, the wife of Major N. D. Lance, 
RAMC—a son. 

LuNn1T.—On Nov. 22, at Oxford, to the wife of Major Randle Lunt, 
RAMC—Aa son. , 

Murray.—On Nov. 24, in Edinburgh, the wife of Licut.-Colonel 
C. M. M. Murray, RAMc—a daughter. 

PRITCHARD. —On Nov. 24, in London, the wife of Dr. Blake Prit- 
chard—a daughter. 


MARRIAGES 


Ginp—MILter.—On Nov. 28, at Carlisle, Harry Alexander Gibb, 
captain RAMc, to Jean Graham Miller, PM RAFNSR. e 


DEATHS 


BALFouR.—On Dec. 1, at Dulwich, SE21, Margaret Ida Balfour, 
CBE, MD BRUX., MB REDIN., FRCOG, 
BORLAND.—On Nov. 28, Vynne Borland, MB, B 8C GLASG., DPO. 
DuFF.—On Nov. 26, Donald Duff, FRCSE, FRFPS, of Glasgow. 
EDMUNDS.—On Nov. 29, in London, Arthur Edmunds, CB, MS LOND., 
FRCS, aged 71. : 
HinDs.—On Nov. 29, Thomas Walter Hinds, MD LOND., of Brenchley 
formerly of Bexley. ’ 
KEARNEY.—On Nov. 30, at Ealing, Wi, Johu Kearney, MD RUI 
lieut.-colonel RAMc, retd. ; 
OGDEN.—On Nov. 27, Ogden Watson Ogden, MD DURO., of New- 


castle-on-Tyne, aged 74. 


i 


Simpsons 


Notes and News 


GAS-AND-AIR ANALGESIA BY MIDWIVES 


AFTER July, 1946, every midwife will have to learn to give 
nitrous-oxide and air analgesia as part of her training. Rule 
B42 of the Central Midwives Board has been amended to read 
as follows: | : 

** A certificate, in the form set out in the schedule hereto, shall be 
awarded to each candidate successful at the Second Examination, 
and every such candidate, after she has submitted evidence to the 
Board of having been found proficient by an approved institution 
in the administration of nitrous-oxide and air analgesia, shall be 
admitted to the Roll of Midwives.” 

_ The pupil-midwife must attend three lecture-demonstra- 
tions by a specialist anesthetist of an institution approved by 
the Board, one of the lectures to deal with the emergencies of 
anesthesia and care of the unconscious patient. She must 
also administer nitrous oxide and air to at least 15 patients in 
labour, using a recognised apparatus (the Minnitt, Walton- 
Minnitt, and ‘‘ Amwell ” apparatuses have been recognised), 
under the general supervision of a specialist anzesthetist and 
the detailed supervision of a midwife or resident medical 
officer well qualified in the use of the apparatus. It is hoped 
that pupil-midwives will pass their tests of proficiency in 
analgesia during their training for part 1 of the qualifying 
examination, but they may do so at any time during their 
training, or, in special cases, even after enrolment. 


OCCUPATIONAL INCIDENCE OF PEPTIC ULCER 
- THE Middlesex County Council have given Dr. F. Avery 
Jones, acting deputy medical director of the Central Middlesex 
County Hospital, facilities to carry out from the hospital 
an ‘investigation into peptic ulcers and their occupational 
incidence. They are also providing him with the part-time 
services of a radiologist and of a clerk. In addition the 
Medical Research Council, on the recommendation of the 
- Industrial. Health Research Board, have made-a grant of 
£1200 for one year to cover the salaries and travelling expenses 
of a full-time medical research-worker and a social worker to 
help Dr. Avery Jones in his inquiry. Dr. W. R. S. Doll, 
-at present working in the medical unit at St. Thomas’s 
Hospital, has been appointed to the former post. 

Some 500 new cases suffering from gastric and duodenal 
ulcers are treated at this hospital every year and there are 
usually between 40 and 50 inpatients, About 80% of these 
patients are men, mostly in the 30-50 age-group, in the midst 
of their working life. With this age-incidence in mind, Dr. 
Avery Jones has lately made a survey of the staff of a local 
factory, where he found that 5:9% of 636 men had had 
ulceration of the stomach or duodenum. 


BMA ANNUAL HANDBOOK 

THE 1945-46 annual handbook is of more than domestic 
interest, and many besides the 51,000 members of the asso- 
ciation will find it a valuable book of reference. The work and 
aims of the BMA are adumbrated in the list of its standing 
committees ; and many of the plans of the profession for the 
future are suggested in the network of joint committees 
which connect the association with, for instance, the Royal 
Colleges and the Trades Union Congress. The handbook 
also contains a summary of the constitution of the associa- 
tion, and of its publications, and ends with a short list of 
useful addresses, including those of the deans for post- 
graduate medical education for demobilised officers. 


University of Oxford l 
On Nov. 24 the degree of DM was conferred on J. C. Ryle. 


University of Edinburgh 

Dr. Douglas Guthrie has been appointed to the lectureship 
on the history of medicine. i 
Royal College of Physicians of London 

The FitzPatrick lectures which were to have been delivered 
by Dr. Cecil Wall on Dec. 11 and 13 have been postponed. 


Medical Society of London 


On Monday, Dec. 10, at 8.30 pm, at 11, Chandos Street, 


W1, Prof. E. C. Dodds, FRs, and Mr. Terence Millin will 
open a discussion on hormone therapy in the treatment of 
cancer. : 
17th (1st County of London) General Hospital TA 

A meeting will be held at the Duke of York’s Headquarters 
(Centre Block), Chelsea, on Wednesday, Dec. 19, at 6.30 PM, 
of officers who served in this hospital, to discuss the question 
of an annual dinner. 


i | 
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University of London : | | ; 
Names lately added to the university’s roll of honour 
include the following : i 


Captain P. S. ADLER, RAMC | Captain G. A. RICHARDS, 
(Lond. Hosp.). RAMC (St. Bart’s). 
aptain B. A. M. BROWN, Captain -J. . SWANSON, 
MO, RAMC (UCH). RAMC (Middlesex). 
aptain B. BROWNSCOMBE, Captain J. R. SWEETING, 
GM, RAMC (UCH). RAMO (UCH). ; 
Captain R. A. B. KINLOCH, Captain W. THOMSON, MC, 


RAMC (St. Thomas’s). ms (UC, King’s, & Char. X). 

Dr. Walter Freudenthal has been appointed to the univer- 
sity readership in dermatological histology tenable at Univer- 
sity College Hospital medical school. He is a graduate of the 
University of Breslau, and since 1934 he has been research 
worker and assistant to the dermatological-department of the 
school. ~ 

The title of professor emeritus in morbid anatomy has been 
conferred on Dr. G. W. de P. Nicholson, who held the chair 
at Guy’s Hospital medical school from 1922 until 1944. 


Return to Practice 
The Central Medical War Committee announces that the 


following have resumed civilian practice? 


Dr. H. W. APPLIN, 83, Park Lane, Croydon. - 
Dr. D: EVAN BEDFORD, FRCP, la, Upper Wimpole Street, London, 


Dr. D. BLATCHLEY, 2, Chatsworth Road, Chiswick, W4. 

Dr. E. R. CULLINAN, FRCP, 140, Harley Street, London, W1. 

Dr. T. FANE TIERNEY, 40, Harley Street, London, W1. 
Royal Society of Medicine 

On Tuesday, Dec. 11, at 5.30 rm, at the section of experi- 
mental medicine and therapeutics there will be a discussion 
on DDT, when the opening speakers will be, Prof. G. R. 
Cameron, Dr. A. Thelwall Jones, and Dr. H. D. Chalke. The 
section of psychiatry will meet at the same hour, when Dr. 
W. Rees Thomas and Dr. H. E. Magee will open a discussion 
on diet in mental illness. On Dec. 12, at 4.30 pm, Dr. Graham 
Weddell will read a paper to the section of physical medicine 
on the value of electromyography in lesions involving the 
lower motor neurons in man. 
Royal Society of Tropical Medicine 

On Thursday, Dec. 13, at 8 Pm, at 26, Portland Place, 
London, W1, Mr. John S. Winant, the American Ambassador, 
will present the Theobald Smith gold medal, awarded by 
the American Academy of Tropical Medicine, to Dr. C. M. 
Wenyon, FRS. Afterward Dr. L. E. Napier will open a 
discussion on the teaching of tropical medicine. Sir Philip 
Manson-Bahr, Prof. R. M. Gordon, Dr. George Macdonald, 
Lieut.:Colonel E. H. Vere Hodge, and Lieut.-Colonel W. R. M. 
Drew will also speak. 


Presentation to Dr. H. G. Adamson 

On his 80th birthday (Nov. 28) a silver rose-bowl was 
presented to Dr. H. G. Adamson by 30 of his former 
assistants and house-surgeons in the skin department of St. 
Bartholomew’s Hospital, meeting at Dr. Henry Corsi’s house. 
Subscriptions had been sent by his pupils from places as far 
apart as Australia, South Africa, and East Africa, and in 
spite of present difficulties 16 of the subscribers attended to 
pay tribute to their teacher. They were glad to see him 
looking hardly a day older than when he retired from St. 
Bartholomew’s Hospital 18 years ago. 


A Criticism of Physical Medicine 


Sir Morton Smart, mp, will deliver a lecture with this 
title on Saturday, Dec. 15, at 3.15 pm, at 28, Portland Place, 
London, W1. Mr. V. Zachary Cope, FRcs, president of the 
Board of Registration of Medical Auxiliaries, will take the 
chair, and tickets may be had in advance from the secretary 
of the Society of Physiotherapists, 24, South Molton Street, 
Wi. 


Release of Nurses from the Forces 


If an employing authority can convince the Ministries of 
Health and Labour that early release of a particular nurse 
is desirable because she is required for a key position or for 
a vacancy demanding special qualifications which cannot 
otherwise be filled, the Service Ministries will consider release 
under class B. Applications, which should be made on 
form D1 obtainable from the Ministry of Health, should be 
based on the importance of securing the particular nurse— 
e.g., as matron, assistant matron, sister tutor, superintendent 
of health visitors, or supervisor of midwives—and not on the 
general shortage of staff. | 

The arrangements apply equally to male State-registered 
nurses. 


w 
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Pharmaceutical Society of Great Britain 

' On Thursday, Dec. 13, at 7 pm, at 17, Bloomsbury Square, 
London, WCl, Mr. C. J. Blok, D so, will describe pharma- 
ceutical conditions in Holland under the German occupation. 


London Association of the Medical Women’s Federation 

At a meeting to be held on Friday, Dec. 14, at BMA 
House, Tavistock Square, WCl, at 8.30 pm, Miss D. J. Kin- 
loch Beck will speak on the scope of neurosurgery. 
Penicillin Exhibition in Paris 

An exhibition has been opened at the Palais de la Décou- 
verte in Paris, illustrating the discovery and early develop- 
ment of penicillin in Britain, and also the contributions of the 
United States and France. The British material has been 
assembled by the British Council, and it is hoped that Sir 
Alexander Fleming, Frs, and Sir Howard Florey, Frs, will give 
lectures in connexion with the exhibition, which will remain 
open about three months. 


Norwegian Visitors 

Under the auspices of the British Council, Dr. Alf Brodal, 
assistant professor of anatomy, and Dr. Kristian Kristiansen, 
chief assistant in the neurological department of Oslo Uni- 
versity, and Dr. H. F. Fabritius and Dr. Per Hanssen, chief 
assistants in th3 Oslo Municipal Hospital, are spending three 
we3ks in this country, visiting hospitals and medical centres 
in London, Oxford, Manchester and Edinburgh. 
Dinner to Major-G2neral Richardson 

A farewell dinner was given on Nov. 23 at the Dorchester 
Hotel to Major-General D. T. Richardson, cB, mc, KHS, 
director of hygiene at the War Office, who is retiring. Briga- 
dier R. M. B. MacKenna, late consulting dermatologist to the 
Army, in proposing the toast of the evening, said that if the 
ordinary soldier realised how much he owed to General 
Richardson he would join in paying tribute to him. In reply 
General Richardson thanked the members of his staff for their 
help and expressed his great appreciation of the cordial 
coöperation he had received from his scientific advisers and 
his colleagues in the Ministry of Health and the other Services 
Churchill Hospital, Oxford i 

This hospital, which was built by the Ministry of Health 
at tho beginning of the war, is likely to be available for 
civilian use early next year. There is a serious shortage of 
beds in the district—the Radcliffe Infirmary alone has a 
waiting-list of 1500 patients—and the Oxford city council, 
with the concurrence of the county council, has now taken 
over the hospital from the Ministry. ` The committee of the 
Radcliffe Infirmary have agreed to administer the hospital 
until the local bodies have had time to produce a scheme for 
the permanent management of hospital services in the city. The 
Churchill Hospital is adjacent to the Wingfield-Morris Hospital 
at Headington and was the war-time home of the “‘ American 
Hospital in Britain.” It has accommodation for 350 patients, 
St. Thomas’s Hospital 

At a court of the governors held on Nov. 28 plans were 
announced for a new hospital of 1000 beds to be built on the 
present site and on the land adjoining it, which already be- 
longs to the governors. The medical school has now returned 
from Godalming, the training school for nurses from Edin- 
burgh, and the massage school from Manchester, but the 
country branch of the hospital at Godalming remains open for 
the present. As it will be impossible to begin work on the 
new hospital for a couple of years, a temporary ward block 
and outpatient department are to be built which will make 
available 550 beds, only 90 fewer than before the war. It is 
hoped that this interim plan will be completed by 1947 when 
St. Thomas’s will be admitting women students for the first 
time. The hospital has never had any shortage of nursing 
candidates, and even this year received eight times as many 
applications as there were vacancies. 


Bristol Council for Rehabilitation 

The council has appointed the following oflicers: chairman, 
Mr. A. G. Thompson; vice-chairman, Mr. F. R. Imison ; 
hon. secretaries, Mr. P. Hanks (secretary, Winford Ortho- 
pedic Hospital) and Mr. John Dodd (hon. secretary, Bristol 
and District Divisional Hospitals Council). Reference was 
made at a meeting of the committee to the reluctance of 
disabled people in Bristol and district to register under the 
Disabled Persons (Employment) Act. The council hopes 
that disabled people, including those who may think their 
long-standing disabilities preclude any possibility of employ- 
ment, will realise that it is to their advantage to register under 
the Act. 


LUTY, STELLA M., MB LOND.: temp. asst. TO 


Presentation Cots ; 

Messrs. Cow & Gate Ltd. have given £1000 each to the 
Hospital for Sick Children, Great Ormond Streèt, and to the 
Queen Charlotte’s Maternity Hospital, Hammersmith, for 
the endowment of Cow & Gate cots. i 


Eugenics Society 

On Tuesday, Dec. 18, at 5.30 rm, at the rooms of the Royal 
Society, Burlington House, Piccadilly, London, W1, Mr. 
D. V. Glass, PH D, will discuss the development of population 
policy. 
Ethical Pharmaceuticals Association 

At the annual general meeting of the association the 
following officers were elected : chairman, Mr. C. W. S. Taylor 
(Ciba) ; vice-chairman, Mr. R. F. Edkins (Organon) ; secretary 
and treasurer, Mr. F. G. W. Paige; members of executive 
committee, Mr. C. M. Bell, Mr. H. R. Napp, Mr. E. J. Dowty, 
Mr, A. C. Henry, and Mr. G. L. Cooper (ex officio). 


Hospital Saving Association 


At the annual meeting of the association on Nov. 29, Sir Alan 
Anderson was able to announce a record increase on a record 
income. On Aug. 1, 1944, the weekly rate of contribution 
was raised from 3d. to 4d., and for last year the income was 
£1,491,000, including £16,870 from employers, an increase of 
£257,000 over the year before. Nearly 2,250,000 people in 
London are contributors to the association and over 4,500,000 
people are entitled to benefits. Last year the cost of adminis- 
tration was £70,973, or 4:6% of the contributions, and pay- 
ments for hospital services reached £1,282,000, another new 
record. Sir Alan was presenting the annual report for the 
last time, but on his retirement from the chairmanship of 
the association he has been elected its first president. Mr. 
Henry Lesser succeeds him as chairman. 


RAF Physical Training Establishment 


Princess Louise, accompanied by the Earl of Athlone, 
recently visited the Royal Air Force establishment in Sussex 
Place, Regent’s Park, London, where treatment and reable- 
ment are undertaken in cases of injury or disease of muscles 
and joints. They were received by Air-Commodore J. Kyle, 
Sir Morton Smart, and Squadron-Leader B. Kicrnander. 


CORRIGENDUM: Normal Life of Red Cell.—In the caption 
to the chart illustrating Dr. H. S. Baar’s letter last week 
(p. 724) for “ 2n” read “Zn.” 


Appointments 


ADAMS, AT MD LOND., FRCS: RSO, Wingfield-Morris Hospital, 
or 


BINNING, REX, MA CAMB., MRCS, DA: temp. anwsthetist, Sussex Eyo 
Hospital, Brighton. 

CALCOTT, R. D., MB LOND.: RSO, Driffield Enicrzency Hospital. 

DALTON, If. W., MB DUBL. : temp. patholosist, Royal Manchester 

Children’s Hosnital. 

FooTE, R. ROWDEN, MRCS, DRCOG: 
department, Harrow Hospital. TE 

*GORDON, MENDEL, FRCS, DLO: temp. visiting consultant ear, nose, 
and throat surgeon, Crumpsall Hospital, Manchester. 

HICKSON, VIOLET L. A., MRCS, DPH: temp. asst. MOH for Stafforde 


surgeon i/c varicose: veins 


shire. l 
TIIRD, G. F., MRCS : RSO, Royal West Sussex Hospital, Chichester. 
lHIRST, FANNY, MB LEEDS, DPI: temp. asst. MOH for Staffordshire. 
LEV, CONSTANCE G., MB LPOOL: temp. asst. MOH for Burnley. 


Warwickshire and 
Coventry joint committee for tuberculosis 

MCCLUSKIE, J. A., MB GLASG., BSC: part-time psychiatrist, South- 
end-on-Sca education committee. 

Nasu, R. M., MB NUI: RSO, Royal Halifax Infirmary. 

PEEL a L., MRCS : surgical registrar at Charing Cross Hospital, 

ondon. 

*WatTrs, G. T., MB BIRM. : temp. RSO, Booth Hall General Hospital, 
Manchester, g 

WILSON, E. R. M., MB GLASG. : temp. asst. MOH for Ilford and RMO 
at the borough isolation hospital and sanatorium. 

WINSTANLEY, M. P., MRCS : RSO, Royal Albert Edward Infirmary 
aud Dispensary, Wigan. ; , 

* Subject to confirmation. 


The following factory surgeons have been appointed : 
BRYANT, T. R., MB WALES : Tredegar, Mon. 


SOUTHERN, R. G. W.: MB LOND. : Ripley, Surrey. 


Colonial Medical Service.—The following appointments 
announced : 

RowEsMAN, C., MD DUBL., FRCSE, DTM X H : specialist, Gold Coast. 

JACKSON, E., MB MANC. : MO, Tanganyika. 

LENNOX, D., MD EDIN., DPH, DTM & H: ADMS, Gold Coast. 

MA T I. G,, MB EDIN., FRCSE, DTM & H: senior specialist, 

Igeria. . 

McLAGAN, F., MB ST.AND., MRCP, DPM, DTM & H: ADMS 
Sierra Leone. ? 

QUIN, W. M., MB, FRCS, DTM & H : specialist. Sierra Leone. 

TURNER, J. G. S., MB GLASG., PPH, DTM: DDMS, Gold Coast. 

WALLER, G. R., MB EDIN., DPR : ADMS. Nigeria. 
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HOSPITAL, INDUSTRY, AND THE 
INJURED MAN 
A SURGEON’S THOUGHTS ON REHABILITATION* 


G. R. GIRDLESTONE, B MOXFD, FRCS 


CONSULTANT ORTHOPEDIC SURGEON, RADCLIFFE INFIRMARY 
AND WINGFIELD-MORRIS ORTHOPZDIC HOSPITAL, OXFORD 


“ In works of labour and of skill 
I would be busy too ; 

For Satan finds some mischief still 
For idle hands to do.” 


IN the day of Isaac Watts it seems that Satan went 
out of his way to find mischief for idle hands to do; 
but that was long before the passing of the Workmen’s 
Compensation Acts. Afterwards the devil soon saw that 
he could sit back and watch his work being done for him. 
For when an injured man’s hands lie idle, worries and 
_ anxieties take possession of his unoccupied mind ‘as he 
fumbles over his i injury—worries about medical examina- 
tions, appearances in court, and the assessment of 
compensation. Weeks and months drag on, and all the 
time he knows that the more disabled he appears to the 
doctors and in court the more compensation he will 
be awarded. Small wonder if he begins to make 
the worst of himself. There is something peculiarly 
devitalising, even disintegrating, about the whole 
procedure. It is devil’s work. We know only too well 
what can happen to such a man, how at the end of a 
few months he can have become a pitiful creature 
breaking into a sweat under the gentlest examination 
and out eof breath from ‘‘ nerves ” and nothing more. 

There was a time not very long ago when sheer 
necessity drove the injured workman back to his job 
as soon as he could make anything of it. The common 
result was quick recovery ; but there were many hard 
cases, and the Workmen’s Compensation Acts became 
law. Most unfortunately those who framed these 
humane measures had not recognised the vital con- 
tribution of activity to recovery or foreseen that men 
might ‘put compensation before work. The result has 
been tragic wastage and deterioration of human material. 
Many thousands of men have suffered a relaxation of 
the very fibre of their constitution and character—have 
suffered great injury from well-meant legislation. It 
has been distressing to see these men, now claimants 
rather than patients, just waiting month after month 
and daily becoming less fit for work, and to know that 
this began at the very time when an early return to 
work would have been the best and quickest means 
of recovery. Mistaken, misguided, or caught in the 
working of ill-designed legislation they were bartering 
their birthright of vigour, character, and confidence for 
a mess of pottage. Now, thank God, a recognition of 
all this folly and a general understanding of rehabilita- 
tion have brought better ways and wiser legislation. 
Hospital and industry’ now combine to get the man 
active and give him a planned series of. constructive 


jobs and games of skill designed to bring him along 


instinctively to the full use of his powers again. 

It has been well to look back for a moment to this 
recent dark chapter in social legislation, for it remains 
a sombre background in the minds of working men. 
They rightly judge the social order of their day by its 
success or failure in dealing with hardships ; and a man 
forms his conclusions from what he sees of the treatment 
of his injured fellows. It is for us to make sure that 
he will decide ‘‘ They won’t let’ us down ” and not 
“ They don’t care a brass button about us.” 


THE HOSPITAL 


- His rehabilitation begins when the victim of an 
accident reaches hospital, and for a good beginning we 
need a good -hospital. I will briefly mention some of 
the points that characterise the Wingfield—character- 
istics due in part to the aim of those who started the 
hospital but more to the natural growth of so wholesome 
an organism. Such a hospital can be animated by a 
common purpose held by every member of the staff, 
men and women determined to learn their job thoroughly 


e Read before a conference of industrialists and doctors held at 
Oxford on June 13 under the auspices of the Nufficld Foundation. 
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from the bottom and to go on learning always from 


experience, discussion, reading, and, when possible, by 
going to see what others are doing in other hospitals 
and other countries.’ 

The ‘members of such a staff will be eager to do 
everything they can for every patient. Our first duty 
is to carry through the skilled efficient treatment of the 
case. But that is not enough, for-the patient is an 
altogether deeper problem than the case. Within him 
is a fertile soil in which all sorts of emotions can grow— 
worry and despondency, or courage and determination. 
Some men sail through desperate injury and apparent, 
disaster with flags flying; others need all the help we 
can give them, body, mind, and spirit. To meet their 
need we have a complete team of experts for their 
nursing, feeding, splinting, surgery, physiotherapy, 
occupational therapy, education, religion, and, not 
least, diversion. It is difficult to get together the 
members of such a team, and we are sure to make 
mistakes in their choice. A few do not fit, and go, 
but most respond to the infection of the place ; for they 
would be blind who failed to see the greatness of skilful 
gentle service given generously to-those who sorely need 
it, and poor creatures who did not fiid happiness in 
the response of those they serve. To join in so whole- 
some a common task breeds the right kind of men and 
women; yet there is no automatic success. A hospital 
is fortunate when its leaders are humane and friendly 
men and women who ‘have an all-round knowledge of 
its work, do their own job consistently well, attract the | 
right colleagues, give them responsibility and freedom 
of action, and show that they trust: them, even when 
they make mistakes. 

I have said elecwheret that ‘‘the compassion of an 
orthopedic hospital must be very practical, like that 
of the Good Samaritan. A gentle kindness is the 
natural response of nurse and surgeon to a patient in 
distress, easy when all he needs is to be tucked up snug 
and warm in bed and put to sleep, but difficult when 
treatment demands the contact of splint or plaster. 
But even this can be welcome if the work is based on 
skill hardly won and generously given by men and women 
who have taken pains to acquire an intimate knowledge 
of their work and are unsparing of time and trouhle, day 
after day, to ensure the exact adjustment of the splintage 
and the comfort and well-being of the injured part.” 

The hospital team then get to work with their con- 
tribution to the repair of the injury. Quickly the 
confidence of the patient is won and his coöperation 
enlisted. Modern splintage is designed for restful 
immobility of the. structures needing rest and active 
movements of all parts that can safely be moved ; 
particularly is this so with the hand. Light persistent 
interesting constructive use of thumb and fingers 
quickens the healing of all the tissues of the limb ; light 
to avoid strain, persistent to keep the muscles busy 
through the day, constructive in order that the man’s 
attention may be absorbed and his movements instinctive, 
interesting so that the occupation may be pleasant rather 
than tedious. This occupational therapy may be combined 
with physical treatment, massage, re-education, and so on. 

We are learning more and more that what a man 
learns to do for himself is the mainspring of his recovery. 
Education is the secret of his treatment—education in 
the true sense, which means making something whole- 
some and true grow within him. An accident, however 
unwelcome, gives a man a place in the schoo] of experi- 
ence, and wisdom is most surely found in that school. 
Too easy a life is a misfortune: there is truth in the 
term an ‘‘ unlicked cub.’’ That some are slow to learn 
I know from my own life, which has been chequered 
accidents, and difficulties. Only in 
distress can a man appreciate to the full the wales of 
friendship and sympathy: here too he may acquire 
humility, the mother of contentment ; and, beyond all 
else, God may reveal his love to a man when he thinks 
himself utterly down and out. He learns from the skill 
and kindness of the hospital, from the sympathy of 
friends, and, let us hope, from the interest and loyalty 
of his employers: that is real compensation, for a new 
sense of fellowship takes root within him, grows in his 
quiet times, and is fostered by his gratitude. 


1. Lancet, 1943, ii, 593. 
AA 
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WORKS MANAGEMENT 


When one of his men leaves hospital or comes back 
from the Services disabled, the employer has a chance 
of going out of his way to help and serve his fellow man 
and of proving his interest and friendship. If he is to 
make this help effective, he must be prepared to take a 
great deal of trouble. . 

Industry varies more in size than in principle ; what 
the employer can do by personal touch in a small 
factory must still in the bigger works be done by personal 
touch—though no longer directly by the employer. In 
either case the greatest success can only be achieved 
by men of exceptional understanding and warmth of 
feeling ; . ON 

They say of an army that it will not continue to fight 
well if the men distrust their medical service; I think 
the same is true in industry of men and management— 
the men ask themselves, do ‘‘ they ”?” really care about 
us? Or are we just parts of the machine which can be 
thrown. out and replaced? From the answer comes 
loyalty, or no loyalty, to the firm. ; 

One of the gifts orthopedic surgeons have contributed 
to mankind is the knowledge, now widely understood, 
that the way above all others of restoring movement, 
power, and skill to a damaged part is natural and easy 
activity in some purposeful employment, in which work 
and games play their part. As in hospital the occupa- 
tional therapist devises a plan of work which will bring 
into use the damaged part with increasing range and 
power; so in turn the management will go out of its 
way to help the man through the period of awkwardness 
and discomfort. Special handles to tools, and similar 
devices, facilitate the use of the damaged part. More- 
over, until his recovery is complete, or until he contrives 
new ways of accomplishing the old craft, the man’s 
progress will be watched and the scope and requirements 
of his work adapted to keep pace with his improvement, 

He has left hospital determined to make good in 
spite of his handicap, to do his job as well as before 
in spite of weakness, awkwardness, and discomfort. 
Certainly at first and perhaps for a long time there 
may. be a narrow margin between the demands of his 
job and his capacity to meet’ them. All through this 
period a man needs “ nursing.” He can be saved by 
watchfulness or lost by neglect. If he is nursed through 
this critical period he will ‘‘ grow into ” his work, which 
in the end becomes second nature. But in the earlier 
stages the effort called for from him may be great, and 
the strain is cumulative; thus before long there may 
come a time when he is very tired, when the bow-string 
of his endurance is stretched nearly to breaking-point. 
He has pushed himself too hard; he now critically 
needs a week or two’s holiday and then must start more 
gradually, perhaps beginning all over again with an 
easier job. 

THE MAN 


What about the man himself? How does he fit into 
the picture ? A man can be made or marred by an 
accident plus hospital environment plus what happens 
afterwards. Be the disablement moderate or devas- 
tating, it is his response that matters—his response to 


pain and trouble, to kindness and skill. If he is sound | 


at heart and the hospital is a good one, he will show a 
living response of courage and fortitude, a setting of 
his hand to new and harder tasks, and a determination 
to make good. In due course he makes good, against 
difficulties, and in the event is the better for the experi- 
ence he has been through. He has ‘‘ found himself ”’— 
and now we are near the answer to the problem of 
undeserved pain and disaster. Something good and 
strong has grown within him. He does not forget how 
much he owed to sympathy and kindness and becomes 
an altogether friendlier sort of man. 

It is for us in hospital to plant this good seed in a 
patient and then to cultivate it most carefully.. We do 
it by good nursing, good feeding, good surgery, by 
reassurance, and by taking the trouble to make it clear 
to the man just what is happening, and what we are 
aiming at, in order that he may agree and give himself 
willingly, wholly, and actively to the playing of his 
part. So he passes with confidence through the brief 
passive period of rest with submission to this or that 
procedure, through occupational therapy, first in the 
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ward and then in the workshop, on to the restoration of 
his old job or to choose and prepare for a new one. 
Things do not always run smoothly.” A man may go_ 
sour and fall to nursing grievances. Then everyone 
suffers, most of all the man and his family, but also his 
friends, especially those with whom or for whom he 
works. And it takes a wise and tactful employer to 
wean him back to his better and happier self again. / 
That disabled men do make a special effort and do 
succeed has been proved by a recent investigation in 
the United States of America, in which it came out that 
disabled men held their jobs more consistently than the 
uninjured. Given the right hospital and the right 
management the majority of disabled men respond well. 
Their gratitude, loyalty, and determination make such 
men the salt of the earth and a fruitful source of good 


` feeling in the shop. 


THE FUTURE p 

We are facing a.test, in a time of crisis. Taken 
together, hospitals and patients, men and management, 
we constitute a large and vital part of the people of our 
country, whose future will be made great, or not, by 
the quality of its manhood. It may be that we shall 
þe eea in material things and live perforce in a simpler 
and humbler way, for we may not be able to import 
many things that have made for our physical enjoyment. 
But surely there is little need to fret over such losses, 
provided we have learnt to live in fellowship and mutual 
appreciation, reacting intelligently, and together, 
towards disablement as towards other difficulties and 
handicaps. | | 


RESETTLEMENT OF THE DISABLED * 


J. W. T. PATTERSON, MDEDIN., FROPE 
FORMERLY ASSISTANT DIRECTOR OF HYGIENE, WAR OFFICE 


_ OUR whole attitude towards the disabled person must 
be radically altered. We continually emphasise - the 
disability and -what employment is excluded by it. 
Instead we ought rather to ask ourselves what capabilities 
the man possesses, remembering that these may even 
have been enhanced as a result of his injury. | 

A clear distinction must be made between physical 
disability and vocational disability : they are far from 
owi synonymous. The following points should be 
noted : | 

1. Often the desire to succeed in spite of disability 
brings out potentialities previously undeveloped. Indee 
a handicap—social, financial, educational, or physical— 
has often proved an essential factor in fine achievement. 

2. It is by no means always a tragedy that a man 
through injury is unable to return to his old job. Possibly 
he was never really happy in it and was held to it by 
force of circumstance. To such a man the apparent 
disaster may be a golden opportunity. 

3. The types of physical] disability produced by war 
change little: men lost their arms at Waterloo just 
as they did in World Wars I and II, though surgery 
is improving all the time and resultant disability is 
lessening. This constant repetition of the injuries of 


‘war (and peace) means that few are called upon to travel 


a road of recovery and achievement which has not 
already been travelled by someone else: as a rule the 
only new problem is the combination of the injury with 
a particular personality. The most appalling ph¥sical 
disabilities have been overcome in the past by those 
with a will to overcome. This is the primary essential 
and is inherent in the man himself. 

4. Not every disabled man will manifest the grim 
determination to overcome his disability. Though 
careful handling and understanding during his con- 
valescence will help, not all will ‘‘ make the grade.” 
But mark this well. Fifteen years from now, among 
those who have come through the war with no physical 
disability, there will be some who have made a success 
of civilian life and others who have failed miserably. 
It is doubtful whether the ratio of successes to failures 
is higher among the non-disabled than among the 
disabled : indeed it is probably less, because disability 
is so often a spur to endeavour. - 


* Part of an address to a conference of industrialists and doctors 
pela at AOR on June 13 under the auspices of the*-Nuffield 
foundation. ` 


Pe a E o a aaea 


THE LANCET] . 


` 
DR. PATTERSON : RESETTLEMENT OF THE DISABLED 


[pec. 15, 1945 767 


5. In a recent review by the Western Electric Co., 
accident-rates were found to be higher among the 
unhandicapped than among the handicapped and 7% 
more of the able-bodied were losing time through 
absence from work. ) 

6. In war-time the physically handicapped have been 
welcomed into industry. But prejudice against the 
employment of the physically disabled was evident 
in some places right up to the period of acute man-power 
shortage, and may reappear when the emergencies of 
war have finally passed. i 

(This aspect of the problem is dealt with admirably in 
the American publication dealing with Resettlement of 
the Disabled, by Edna Yost.) 


ASSESSMENT OF CAPACITY 


In mobilisation for total war, the Army has had to 
accept men with physical handicaps. Ib has had to 
give such men Army employment which would use them 
to the best advantage without putting teo big a strain 
on their disability. For example, men with defects of 
locomotion who would have broken down as marching 
infantry kes do a full day’s work as drivers where the 
strain on their powers of locomotion was much less. 
Not only so, but the Army discovered that, with its 
intricate scientific appliances for gunnery, for radio- 
location, and so on it had to assess the men mentally 
as well as physically in order to put them to the right 

. employment. And it was further realised that those 
whose mental and physical abilities fitted them to 
perform a job might be quite incompetent to perform it 
pace all conditions unless they were also emotionally 
stable. 

Any attempt to reinstate disabled persons in industry 
ought, I feel sure, to start in the same way with a medical 
assessment which must take into consideration the 
whole man from all aspects. In the Army such an 
assessment has been based on seven qualities: 

l. Physique or general constitution. 

. Arm, or upper-limb efficiency. 

. Locomotion or lower-limb efficiency. 

. Hearing. 

. Vision. 

- Mental capacity. 

. Emotional stability. 

Each of these qualities is assessed in one of 5 degrees, 

1 being allocated for the highest assessment and 5 for 

the lowest. Thus the assessment of the individual can 

be recorded as a series of seven ciphers, such as . 

3 2 2 23 4 4 
Before undertaking selection it is important to deter- 
mine that the man’s condition is stabilised at an optimum : 
if it is considered possible to improve him, remedial 
training should be undertaken at once. 


h 
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ASSESSMENT OF JOBS 


From every point of view, the disabled man should 
be employed not in any old job but in the most useful 
one he can manage. It is wasteful to give a person work 
which is far below his mental and physical potential 
and it is also soul-destroying for him. This is just as 
potent a reason for unrest as is the employment of the 
man in a job beyond his capabilities, which leads to 
fatigue, irritability, and ill health. 

Having carefully assessed the individual, how are we 
to make certain of his being employed correctly ? 
The answer is that ideally every civilian employment 
should be examined to ascertain what demands it makes 
in respect of the same seven qualities on which we have 
assessed the potential employee. To do this would 
require special teams including technical industrial 
officers with a wide knowledge of labour conditions, 
and also doctors with experience of physical and psycho- 
logical assessment. The minimum requirements of 
each job so analysed would be expressed in a series of 
ciphers as in the assessment of the man. 

Already employments are classified under trade 
groups, allied in view of the type of training and experi- 
ence required, and within each trade there is a series 
of employments varying in their several demands on 
physique and intelligence. It should be possible to sub- 
divide the main trade groups into subgroups, whose ciphers 


would correspond to their demands on the seven qualities. 
Examples of main groups which occur to me are : 
Drivers of all types of internal-combustion vehicles. 
. Machinists of all types. 

. Technicians. . 

. Unskilled labour. Eo 

. Administrative. i 

. Clerks. i 


. Storemen. 


AA MR wd 


FITTING THE TWO TOGETHER . 


We now have the following information. First we 
have all available employments classified in trade 
groups, requiring certain known qualifications. Secondly 
we have a series of ciphers recording our all-round 
assessment of the individual. And thirdly we have a 
record of the assessment of each employment within 
every trade, based on the demands it makes on the 
employee and expressed in a series of ciphers exactly 
similar to the assessment of the individual. . — 

In modern selection procedure in the Army each 
recruit is: put through a battery of tests—such as 
Matrix, Bennett, arithmetic, verbal, mechanical, and 
aptitude tests—and the man’s test scores are available to 
the personnel selection officer when he interviews the 
man. During the interview the man’s past experience, 
educational background, hobbies, and interests are all 
reviewed. The selection officer is thus enabled to decide 
which main trade group the man is best suited for, either 
by his past experience and achievement or by his 
obvious potentialities. What the specific employment 
within the main trade group may be is determined by 
matching the individual’s medical assessment ciphers 
with the appropriate and corresponding employment 
ciphers.. The man is thus selected for employment by 
a system which takes into account his past experience 
and his potentialities and at:the same time determines 
that from a physical and mental point of view he is 
accurately placed. | 

It is obvious that in selecting civilian work for a 
soldier we should be in a better position if we had informa- 
tion about the relation between Army and civilian 
employment. The long experience of certain men in 
Army employment should be capable of ready translation 
into appropriate and corresponding civilian employment, 
ahd the man’s Army experience should be used, where 
possible, to his own and his employer’s benefit. ‘Further, 
it would be useful to have employments grouped in such 
a way that we could turn at once to those jobs which are 
available to a man with one leg, with one arm, with no 
legs—the one-eyed man, the blind man. We might 
even be able to list jobs under such groupings which 
would be more efficiently carried out by'men with 
certain disabilities. 

But this selection for specific employment is not the 
end of the story. It is obvious that the choice of a job 
must be controlled by other factors besides the man’s 
suitability on grounds of experience and capacity. 

Those attempting such selection must be in close 
touch with people who have intimate knowledge of the 
labour market and can forecast the demand for various 
kinds of worker. This is particularly necessary where a 
man is considered capable of physical improvement and 
is sent to some special rehabilitation centre. - Unless the 
work of these centres is carefully codrdinated they might 
turn out tradesmen, who found after a long training 
that there was no demand for their services. 


FINAL RESETTLEMENT 


The successful handling of men at all times is a skilled 
occupation and the handling of disabled men will 
require all our tact and skill. | 

Success in training the soldier without breakdown has 
been achieved by graduated progression, and it seems to 
me that similar methods of progressive training wi 
have to be applied to acclimatise the disabled to a full 
working day. He will miss the outdoor life of the 
soldier and find indoor life somewhat stifling, and the 
new routine may seem monotonous. He may miss 
too the camaraderie of the Army—for camaraderie is 
not always a feature of factory life—and he may become 
depressed in face of competition and begin to doubt his 
ability to win through. 
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There is no doubt that during the final phase of read- 
justment to the factory tempo these men will be restless 
and feel out of sorts; and so I would suggest that a 
scheme of “ graduated final resettlement training ” should 
be drawn up so that all could follow it. It is difficult 
to allow privileges to some people and not to others, but 
if a general scheme were known to exist the question of 
favouritism would not arise. : 

Such a programme might include working half-time 
for a period, with the first few mornings broken up by 
visits to different departments in the factory, and talks 
on what the factory’s record has been during the war ; 
the new employee could thus be introduced to the most 
recent advances and helped to bridge the gulf created 
in his mind by his years of separation from industry. 

Opportunities for general and specific education in 
working haurs, far from causing loss of production time, 
would stimulate interest and effort, just as careful study 
of rest periods, varying in different types of occupation, 
tends to increase and not decrease output. Moreover, 
all such facilities tend to foster the team spirit—a spirit 
which most of the ex-Service men will have experienced 
in the Forces and which can be transferred with tactful 
handling to whole-hearted coöperation in the workshop. 
Industry will be acquiring a large number of men 
accustomed to discipline, and this highly important 
factor can be used to all-round advantage. 

Personal interest in the man’s progress is a great tonic 
to him, and it will be important to watch that factors 
other than his job are not taxing his physical powers. 
For instance, though the work may be well within his 
powers, the difficulty of reaching it may make for 
excessive strain.. 


CLINICAL VALUE OF MUSCLE BIOPSIES 


R. E. M. BOWDEN 
M BLOND. 


E. GUTMANN, MD PRAGUE 
DPHIL OXFD 


Nuffield Department of Orthopedic Surgery (Peripheral Nerve 
Injury Centre) and the Department of Zoology and 
Comparative Anatomy, Oxford 


THERE are several medical and surgical conditions 
in which examination of biopsy specimens is helpful or 


even essential in the establishment of a diagnosis; but | 


until recently this method has been largely neglected in 
the investigation of neuromuscular disorders. g 
In certain cases of paralysis associated with vascular 
lesions the value of muscle biopsies was demonstrated 
by Blackwood (1944). In peripheral nerve injuries 
they have yielded informatión which has been of great 
assistance in diagnosis, prognosis, and treatment (Bowden 
and Gutmann 1944). In paralysis of gradual onset it 
may sometimes be difficult to determine whether the 
lesion is primarily neurogenic or myogenic, and in such 
cases even electrical reactions and electromyography 
sometimes do not give decisive information. Durante 
(1902) and von Mayenberg (1929) considered that 
biopsies were valueless in these diseases; for, in their 
Opinion, it was not possible to differentiate between 


atrophy of muscles due to denervation and that due to a 


myopathy. However, they had confined their attention 
to.the state of the muscle-fibres alone and did not 
investigate the intramuscular pattern of innervation, by 
which it is, in fact, possible to distinguish between the 
two types of lesion. i 
Besides giving, information about the state of the 
muscle-fibres, a muscle biopsy is a form of nerve biopsy, 
in that nerve-fibres or empty Schwann tubes or motor 
end-plates are almost always found among the muscle- 
fibres. (Out of a series of 140 biopsies from 86 cases 
only 7 contained no such elements.) The presence of 
empty Schwann tubes is undeniable evidence of a 
degenerative lesion of lower motor neurones, and the 
finding of normal fibres -and empty tubes indicates a 
partial lesion. 
place, there are characteristic findings in the nerve 
trunks and in the pattern of innervation of the muscles 
if the axons have reached them (Gutmann and Young 
1944, Bowden and Gutmann 1944). Study of the 
pattern of innervation makes it possible to diagnose 
the type of lesion in a peripheral nerve injury and to 
form an opinion of the nature and extent of changes 
due to other lower motor neurone disorders. 


Further, where re-innervation is taking . 


The possibility of recovery of function depends on 
both the state of the end-organs and the nature and 
severity of the lesion in the nerve. Clearly a biopsy 
can. give relevant data about both factors; however, 
a detailed history and full clinical examination will 
usually furnish the necessary information. Biopsies 
will only be of use if they can answer questions left 
unsolved by the usual methods Of investigation. 

The purpose of this paper is to indicate the value of 
muscle biopsies in the diagnosis, prognosis, and treat- 
ment of neuromuscular disorders. The following types 
of case have been investigated: . 


(1) Lower motor neurone lesions due to peripheral nerve 
injuries. 

(2) Lower motor neurone lesions other than peripheral nerve 
injuries. 

(3) Primary muscular disorders. 

(4) Vascular lesions. 


Some illustrative cases will be described and sum- 
maries given of the indications for performing biopsies, 
methods of treating specimens, and the findings, in the 
categories of cases studied. Finally the limitations of 
the method will be considered. 


CASE-RECORDS 


Case 1—A woman of 44 years sustained a fracture- 
dislocation of the head of the right humerus, which was only 
reduced at the third attempt. 
probably been employed. When seen 6 months later there 
was gross stiffness of the limb and an unusually severe degree 
of atrophy of the muscles, with cedema of the forearm and 
hand. Both radial pulses were easily palpable. There was 
a complete ulnar palsy ; the median and radial nerves were 
also damaged. The proximal muscles of median and radial 
innervation contracted feebly, but the remainder of the two 


` muscle groups was paralysed. Sensory loss was complete. 


Electrical reactions indicated a partial or recovering lesion 
of the proximal muscles; some of the distal ones gave the 
typical reaction of denervation, but others did not respond 
to any stimulus. In the distal muscles electromyography 
showed either a few fibrillation action potentials or no activity 
at all. l 

The results of electrical stimulation were unreliable owing 
to the overlying œdema ; the poverty of electrical activity 
and the severe wasting suggested that serious structural 


. changes might have occurred in the muscle-fibres themselves 


(Weddell et al. 1943). 7 


Several problems were presented by this case, and the 
planning of treatment depended on their solution. 

The nerve lesions were obviously degenerative, but 
their exact nature was unknown. Were they traction 
lesions with a poor prognosis or axonotmesis with a 
favourable prognosis (Seddon 1942)? Were the lesions 
partial or recovering ? Was the advanced wasting due 
to lack of physical treatment and to joint stiffness, or 
were the nerve lesions complicated by ischæmia ? The 
presence of radial pulsation did not exclude the possi- 
bility of a serious embarrassment of circulation at the 
time of injury. 

If there was evidence of a traction lesion and/or 
of serious ischemia, the outlook would be so poor that, 
apart from an attempt to mobilise the joints, further 
treatment would be an unjustifiable waste of the patient’s 
time. If, on the other hand, the nerve lesions were of a 
favourable type, the muscles had not lost their charac- 
teristic structure, and fibrosis was not excessive, physio- 
therapy was not only essential but would have to be 
continued for a long period if there was to be any useful 
recovery. 

Biopsy specimens from all three groups of muscles 
showed that. there had been a complete degenerative 
lesion of the nerves. In the proximal muscles many 
regenerating nerve-fibres were found, and this indicated 
that the lesions were due to axonotmesis (Gutmann and 
Young 1944, Bowden and Gutmann 1944). 

The muscle-fibres, although thin, showed only the 
changes due to denervation, and these were probably 
reversible. Therefore, provided that the stiffness could 
be overcome and further atrophy of the muscles retarded 
by adequate electrotherapy (Gutmann and Guttmann 
1944, Jackson 1945), the outlook was fairly good. 
This has proved to be so. i 


Considerable force had 


THE LANCET] 


Casp 2.—An officer received a bullet wound high in the 
right arm with a median-nerve paralysis. The nerve had 
been seen 3 weeks later at operation and was found partially 
severed. When he was examined about a year later, there 
had been some recovery of function in the proximal muscles, 
but this was delayed and of a low degree; there was still 
complete sensory loss (but insufficient time had elapsed for 
recovery by regeneration). 


The problem here was one of procedure. Since some 
recovery had taken place in the muscles, was there any 
prospect of recovery of sensibility ? If so, would it be 
of a better quality than that usually seen after surgical. 
repair of the nerve ? Perhaps not, since the nerve had 
been partly divided, and there was bound to be consider- 
able intraneural scarring prejudicial to recovery. On 
the other hand, if the lesion were resected, it would 
mean that the sensory end-organs would have been 
denervated for 3 years before the axons could reach 


them; and the quality of recovery after a suture is . 


inevitably defective. 

Biopsy specimens were taken from two muscles in 
` which there was no voluntary power, although sufficient 
time had elapsed for re-innervation to have taken place. 
The specimens showed that there was considerable 
atrophy of the muscle-fibres. The nerve trunks con- 
tained fibres in differing stages of maturation; some 


were thick and myelinated, others thin and non-- 


medullated, and many of the Schwann tubes were 
empty. The regeneration was patchy and typical of 
delayed re-innervation after a partial lesion. However, 
since some fibres had penetrated the scar to reach the 
muscles, there was a good chance that others would 
reach the sensory distribution of the nerve. Naturally, 
there could be no guarantee that this would happen, 
and certainly the recovery would be imperfect, but it was 
likely that the degree of recovery would compare 
favourably with a repair at this late date and high level. 
The lesion was explored, and a firm lateral neuroma was 
found. The biopsy findings influenced the decision to 
treat the lesion conservatively, and events have shown 
that the choice was correct. There has been a slow 
recovery of both motor and sensory function, and pain 
sensibility has returned to all but the tips of the digits. 
Surgical interference would have converted a poor 
recovery to a bad one. 


CasE 3.—A man of 41 years complained of gradually 
increasing left foot-drop and some weakness of the hands. 
The foot.drop had. been attributed by him to an injury of 
the ankle 4 years before; since then he had been recalled 
to the Army, and his condition had deteriorated. 
examination suggested a muscle dystrophy of late onset. 
Electrical reactions of the muscles were inconclusive, and 
electromyographic findings were remarkable. The motor 
unit action potentials were of abnormal shape and low voltage 
and there were a few spikes indistinguishable from fibrillation 
action potentials. The latter finding was unexpected, since 


such action potentials are regarded as diagnostic of degenera- . 


tive lesions of the lower motor neurone. As the man had 
served overseas as a regular soldier and later was recalled to 
the Army, it was of no small importance to establish the 
diagnosis and decide whether his disability could have been 
attributed to his service. The histological findings proved 
conclusively that the disease was a primary muscle dystrophy. 
(This case it is hoped will be described elsewhere in detail.) 


CASE 4.—A soldier had a gunshot wound of the right elbow 
region, with a fracture of the lower end of the humerus and 
of both bones of the forearm; there were also lesions of all 
three nerve trunks. Sepsis had been serious. When seen 
about a year afterwards the scarring was extensive and the 
muscles were unusually wasted and firm, with paralysis of the 
distal ones, which did not respond to direct electrical stimu- 
lation. Sensory loss was of median and ulnar distribution. 
From the clinical examination there seemed to be little prospect 
of useful recovery ; but, since he was a right-handed man 
and the disability was so serious, no effort could be spared. 

Biopsy showed that in addition to the nerve injuries there 
had been a superimposed vascular lesion, with dense and 
‘extensive fibrosis and some necrosis of the muscles. No useful 
-recovery could have been expected. i 


| INDICATIONS FOR MUSCLE BIOPSY 
The indications for performing a muscle biopsy may 
be summarised as follows. 


Clinical . 
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(1) To determine the state of muscles where atrophy 
is advanced, or where a vascular lesion is suspected ; 
and, if the latter is found, to assess the type and severity 
of the lesion. Surgical repair of nerves or long-continued 
physical treatment is valueless if the muscles have been 
irreparably damaged. 

(2) To aid in the diagnosis of the type of lesion in the 
nerve and to determine whether satisfactory regeneration . 
is taking place in partial or recovering lesions. 

(3) To differentiate between paralysis of myogenic 
origin and disease of the lower motor neurone. 

(4) There are special indications for the use of biopsies 
in certain cases of poliomyelitis : 

(a) It is possible to decide whether the state of the 
muscle is such as to make further physiotherapy 
valueless. On clinical grounds this may be a difficult 
decision to make, and the patient or his relatives may 
be unwilling to accept a verdict based on clinical 
evidence alone. , nae 

(h) Biopsies from long-standing cases of polio- 

- myelitis have suggested that axonal regeneration can 
take place. It appeared, however, that the axons had 
reached the muscles when the atrophy was too 
advanced to be reversible (Bowden and Gutmarn 
unpublished). There is not yet any indication of the 
extent or frequency of this phenomenon, and valuable 
information should be forthcoming if the muscles 

. are examined in all long-standing cases which come to 
operation for stabilisation of joints or correction of 
deformities. If regeneration is a common finding, 
it may prove worth while to persist with a long course 
of physiotherapy, including electrical stimulation, to 
prevent the muscles from undergoing irreversible 
changes during the long period of denervation. 


METHOD OF MUSCLE BIOPSY : 

A piece of the affected muscle is removed under local 
or general anesthesia, the size varying with the e 
and size of the muscle ; if possible the piece shoułd be 
at least 1 cm. long by 0:5 cm. wide and thick. The 
specimen is placed at once on a strip of cardboard to 
prevent distortion and fixed immediately in 10% formol- 
saline. If the piece is sufficiently large, half is used for 
frozen sections and the remainder embedded in paraffin. 
Frozen sections can be cut and stained next day with a 
modification of the Bielschowsky silver stain to demon- 
strate the degree and pattern of innervation as well as 
the state of the muscle. Other sections are stained with 
heematoxylin-eosin, van Gieson, and Sudan 111 to define 
the intramuscular blood-vessels, connective tissue, and 
fat. More detailed study of the muscle-fibres is possible 
when paraffin sections can be made, especially if stained 
with phosphotungstic acid. 

Although the removal of a small portion of muscle is 
harmless, it should not be taken near the point of entry 
of the motor nerve, for in this region the nerve might 
be damaged. 

, HISTOLOGICAL FINDINGS 

(1) Lower motor neurone lesions due to peripheral 
nerve injuries.—Soon after denervation there is a 
loosening of the compact arrangement of the muscle- 
fibres, with an apparent numerical increase of their 
nuclei, which become more centrally placed in chains 
or clumps. ‘The cross-striation begins to fade, and the 


granules at the borders of the dark bands become more 
conspicuous and lose their regular arrangement. 


During 
the first 3 months there is little increase in the connective 
tissue, and the pattern of vascularisation is unaltered, 
although there is evidently some stasis of the circulation, 
since the vessels are dilated and collections of red blood 
corpuscles and polymorphs can be seen outside them. 
The pattern of innervation is intact ; when the process of 
Wallerian degeneration has been completed, the empty 
Schwann tubes can still be traced down to the motor 
end-plates, which are usually distinguishable for about 
9 months after degeneration of the nerve. 

From the onset of denervation shrinkage of the 
muscle-fibres is unequal but progressive. Fibrous- 
tissue proliferation begins in the vicinity of the vessels 
and spreads round and between the muscle-fibres, 
gradually taking the place of those that are grossly 
atrophic. After about 9 months end-plates can no 
longer be made out, histiocytes invade the terminal 
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Schwann tubes, and the pattern of innervation becomes e.g., in poliomyelitis or progressive motor. neurone 
distorted. The walls of the vessels are thickened by disease. 
proliferation of the endothelial and muscular coats, (3) Primary muscular disorders.—In muscular dystro- 
and eventually the lumina may be completely blocked: phies. the fibres show abnormalities in the number, 
further, fibrous tissue may obstruct or obliterate the structure, and arrangement of the nuclei. They may 
blood-supply of the muscle-fibres. If adequate be arranged in long rows or clumps or show abnormalities 
re-innervation occurs within a year some useful degree of the nucleoplasm, vacuolation, increase of nucleoli, or 
of functional recovery can be expected, but thereafter pyknosis. The muscle-fibres may be vacuolated and 
the prognosis deteriorates steadily. Age, sepsis, joint fragmented, and there are signs of degenerative changes 
stiffness, and individual factors influence the rapidity within the fibres. The latter are not found in denerva- 
of the atrophic changes, and physiotherapy may retard tion atrophy, except occasionally in the last stages, 
the wasting and increase of fibrous tissue considerably many years after denervation. The findings may bear 
“ . (Gutmann and Guttmann 1944, Jackson 1945). From some resemblance to those of denervation, but the 
about 3 years onwards the contractile tissue may be pattern of innervation provides the decisive diagnostic 
entirely replaced by fat -and connective tissue. A factor. The intramuscular nerve trunks are normal in 
few ‘‘ ghost ” muscle-fibres may be found embedded in appearance in: muscular - dystrophies, and no empty 
fibrous tissue, or the whole muscle may be indistinguish- Schwann tubes can be found. In an advanced stage of 
able from tendon. the disease the muscle-fibres may be so seriously damaged. 
As already mentioned, the nature of the lesion in the that the myoneural junction is disturbed and the fibre 
nerve trunk can be diagnosed by examination of intra- loses contact with the nerve at the end-plate. (This 
muscular neural elements. Empty Schwann tubes fact probably explains the fibrillation in case 3.) The 
indicate degenerative lesions ; and, where sufficient time terminal axons may then grow out again in an attempt 
has elapsed for regeneration of nerve-fibres, the pattern to establish a new connexion. The terminations of the 
of re-innervation is characteristic of the particular type nerve-fibres present the pattern of a delayed re-innerva- 
:0f lesion. Thus, after an axonotmesis or highly success- tion in the presence of an entirely normal nerve trunk 
ful suture the nerve trunks will contain numerous and gross alteration in the muscle-fibres (Bowden and 
nerve-fibres advancing in an even wave, and most of Gutmann, unpublished). | 
these fibres will be of the same degree of maturation. . (4) Vascular lesion.—There is still division of opinion 
‘Where myelination is far advanced, it may be impossible -about the mechanism underlying vascular lesions of 
to distinguish the trunks from a normal nerve; but, muscle, but from experimental and clinical observations 
if the terminations of the axons can be studied, it will it is evident that two main types of lesions must be 
be seen that they branch more freely and at some recognised: those due to interruption of the arterial 
distance from the end-plates, unlike the normal fibres, supply, and those following venous obstruction (Brooks 
which branch seldom and only close to the end-plates. 1922, Jepson 1926, Middleton 1930, Griffiths 1940, 
Where the intraneural scar is not uniform in extent or, Bowden and Gutmann unpublished). The extent and 
density, the axons will not all have reached the same rapidity of onset of the circulatory disturbances and the 
level in a given time, and the fibres will be at different efficiency of intramuscular anastomoses will influence 
‚stages of maturation, and some may fail to penetrate the exact picture in the muscles (Le Gros Clark and 
the lesion. Where fibres are retarded, the terminal Blomfield 1945). A* sudden complete obstruction 
Schwann tubes may have become blocked by connective of the artery will cause necrosis of the muscle-fibres. 
tissue; the axons then escape from the nerve trunks’ The infarcted areas of muscle tissues are surrounded by 
and run for considerable distances between or across a thick and clearly demarcated ring of fibrous tissue. 
the muscle-fibres in an attempt to form new connexions, At the periphery there is a zone of intense cellular 
which, however, may not be successful. A biopsy activity and sometimes buds of proliferating muscle 
showing a few nerve-fibres of unequal degree of matura- tissue, in sharp contrast to the complete absence of 
tion indicates uneven or dense scar or an axonotmesis nuclei in the necrotic zone. These areas of necrosis 
with a partial division. If no axons are visible when it may be small and scattered, but in more severe cases 
“is reasonable to expect them, there must be either a -the entire muscle mass may be affected. If the lesion 
division of the nerve or other serious obstacle to is the result of venous obstruction, the picture is one 
regeneration. : of dense fibrous-tissue proliferation ; but there is no 
The expected time of re-innervation can be calculated clear-cut boundary, and there is extensive infiltration 
by measuring the distance from the lesion to the muscle; throughout the affected area. Clearly, in either type 
this figure is divided by the average rate of axonal of lesion there is a poor prospect of recovery if the 
regeneration, which is about 3 mm. a day (Gutmann changes are widespread. In some instances the muscle 
et al. 1942). Allowance must be made for delay at the shows patches of both types of lesion; in these cases 
site of the lesion ; an average period of 20 days can be the vascular lesion may have been more gradual in onset. 
allowed ‘where the lesion is an axonotmesis. The rate Many vascular lesions are complicated by degenerative 
of axonal outgrowth is considerably greater than the lesions of the nerve trunks. For example, the neuro- 
rate of functional recovery, since the latter involves all vascular bundle may have been divided by the original 
the processes of maturation of the nerve-fibre leading injury, or the vascular lesion may cause ischemia of the 
to restoration of function, and in addition some reversal nerve trunk (Adams 1942, Holmes et al. 1944, Parkes 
of the atrophic changes in the end-organs. A biopsy 1945). If some of the muscle-fibres have survived the 
specimen can therefore give evidence of successful effects of the vascular injury they show the changes due 
re-innervation weeks, or possibly months, before it todenervationalone. The nerve trunks may show nothing 
could be detected clinically. The changes in human more than the changes of Wallerian degeneration; others 
voluntary muscle in denervation and re-innervation may show dense collagenisation and shrinkage due to 
have been described more fully elsewhere (Bowden ischemia; occasionally there are others which suggest 
and Gutmann 1944). that the nerve has undergone necrosis. In these the 
(2) Lower motor: neurone lesions other than peripheral’ nuclei of the Schwann cells have disappeared, but 
nerve injuries.—From the foregoing description it is myelin is still present (although fragmented), presumably 
evident that a biopsy will give conclusive evidence that because the death of the cells has prevented the usual 
a paralysis is neurogenic in origin if empty Schwann degenerative processes, 
tubes are found, thus making a clear distinction between Where in addition to a vascular'lesion there is a nerve 
motor neurone diseases and muscle dystrophy. How- lesion the prognosis is much less favourable. 
ever, it will not indicate whether the lesion lies in the 
anterior-born cell or in the periphery. The nature of LIMITATIONS OF MUSCLE BIOPSY 
the changes in the individual muscle-fibres will be the Examination of biopsy material in these conditions 
same, whatever the cause of the degeneration of the motor has not only been of considerable theoretical interest 
nerve-fibre. The severity of the atrophy is largely but of practical value in diagnosis, prognosis, and treat- 
determined by the total time of denervation. Where ment. However, it is necessary to indieate its limitations. 
there is a slowly progressive disease, all fibres will not (1) A biopsy specimen is a small sample. Unless the 
be at the same stage of atrophic change. There are site is chosen carefully or several specimens are removed, 
often areas in which normal fibres can be found, if the misleading impressions may be gained. ' This is por 
distribution of the degenerative process is patchy— ticularly so in partial lesions of nerves. 
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(2) A biopsy specimen may contain no nerve elements ; 
this was the case in 5% of biopsies in our series. Even 
these biopsies were of some value since they gave informa- 
tion about the muscle-fibres and indirectly of the nature 
of the lesion of the nerve; since, for example, normal 
muscle-fibres must be in functional communication with 
æa motor nerve, these with evidence of denervation 
atrophy indicate a nerve lesion. | 

(3) Sufficient time must elapse for regeneration of 
rferve-fibres if biopsy is to be used to determine whether 
this process is progressing. satisfactorily. Where a 
nerve lesion is at a high level, it may not be justifiable 
be ane for biopsy before proceeding to direct exploration 
of the nerve. 


This work is the result of investigations on patients under 


the care of the staff of the Wingfield-Morris Orthopsedic | 


Hospital, most of them in the peripheral nerve injury unit. 
Thanks are due to Prof. H. J. Seddon and Mr. R. B. Zachary 
for valuable criticism and suggestions and to Professor 
Seddon for scrutinising the manuscript. Although this paper 
was discussed with E. G. before his return to Czechoslovakia, 
its final form is the responsibility of R. E. M. B. 
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EXPOSURE OF POSTERIOR HORN OF 
. MEDIAL MENISCUS 


JOHN CHARNLEY, MB, BSOMANO., FROS 
MAJOR RAMO; ORTHOPEDIC SPEOIALIST 


Ir is sometimes necessary to expose the posterior horn 
of the medial meniscus in patients who already bear 
the healed scar of a previous ‘‘ meniscectomy ” on the 
anteromedial compartment. The approach to the 
posteromedial pouch of the knee-joint is not difficult, 
but the technique here described makes the operation 
_& simple one. , 


Technique.—The patient is arranged on the table as for 
an ordinary meniscectomy—i.e., the thigh is level, the flap 
of the table is lowered, and the leg hangs vertical with the 
knee flexed to 90°. A headlight of the focused-beam type 
is a great asset to the surgeon. Air is injected into the joint 
with a 20-c.cm. syringe as in pneumo-arthrography. The 
injection is continued until maximum distension is attained, 
when the posteromedial region of the joint will present a 
visible bulge. 

The joint is approached from the medial aspect. An 
incision is made to lie in the vertical plane passing through 
the posterior limit of the head of the tibia. The line of this 
incision is indicated by A-—B in fig. 1. As soon as the 
skin is divided the bulging capsule of the joint presents into 
the wound and will be seen to consist of little more than the 
synovial membrane itself covered by a semi-transparent 
deep fascia. The distended sac is boldly incised (fig. 2) and 
the cut edges seized before all the air escapes. With the 
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knee at 90°, as it is in this approach, the synovial pouch is 
reached in the gap between the tendon of the adductor 
magnus above and the tendons of the sartorius and semi- 
membranosus below. This interval allows of an extension 
of about 1 in. which is adequate for the removal of a posterior 
horn. There is no need to close the synovial membrane and 
skin sutures alone are used. 


The only difficulty likely to be encountered is the 
result of making the incision too far forward, that is, 
too near the medial collateral. ligament and therefore 
in front of the vertical plane passing through the 
posterior margin of the head of the tibia; the angle 
of view to the region of the tibial spines will then be 
obstructed by the prominence of the femoral condyle 
(see fig. 3). 

It is obviously impossible to use air inflation during 
a meniscectomy once the joint has been opened from the 
front. On the rare occasions when it is necessary to 
expose the posterior horn through a second incision at 
the same operation, a somewhat similar guide to the 
posteromedial pouch can be obtained by using a metal 
director. The director is passed from the anterior 
incision, deep ,to the medial collateral ligament, until 
it projects under the skin and thus reveals the most 
posterior limit of the pouch. The skin is incised over 
the guide, skin towels attached, and the operation 
proceeds as described previously. 

These methods have been well tried on the medial 
meniscus and have often enabled the posterior horn to 
be removed more quickly than an ordinary cartilage. 
It has only once been performed on the external meniscus 
and on this occasion it seemed to offer no difficulties. 


i 


| 
Fig. [—A to B indicates line of incision In 
vertical plane through posterior margin 
of head of tibia. 


Fig. 2—Incision of distended joint capsule. 
Fig. 3—D, medial collateral ligament; F, head 


2 of tibla; C, synovial pouch; H, posterior 


horn of meniscus; G, femoral condyle. 
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THROMBOCYTOPENIC PURPURA 

WITH NORMAL BLEEDING-TIME - 
RECOVERY AFTER SPLENECTOMY 


A. I. SUCHECKI, M D PARIS V. GLASS, M B LOND. 
ASSISTANT MEDICAL OFFICER, ASSISTANT PATHOLOGIST, 
ST. CHARLES HOSPITAL, LCC ST. MARY ABBOTS HOSPITAL 
| GROUP LABORATORY, LCC | 


WE report this case of thrombocytopenic purpura 


because in spite of its severe and intractable nature it 
presented the unusual feature of a normal bleeding-time 
throughout the illness. 
It is also an example of those cases in which splenectomy 
has to be performed as the last resort and proves at least 
temporarily successful. The patient reported for exam- 
ination 11 months after the operation and was found 
to be in excellent health. 


CASE-RECORD 


A Nigerian negro, aged 29, resident in Great Britain since 
1940, was first seen in hospital on June 10, 1944, with a spon- 
taneous hematoma of the right shoulder and hemoptysis, for 
which he received symptomatic treatment. He next was 
admitted on Aug. 24 with repeated epistaxes, which after a 
time improved spontaneously. From Sept. 8 onwards he 
attended the hospital for stomatitis and gingivitis, with 
his gums swollen and bleeding freely, and the inside of his 
cheeks bruised and oozing blood. i 

On none of these occasions had a common cause been 
suspected, and his disease had not been diagnosed. Investi- 
gations had been carried out to exclude local conditions of the 
nose and mouth, tuberculosis, and scurvy, without success. 
A blood-count done on Aug. 25 showed only a fall in the 
hæmoglobin to 90%, with a colour-index of 1. 
time, tested by Duke’s method, was normal, and a platelet- 
count was not done. 

On Sept. 19 the patient was admitted with severe hæma- 
turia to St. Charles Hospital. Soon clinical and hæmato- 
logical manifestations made the diagnosis of thrombocytopenic 
purpura obvious. l 

- On admission it was noted that the patient was well- 
nourished, of strong physique, mentally alert, and intelligent. 
Temperature 996° F. Cardiovascular system normal, 
pulse-rate 80, blood-pressure 150/80. Respiratory and central 
nervous systems normal. 


Skin.—Streaky bluish areas on arms and legs, most pro- 
bably due to spontaneous bleeding into skin. Hess’s tourni- 


quet test could not be performed satisfactorily owing to the, 


very heavy pigmentation of the patient’s skin. 


Sclere and Conjunctive.—Small hemorrhage on the inferior 
scleroconjunctival junction of the left eye. A single petechial 
spot on right conjunctiva. ` Free icteric tinge of sclerz could 
not be demonstrated. Fundi showed no hemorrhages. 


Digestive Tract—Gums spongy, hypertrophied in some 
places, hard and bluish. Hemorrhagic bulla behind .upper 
incisor teeth. Free oozing of blood, especially on touching the 
gums. Cheeks bruised on inner aspect, and small ulcers 
present. Bruising also of whole of palate, covered with 
petechis, numerous also inside cheeks. Bleeding from gut 
not certain, though dark stools present. The melena could 
have been due to swallowed blood. 


Nose.—No bleeding. 
Urinary Tract.—Considerable hematuria dominated the 


clinical picture, and was very frightening and distressing for 
the patient. Severe pain in the suprapubic region. 


During the next few days the patient’s condition gradually 


deteriorated. Persistent bleeding from right nostril appeared, 
heavy hematuria persisted, abdominal pain became worse. 
Headache was troublesome, and the patient, from being cheer- 
ful and pleasant, became apathetic, fretful, and somnolent, 
and resented the approach of doctor or nurse. The tempera- 
ture was steadily, though irregularly, rising from day to day, 
the average being 102°8° F. The pulse remained of fair 
volume, steady, and not unduly rapid. The systolic blood- 
pressure came down to 130. The appetite remained fairly 
good. Repeated blood examinations showed a rapidly 
developing anemia with a high colour-index, thrombocyto- 
penia, and a low leucocyte-count. Bleeding- and clotting- 
times were normal. The blood films did not reveal any 


striking abnormality apart from a great scarcity of platelets. 
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This delayed the diagnosis. 


The bleeding- 
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There was some polychromasia and anisocytosis. . Results of 
three blood-counts are given in table x. , 
Treatment at first consisted of repeated transfusions of 
compatible fresh blood in the hope of checking the bleeding ; 
13 pints was given in 10 days, but without success. Bleeding 
from nose, gums, and cheeks, and hematuria continued to 
drain the patient’s blood, and his condition became desperate, 
although there was very active hemopoiesis. The hsemo- 
globin values in table 1 show how great the loss in blood had 
become. A large proportion of it was being lost through the 
urinary tract. The samples of urine collected during this 
period were deep red with very little free hemoglobin and a 


TABLE I.—BLOOD-COUNTS BEFORE SPLENECTOMY 


. 1944 | % rae Baik £ onm. 
Sept. 20| 94 |3,800,000 | 1-24 | 3000 | 58 | 35 42,000 
„ 23| 84 |3,800,000| 1-10 61,000 
„ 26| 56 |2,400,000 | 1-16 | 4800 |.80 Too few 
to count 


Remarks.—Slight anisocytosis and polychromasia. 


large deposit of unaltered red cells. For example (table 11), on 
Sept. 26 the hemoglobin content, estimated by the Newcomer 
method, if expressed in terms used for blood hemoglobin, 
equalled 8-5%, which is equivalent to 1-23 g. of hemoglobin 
per 100 ml. of urine; 1} litres of such urine would contain 
about 19 g. of hemoglobin—in other words, the patient was 
losing 300 ml. of his anzmic blood daily by this channel 
alone. | | 

The bleeding-time remained normal throughout the worst 
part of the illness. 

Besides blood-transfusions the patient was daily given 
potassium citrate gr. 90, ferrous sulphate gr. 9, ample fluids, 
and full diet, supplemented by ascorbic acid 150-600 mg., 
though there was no evidence of hypovitaminosis C (plasma 
ascorbic acid was 0-62 mg. per 100 ml. on Sept. 20). Pethidine 
50 mg. was used to control headaches and abdominal 
pain. - - 

At this stage splenectomy was decided on as a life-saving 
measure. On Sept. 29—1.e., 10 days after admission to 
hospital—Mr. C. Jennings Marshall removed the spleen under 
general anesthesia. The patient was transfused. with 2 pints 
of blood during the operation. Histological examination of 


the spleen showed “ prominent malpighian corpuscles and 


slight myeloid reaction ”? (Dr. C. C. Bryson). 


TABLE II—SOME URINARY FINDINGS BEFORE AND AFTER 
$ SPLENECTOMY (DONE ON SEPT, 29) 


Hb (g. per; Total 


Date Appearance 100 c.cm : 
: .cm. | protein Romarks 
1944 _ of urine of urine) A 
Sept. 26 |Like diluted blood 1°23 3 Very few casts 
» 29 |Like diluted blood 1:10 1-4 Very few casts 
» 30 Bloodstained 0:38 ‘0-62 | No casts 
Oct. 11 Slightly blood- | Too small 0:2 
stained to estimate Red cells present 
» 2} Normal colour Ditto 0:02 microscopically 
» | Slightly blood- Ditto 0:04 
stained 
rn Bloodstained 0:17 0:5 No casts : 
» 8| Normal colour | Not done 0:02 T oiea lis 
» 13| Normal colour No red cells seen 


Not done Nil 


Improvement followed almost immediately. First to stop 
bleeding were the mouth and nose; on the day after 
splenectomy sputum and saliva became blood-free. Cheeks, 
palate, gums, and lips healed rapidly ; petechi# disappeared, 
and only traces of old hemorrhagic areas could be found on 
the 3rd day after operation. The urine also became much 
clearer, hematuria diminishing gradually. Improvement 
was most pronounced on the 3rd day, when most of the day 
specimens contained only microscopica] hematuria (table I1). 

With the improvement of the hemorrhagic state the 
patient’s general condition became much better. The changes 
in his blood after splenectomy were dramatic. ‘Within 24 
hours every kind of irregularity in shape, size, and staining 
reactions of the red cells made its appearance, along with 
reticulocytes, normoblasts, and Howell-Jolly bodies. There 
was also a well-marked leucocytosis lasting about a fortnight. 
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For example, the blood-count on Oct. 2 gave this result : 


Heemoglobin Age (Haldane) White cells 18,000 per c.mm. 
Red cells 3,300,000 per c.mm. Polymorphs 81% 
Colour-index 0-75 Lymphocytes 15% 

_ Nucleated red cells 5000 per Eosinophils 1% 


.c.mm. Monocytes 3% 

Reticulocytes 9% 

Howell-Jolly bodies and Dele ocy tos present ; anisocytosis and 
polychromasia well marked; punctate basophilia and numerous 
target-cells present. a. 3 

This reaction persisted for several weeks and then gradually 
began to disappear, so that 2 months after splenectomy the 
blood looked normal. This coincided with a rise in hæmo- 
globin to & normal level. The platelets increased in numbers , 
gradually in parallel with the improvement in hæmoglobin 
and the disappearance of hemopoietic activity. Some of 
these changes are recorded in table m1. | 


TABLE I1I—SOMBE OHANGES IN THE BLOOD AFTER SPLENECTOMY 
- (DONE ON SEPT. 29) 


Nucle- : 
ted red | Reticu- 
Date | ep Red cells a Platelets 
| % | perc.mm.| CT- cr Pry eR per 6.mm. 
c.mm. 
 494a | | 
Sept. 29 | 48 | 2,190,000 | 1-09 None Very few* 
» -30 |-76 | 4,800,000 | 0'8 12,000 Very few 
0:7 000 9. Be NAY 
Oct 2 50 | 3,300,000 75 5, ,000 
jr 4 46 | 2,140,000 | 1:08 | 21,000 12 24,000 
53 5 46 | 2,600,000 | 0-86 | Numer- 40,000 
ous ; 
» 13 54 | 3,200,000 | 0-85 None 5 70,000 
» 19-1! 70 | 3,630,000 | 1-0 None 4 . 100,000 
Nov. 1 78 | 4,300,000 | 0-9 None |Under1| 400,000 
1946 
Jan. 17 1112 | 5,150,000 | 1-09 None 190,000 
Feb. 3 96 | 3,760,000 | 1-28 None ` 450,000 


. Difficult to count. 


The satisfactory progress was interrupted on Oct. 4 by a 
collapse of the left lower lobe and severe bronchitis ; this was 
treated with sulphathiazole, while the patient was kept in an 
.oxygen tent. Eventually the respiratory symptoms subsided, 
temperature came down to normal, and rea] convalescence 
started on Oct. 13, after which no trace of blood could be 
found m the urine. The operation wound having healed 
satisfactorily, the patient was allowed home on Oct. 27. He 
is being followed up, and no recurrence has taken place so 
far. He was examined in August, 1945, and found to be in 
excellent health. 

COMMENT 


The diagnosis.of cases like this often presents diffi- 
culties, and much harm can be done by treating the 
bleeding organ only. White (1944) describes a case 
where hysterectomy was performed for _protracted 
uterine bleeding, because thrombocytopenic purpura 
was overlooked. — E 

A similar thrombocytopenia in negroes, known _as 
onyalai, is common enough in West Africa to receive 
native names and is often fatal (Blackie 1937). Intra- 
muscular injections of blood are sometimes successful. 
In American negroes thrombocytopenic purpura is con- 
siderably rarer than in white men (Wintrobe et al. 1937). 

Normal bleeding-time is an unusual finding. It* 
suggests that absence of or fall in platelets is not the only 
factor influencing the bleeding-time. In the familial or 
hereditary form of purpura a normal platelet-count 
coexists with a prolonged bleeding-time (Wintrobe et al. 

37). | 
a have not measured the clot-retraction, and reserve 
any further comment, apart from mentioning that the 
behaviour of the blood from a skin-puncture did not seem 
to differ from the normal at a time when the urinary 


tract and the mucous membranes were allowing the blood. | 


to escape in the absence of any trauma. 


We wish to thank Mr. C. Jennings Marshall, rrcs, who 
performed splenectomy under adverse conditions ; Dr. G. W. 
Goodhart, pathologist to St. Mary Abbots Hospital Group 
Laboratory, for his help and advice in hematological exam- 
inations ; and the doctors and nurses of St. Charles Hospital 
for their coöperation. 
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~ PROBABLE RELAPSE OF | 
MALIGNANT. TERTIAN MALARIA 
AFTER THIRTEEN YEARS 


LAURENCE NAGLEY, MD LEEDS, MROP 
RESIDENT MEDICAL OFFICER, BIRMINGHAM INFIRMARY 


THE following case seems worth reporting in view of 
the widely held opinion that malignant tertian (Plas- 
modium falciparum) malaria is a self-limited infection 
which dies out within about 1} years after the patient 
has left the endemic zone. 7 

A married man, aged 49, a moulder by trade, was formerly 
& soldier in India from 1919 to 1928, since when he had not 
been out of the British Isles. His previous health had been 
satisfactory, apart from an attack of malaria in India in 
1928 and a so-called relapse in 1932, which he “ cured ” with 
one dose of quinine. He denied ever having had a blood- 
transfusion or any injections for any purpose. 

The present illness began on April 3, 1945, when his friends 
noticed that he was yellow. This colour increased in intensity, 
but he felt well enough to continue his work until the 10th, 
when he developed nausea and severe epigastric pain, which 


' persisted for some days and was followed by an attack of 


vomiting and bloody diarrhea, with daily shivering attacks, 
continuing until the day of admission to hospital on the 24th. 

‘ When first seen on the same evening he was very ill, 
sweating profusely, deeply jaundiced, and slightly cyanosed ; 
temperature 99-6°F, pulse-rate 98 and respiration-rate 
26 per min. The tongue was dry and lightly coated with a | 
white fur. “The abdomen was soft and without tenderness, 
and the liver and spleen were not palpable. The heart was 
not enlarged, the sounds were soft and clear, and the blood- 
pressure was 80/40 mm. Hg. A few scattered rhonchi were 
The mental state was normal at this 


system were a right extensor plantar response and an absent 
left ankle-jerk. The urine was heavily loaded with bile but 
was otherwise normal. ` 

During the night he became confused and passed 5 very 
loose stools consisting almost entirely of bright-red bloody 
fluid. A blood film revealed numerous trophozoites and 
gametocytes of. P. falciparum, as many as 25 ring forms 
being present in one microscopical field, and many examples 
were seen of 2 or 3 ring forms and 1 or 2 marginal forms 
in one red blood corpuscle. Many crescents were seen. 

A 14-day course of antimalarial therapy as recommended 
for “individuals returning from service in malarious areas ” 
(War Office 1941) was started on the 25th, by which time the 
patient had lapsed into semi-stupor, the diarrhea persisting. 
He became conscious again on the 27th, and the diarrhoea 
diminished, but he had developed a severe ‘hiccup. The 
spleen was just palpable at this stage. Later the same day, 
after intravenous dextrose saline by continuous drip, the 
hiccup and diarrhwa stopped. (The total number of stools 
had been 21). Up to this time the patient would take 
nothing but water by mouth, and on the 29th edema of 
the ankles developed. The plasma proteins were 4:85% 
{fibrinogen 0:7%, albumin 285%, globulin 1:30% ), and the 
non-protein nitrogen was 39 mg. per 100 c.cm. He now had 
no ankle-jerks, the vibration sense of the right leg was absent, 
and the right extensor plantar response persisted. Conscious- 


' ness was fully restored, the tongue was clean and moist, and 


the spleen was no longer palpable. On May 1 cedema was still 
present in the ankles, but the left ankle-jerk had returned, the 
jaundice was fading, and thé general condition was improving 
rapidly. He was able to take a full diet for the first time. 
The antimalarial course of treatment ended on May 8, and 
the patient was allowed up. He insisted on going home two 
days later, by which time the jaundice was almost entirely 
gone (the sclera being slightly tinged), but the right extensor 
plantar response remained, the ankle-jerks and vibration sense 


' had returned, and the blood-pressure was now 110/60 mm. Hg. 


Other Special Investigations : 

Stool examination (April 26): no cysts of Entameba 
histolytica seen. Bacillus coli only grown on culture. 

Blood-urea (April 30): 45 mg. per 100 c.cm. 

Blood film at end of quinine and mepacrine course 
(May 1): no trophozoites; a few crescents; punctate baso- 
philia and polychromasia. 

Blood-count (May 3): hemoglobin 66%, red blood: cor- 
puscles 3,040,000 per c.mm., white blood corpuscles 8600 per 
c.mm. (differential count: polymorphs 73%, large lympho- 
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cytes 5%, small lymphocytes 13%, hyalines 8%, eosinophils 
1%). No malaria parasites seen. 

Reticulocyte-count (May 3) 24%. 

Film of sternal-marrow puncture (May 9): negative for 
malaria parasites. | 

DISCUSSION | 

Only two possibilities have to be considered in this 
case. Either the patient was bitten by an infected 
mosquito in England recently, or else he is an example 
of a relapse after at least 13 years. Accidental trans- 
mission of MT malaria by blood-transfusion from aa 
infected donor (Thomas et al. 1936) to our patient is 
ruled out by the history of this man. He has never had 
a blood-transfusion. Nor has he been given therapeutic 
malaria at any time. (In any event the MT variety 
would not be used for such a purpose.) 

Shute (1945) has said: ‘‘ European strains of malig- 


nant tertian infections readily infect English anophelines - 


but usually die out in the mosquito before the cycle is 
completed, unless the atmospheric temperature is 75° F 
or over. In addition the attack in man is fairly readily 
cured and often burns itself out within six months. 
Only one indigenous case of malignant tertian malaria 
was reported in this country after the last war.” > 
Rogers and Megaw (1944) state that at low tempera- 
tures mosquitoes do not bite, but if a mosquito has 
already bitten and become infected it can survive for 
long periods at low temperatures and become capable 
of conveying the disease in warmer weather. Craig 
(1943) states that, while there is an optimal favourable 
temperature for each species, it should be remembered 
that complete development (in the mosquito) may take 
place at other temperatures, and even winter tempera- 
tures may not kill the plasmodia within the mosquito, 
for exposure to such temperatures appear to render 
development dormant until more favourable tempera- 
tures arise. 
in the mosquito during the winter months, provided 


that the insect is sheltered, although the plasmodia - 


may not develop fully until temperatures are favourable. 

' Rogers (1929) quotes Macdonald (1920) as saying that a 
mean temperature of about 60° F must be maintained 
for 16 days to allow the full development of P. vivax 
in the mosquito, while Macedonian evidence points to a 
higher temperature being necessary for the mosquito 
phase of development of P. falciparum, which explains 
the absence of that infection from Great Britain. 

If it is assumed that the patient was bitten by an 
infected mosquito 9-12 days or more before his first 
symptom on April 3, the latest date he could have been 
bitten was March 25. The outdoor temperature in this 
area reached a maximum of 64° F on two afternoons in 
March, and’ the minimal temperatures on those days 
were 50° and 54° F. The mean temperatures for January 
February, and March were well below 60° F. Hence it 
appears that the temperature was never high enough 
either for the exogenous cycle to develop in the mosquito 
or for an infected mosquito to bite a human. 

Rogers and Megaw (1944) are of the opinion that in 
MT malaria relapses are rare after a year. Shute (1945) 
is quoted above as stating that the discase often burns 
itself out within 6 months. Manson-Bahr (1935) 
believes that cases tend to relapse up to 14 years. But, 
in view of the evidence summarised above, the only 
explanation of this case seems to be that it is a relapse 
after at least 13 and possibly 17 years. 


I wish to thank Dr. W. Whitelaw, pathologist, and Dr. A. E. 
Chaplin, assistant pathologist to Dudley Road Hospital, for 
their help in the special investigations carried out on this 
‘ease; and the officials of the Birmingham Observatory for 
valuable help. Colonel H. E. Shortt, of the London School of 
Tropical Medicine, was good enough to examine the slides 
and confirm the diagnosis. i 
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Thus a malarial infection may remain alive” 


described below. 


ORTHOPADIC TREATMENT OF 
ANKYLOSING SPONDYLITIS 


R. K. W. KUPERS, MD LEIDEN 
THE HAGUE, HOLLAND 


Many cases of ankylosing spondylitis need some 
after-treatment when X-ray therapy has retarded or 
checked either altogether or for a considerable time the 
progress of the disease. 

The exact nature and duration of this after-treatment 


` depend on the particular time at which the patient is 


first seen, for this determines the secondary adaptive 
deformity and muscular atrophy which are in need of 
improvement. Next to orthopedic measures, physical 
treatment in the form of short-wave diathermy, ultra- 
violet and quartz-lamp radiation, and hot-air radiation 
followed by massage and Swedish gymnastics is of the 
greatest value. I wish to emphasise the orthopedic 
measures I use in those cases of ankylosing spondylitis 
in which extensive structural changes already exist. 

About 40% of patients with this disease, when they 
first come for treatment, have already a much bent 
spine and some deformity of the hips, which cannot be 
influenced by X-ray therapy and can be influenced only 
partially by physical treatment. The patient with 
“ bamboo spine ” has already, in our experience, always 
a complete or nearly complete obliteration of the sacro- 
iliac joints. The back is as stiff as a poker, a comparison 
which is often only partly correct, owing to coexisting 
deformity. Asa result of the fused sacro-‘lic>s joias the 
patient slumps, rather than sits, in a caair; and sitting 
becomes still more difficult if at the fame time one if 
the hips is also restricted by secondary arthritis. 

By carefully attempting under a.festhesia to gi 
such a hip a greater range of mobility, I was able 1 
make sitting and getting on and off bicycles easier fc 
several patients. Sitting straighter tis of particule. 
value for these patients with a totall f stiff back, as - 
means that their level of vision is rai ẹd a few degrecs: 
Persons with such distortion and defoi pity of the spin 
often walk with their eyes on the gre pnd; to addres ' 
anybody or to look into the distance, fhey have to fle: | 
their knees or balance backwards on ithe hecls, whicl ; 
is very fatiguing. Apart from this, it i | of psychologica 
and social importance to try to impro“ this deformity | 
for them. Only in a few cases have | tried, with. the, 
greatest caution, under anesthesia, fo rupture the | 


ossified spinal ligaments. Notwithstam Jing the favour- 


able results in these cases, it was clear th! $t such attempts’. 


1 (b) 


Fig. 1—Correction jacket showing metal hinges, 
(a) front view; (b) side view. 


Fig. 2—Correction jacket prolonged to support chin © 


should not be repeated, and that a more gi ? 
of correction of spinal deformity would haw kto be looked > 
for. In collaboration with Dr. W. C. Me:?'§, I claim to 

have found this method in the application“, 


THE JACKET Pa es 
The principle on which it is based is tJ‘ \ division of — 
the spinal column, with the aid of the jac “¥t, into two 
parts which can be extended on each other “¿4 th the help 
of a turnbuckle acting on the spine. ‘CTh»*" 
helps to keep the extending force acting i 
a continuously increasing one. While the 


THE LANCET] 


straight as possible, a plaster jacket is applied over 
stockinette, the prominences being padded with felt. Two 
metal bows with studs and two hinges are incorporated 
in the plaster (fig. 1). When the plaster has set, the 


`s 


(a) (b) (e) 


qd) 


Fig. 3—Stages in progress of iilustrative case: (a) on first examination 
in 1940; (b) jacket fitted in 1943; (c) 2} months later, visual axis 
(represented by interrupted line) raised 12° and height 3 cm. talier; 
(d) 6 months after application of jacket, visual axis 9° higher, and 
-height 2 cm. taller, than on first examination. ' 


_ jacket is divided into two by cutting out a narrow 
segment ‘on a level with the umbilicus; and the turn- 
buckle is placed between both transverse bows by means 
of the studs fixed tothem. By rotating the turnbuckle, 
the patient controls the extending force acting on the 
spine. When the curve reaches the upper thoracic 
region, the jacket can be taken up under the chin (fig. 2) 
so that the fulcrum is situated at a higher level in the 
column. And with the plaster jacket as a model, the 
correction jacket can be made out of strong leather. 

By measuring the increase in height and the alteration 
of the level of vision, it is possible to express the results 
of treatment numerically. During treatment the patient 
should have small frequent ,meals, as gastric over- 

- distension causes a feeling of oppression. During the 
2 day he is up and about as usual and can, after the jacket 
has been applied and inspected in the clinic, give the 
turnbuckle at home a few more turns every day, but 
ie under regular observation. 


$ ILLUSTRATIVE CASE-RECORD 
j A man, aged 24, was first seen in 1940 with a 5-year history 


:.  ofsymptoms. A typical ankylosing spondylitis had developed - 


, with much spinal deformity, stiffness of the neck, and restric- 
.' tion of movement in the left hip; thoracic excursion very 
: 1 slight. Pain and stiffness were severe, in spite of his taking 
: .  *Pyramidon’ gr. 2 daily. There have been 8 attacks of 
: U iritis and scleritis. Sedimentation-rate 21 (Westergren). 
-$ - Radiography showed a “ bamboo spine,” obliteration of the 
+ C sacro-iliac joints, and a secondary arthritis of the left hip. 
E The patient received X-ray therapy according to the usual 
_, programme, and after the first course the pain considerably 
_ 1 lessened, anodynes were no longer necessary, and the stiffness 
\ somewhat diminished. Sedimentation-rate 25 mm. in 1 hr. 
4 After an interval of 6 weeks another course of X-ray therapy 
Was administered, after which the pain disappeared .com- 
j; i pletely, except in the left hip, which responded, however, 
= °7to short-wave diathermy and massage. 
; i! After 6 months the patient was bicycling again, and able 
| + io continue the university . courses. Sedimentation-rate 
| ..3-. During 1941 there was slight pain in muscle-groups, 
ų Thich responded favourably to liniment and a single short- 
, Lave treatment; sedimentation-rate unchanged. In the 
~ \ uiddlo of 1942 the patient had pain in neck and hips, which 
, .Pacted well to a short course of X-ray therapy. In 1943. 
, « tere were no special features, and the monthly sedimenta- 
{ 2 m-rate remained at 10. | 
_ 1 „At the end of 1943, for psychological and social reasons 
| ye patient needing social rehabilitation), the correction 
_| ket was applied as described above, the left hip having 
| t been mobilised under anesthesia. This jacket was 
‘| i alied for a month, during which it was possible to extend 
hel “| 49 turnbuckle fully ; analgesics were necessary only the 
kel ; É night, and there were no other difficulties. 


i 
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nie p| 
cket | 2 very painful, and the patient was ordered a week’s rest. 
.; pains were relieved with mustard plasters in a few days, 

\o the second jacket was applied. The maximal extension 
vitble of the spine was accomplished by turnbuckle in a 
ith, and the patient was left in this position for another 
„Light. He was 3 cm. taller, and his visual axis was raised 
4°, values which remained unchanged after removal of the 
ot (fig. 3c). 
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- chætes in the blood one day later. 


- index than neoarsphenamine. 


s:Vhen the first jacket was removed, the muscles of the loin ° 
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During the last few days of wearing the jacket, after having 
had only a week’s respite in 24 months, there was considerable 
fatigue ; and the flank muscles were painful and weak after 
its removal. After massage and mobilisation the patient 
was symptom-free after 3 weeks, and a month later he started 
work. Sedimentation-rate constant at 10. 

A follow-up 6.months after application of the jacket, 
during which time he had to do much walking in connexion 
with his work, trams and bicycles not being available in war- 
time, showed an increase in height of 2 cm., and & raising 
of visual axis by 9° (fig. 3d). The fact that these values 
were not so good as before (fig. 3c) is probably due to fatigue. 
He did Swedish gymnastics to maintain these results. 


It is our opinion that, even in this long-standing 
case with obvious secondary structural adaptation, it 
would have been possible by means of another jacket 
to correct still further the- present spinal deformity, 
as the turnbuckles of the first two had been opened up 
to their maximum. > 


LOUSE-BORNE RELAPSING FEVER 
TREATED WITH CALCIUM GOLD KERATINATE 


M. WOLMAN, CAPTAIN RAMO 
CENTRAL PATHOLOGICAL LABORATORY, MEF 


M. OMAR, MB, DB _ M. ABU-TALEB, MB 
IMBABA FEVER HOSPITAL, CAIRO 


Toe treatment of spirochetal diseases with gold 
preparations was apparently introduced simultaneously 
by Levaditi and Nicolau (1925) and by Feldt (1941). 
Their results were confirmed and amplified by subsequent 
experimenters. Thus, Steiner and Fischl (1929) found 
two gold compounds, ‘Solganal’ and ‘A. 69,’ more 
effective than ‘ Neosalvarsan ’ and of a higher chemo- 
therapeutic index. Rothermundt and Wichmann (1932) 
found that, whereas certain strains of spirocheetes were 
more sensitive to gold treatment, others were more 
sensitive to arsenicals. Feldt (1941) reported that gold 
keratinates were superior to former gold preparations, 
as their chemotherapeutic index was higher; calcium- 
gold keratinate (‘ Neosolganal’) was said to be the 
best m the series, because of the anti-allergic action 
of the Ca-ion. l : ' 

The action of solganal and neosolganal in curing labora- 
tory infections with relapsing fever spirochætes was 
studied further at the National Institute for Medical 
Research, London, by Hawking (1944 unpublished). 
A strain of Treponema recurrentis from the Liverpool 
School of Tropical Medicine was used. Mice were treated 
on the first day of patent infection, a single dose being 
given intraperitoneally in 0:5-10 c.cm. water. The 
response was judged by the presence or absence of spiro- 
Results were as 


follows : 

Dose clearing Dose killing Chemo- _ 

holf the mice half the mice therapeutic 

(mg. per 20 g.) (mg. per 20 g.) index* 
Neosolganal .. 0-5 26 52 
Solganal B '.. 1-3 > 80 > 60 
Neoarsphenamine 1-0 8-5 or less es 8 

*Lethal dose 
Therapeutig dose. 


The neosolganal was taken from two samples prepared 
in this country. These results indicated that neosol- 
ganal had a much more favourable chemotherapeutic 
Larger batches of neosol- 
ganal were accordingly prepared by Dr. D. H. Hey, of 
British Schering, Ltd., who devised new methods of 
synthesis, since the original process of manufacture had 
been kept secret in Germany. The material and bio- 


‘logical results were forwarded by the Medical Research 


Council to the Director of Pathology, War Office, who 
encouraged the clinical trials here described. No 
clinical trials of neosolganal during an epidemic of 
relapsing fever have previously been reported. 

It has been our combined experience (Wolman 1944, 
Dr. Ramli—of the Imbaba Hospital—not yet published) 
that the treatment of louse-borne relapsing fever with 
arsenicals is rather disappointing. The testing of other 
chemotherapeutic agents in this disease was therefore 
very desirable. 


t 
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MATERIAL AND METHODS 
The experiment was conducted at the Imbaba Fever 
Hospital in Cairo. The patients were all Egyptians, 
usually villagers living near to Cairo, and belonging to a 
low social-economic class. The epidemic was a rather 
mild one of louse-borne relapsing fever, occurring in a 


number of villages in the vicinity of Cairo. Lice were 
occasionally found to harbour spirochetes. The mortal- 


ity of this epidemic in consecutive groups of 100 varied 
between 0% and 9% and averaged 2-6% (private commun- 
ication by Dr. A, M. Ramli). | 

Patients were usually admitted in the evening. A 
thick film was taken on admission, stained with Giemsa, 
and examined next morning. Only patients who had 
pyrexia at the time and whose blood was positive for 
spirochetes were included in the experiment and were 
given a serial number. Even numbers (experimental 
group). were given intravenous injections of 0-5 g. 
neosolganal (British Schering) in 5 c.cm. of distilled 
. water. Odd numbers (control group) were not given any 
drug. . Each of these series consisted of 80 patients. 

Besides these two series, there were two other smaller 
series of 20 patients each, one of which was given 1 g. of 
neosolganal in 5 c.cm. of water, and the other 1 g. of 
neosolganal dissolved in 5 c.cm. of ‘ Ametox’ (10% 
solution of calcium-thiosulphate, May and Baker). 
These last two groups are too small to be of. any 
statistical significance, and a full record of them would 
therefore be superfluous, although they will be mentioned 
later. 


TABLE I-——-DISTRIBUTION OF PATIENTS BY SEX, AGE, AND 
DURATION OF ILLNESS BEFORE ADMISSION 


Number of 


Anm bor of Duration tient 
ae patients Ss of illness | ____ patients 
xX | . cfore admission : 
| Experi- | Control (days) Experi: | Control 
mental mental 
| group | 8tToup group | Stour 
Male ' 43 48 1 4 7 
Female | 37 32 2 15 14 
29 16 
Age 3 
(years) | 4 il 15 
TE A 5 14 13 
is 1 2 1 
11-20 25 23 : 1 5 
91-30 28 32 
31-40 | 13 6 8 2 2 
41-50 3 4 9 2 2 
51-60 | 2 1 10 | 0 2 
61-70 0 3 


Patients were put into one group or the other according 
to their serial number, no attention being paid to their 
condition, age, or sex. Children below the age of 4 years 
were excluded altogether owing to the difficulties of 
intravenous therapy in small children. Those above this 
age were given a dose of neosolganal of approximately 
0-01 g. per kg. of body-weight. 

All patients had as little as possible symptomatic 
treatment, which was standardised and parallel in all 
groups. Patients were also given 2 lemons daily to keep 
a good level of vitamin C in their blood, a point recom- 
mended by the makers of neosolganal. 


Slides were taken and examined twice daily for almost 
the whole duration of the experiment. Towards the end, 
technical difficulties forbade us to continue this routine, 
and slides were then examined near the beginning and 
end of each attack. 

The age- and sex-distribution of the patients in both 
groups, and the duration of sickness before admission to 
hospital are shown in table I. 

Some patients gave a history of possible, or probable, 
former attacks at home. There were 7 patients in each 


group who had had a recent previous period of illness, . 


which was probably not an criginal attack of relapsing 
fever. There were 3 patients in the experimental group, 
and 4 in the control] group who had had a former period 
of illness which most probably was the first attack of the 
disease. Since these numbers are almost equal, they do 
not affect our results. 


Some patients had intercurrent diseases and com- 
plications as shown in table II. 


' comparison with the control group. 


TABLE JI—-INTERCURRENT - DISEASES (EXOLUDING 
BILHARZIASIS) : 


: Number of patients 


Disease 


Experimental Control 
group group — 

Bronchitis .. os 2 i 2 

Pneumonia and pleurisy <4 1 i 1 
~Parotitis ee ee | 1 1 

Pyelitis 1 

Abscesses es 2 

Malaria 1 1 

Smallpox 1 


TOXIC EFFECTS OF NEOSOLGANAL 
We were on the lookout for toxic reactions due to the 
drug. This entailed observation of the patient after 
the injection was given, and repeated examinations of the 
urine and white-cell counts. í 


(1) 60% of the patients had no ill effects from the 


injections. The other 40% had reactions as follows. 
Immediate reactions (within 1 hour of the injection) : 


15 patients had rigor and/or sweating, possibly due to the 
rapid destruction of the spirochetes. 


6 patients vomited. - 
7 patients had rigor and sweating and vomited. 


l patient had a severe reaction with loss of consciousness, 
delirium, and incontinence of urine and fæces. This 
patient had malignant tertian malaria at the same time, 
and the reaction might well have been due to the malaria, 
or to the effect of the drug on it, or to the combination 
of both diseases. ; 


Delayed reactions : i ve 


3 patients had late reactions, vomiting within 6-12 hr after 
the injection. 


(2) Toxic effects of the drug, as expressed in changes of 
the white-cell count and urine, have been estimated in 
Table m shows 
that there was no significant difference between the two 
groups. In compiling this table two facts had to be 
considered : (a) the albuminuria, hematuria, and high 
leucocyte count might possibly be caused by the disease 
itself ; and (b) the fact that more than half our patients 
had a bilharzial infection. 


TABLE III—CHANGES IN URINE AND WHITE-CELL COUNTS 


7-10 DAYS LATER COMPARED WITH STATE ON 
ADMISSION 
. No. of patients 
Experi- 
mental ppd 
group 
Urine: - 
Albumin same or decreased ie re 65 68 
“v increased .. beste Ds 4 3 
Sediment same or improved si ae 44 4l ` 
34 deteriorated ag nb 22 1 1 
` 
IF hite-cell count : 
Same or morce than half original value .. 74 74 
Less than half original value bt ae 1 ; 2 


Less than 4000 per c.mm... 


This table docs not include all the patients, because certain 
investigations were omitted in some cases. , 


There was no statistically significant difference between 
the toxic reactions to the drug in the experimental group, 
who were given neosolganal 0:5 g. in water, and the other 
two groups, who were given neosolganal 1 g. in water and 
neosolganal 1 g. in calcium thiosulphate, although these 
showed slightly more immediate toxic reactions. The 
last two groups did not differ in the number or severity 
of toxic effects. It seems, therefore, that calcium thio- 
sulphate does not reduce the incidence of toxic effects 
from neosolganal. 

' We conclude that the therapeutic administration 


of neosolganal does not constitute a hazard to the 


patient. 
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RESULTS | 


Duration of first attack.—The. injection of the drug’ 


caused the disappearance of spirochetes from the 
patient’s blood within 24 hours in all cases ; therefore, 
the earlier treatment was initiated the shorter was the 
initial attack. Since the slides.were examined twice 
daily, the exact time of the disappearance of spirochstes 
from the peripheral blood could not usually be deter- 
mined. In some cases the spirochetes disappeared as 
early as 2 hours after the injection, whereas in others 
they were found after 10 hours, but the next blood-slide 
be examined, 12 hours later, did not show any 
spirochetes. | 
In almost all cases the temperature came down within 
24 hours of the injection—in all within 30 hours. Usually 
a it came down 
a few hours 
after the spi- 
rochetes had 
disappeared 
from the 
blood, but in 
a few cases 
the temper- 
ature came 
down first. 
The accom- 
panying figure 
shows the 
difference be- 
I 2 3 4 5 6 7 8 9 10tween the 
DAYS OF ILLNESS BEFORE ADMISSION average dura- 
Average duration of lst attack after admission in tion of the 


relationship to duration of iliness before admission first attack in 
(calculated to the nearest į day). the hospital 


Gi 


N 


EXPERIMENTAL 


AV. DURATION OF FIRST 
ATTACK (DAYS) 


mental and control groups. The number of cases from 
which the average was calculated can be seen in table I. 
It will be seen from the figure that there is an apparent 
relationship between the average duration of the attack 
(total, in hospital, and at home) and the day of the disease 
on which the patient was admitted. This is really a fal- 
lacy, because patients admitted in the later stages of the 
attack do not represent a random sample of those affected. 
Patients arriving after 7 days’ illness, for example, are 
not a random sample, and the average duration of the 
attack in these cases must, of course, exceed 7 days. 

Relapses and non-specific rises of temperature.—We 
defined a relapse as the reappearance of spirochetes in 
the peripheral blood-stream after the end of the first 
attack. This was always accompanied by a rise in 
temperature above normal (37° C), although in one case 
a relapse lasting one day had a maximum recorded 
temperature of 37° only. 

A number of cases had rises of temperature after the 
end of the first attack, with no spirochetes found in the 
blood, and no complication to explain the rise. These 
were termed ‘‘ non-specific rises,” as their cause was 
unknown, although we are inclined to consider them as 
equivalent to relapses. 

Table tv shows the incidence of relapses and non- 
. specific rises in both groups. The difference between the 
relapse-rates is statistically significant, and that between 
the non-specific rises is not, while the difference of the 
sum of both is significant. 

The same table shows that neosolgana] lengthens the 
interval between the first and second attack. Two 
patients in the experimental group and none in the con- 
trol group had a third attack. The average duration of 
the second attack was longer in the experimental group 
than in the controls. Neither of these observations is, 
however, statistically significant. . l 

Mortality.—In our series 3 patients of the experimental 
group and one of the control group died. This difference 
is not statistically significant. All 4 patients were seri- 

ously ill and not expected to live when first admitted. 


DISCUSSION 


We have obviously in our hands a potent non-danger- 
ous chemotherapeutic agent. Its administration seems 
to be safe, and the immediate effects good. As a rule 
the spirochetes disappear from the blood and the tem- 
perature falls within a day (usually less) of the drug being 


in the experi- -> 


TABLE IV—INFLUENCE OF NEOSOLGANAL ON RELAPSE-RATE, 
RELAPSE LENGTH, INTERVAL, AND NON-SPECIFIC RISES OF 
| _TEMPERATURE 


A—Rates of relapses and non-specific rises 


ee ee 


: SE of 
í Differ- both 
Pauri Control | ence in | groups | Difference 
group group per- consid- SE 
centage ered 
togethe 
SE oa Son a 
Relapses .. 14 17:5! 52 |65 47°5 7:73 6-14(sig.) 
Non-specific l : 
rises .. | 4) 5 9111-2} 6-2 4:30 | 1-44(notsig.) 
Both .. | 18 | 22-5) 61 | 76-2) 53-7 7:86 | 6-82 (sig.) 


ee et 


ee eet 


B—Length of interval between attacks, and length of relapses 
l Experimental 


Control Difference 
group group of means 
Mean Mean SE-of , 
length SD length SD difference . 
Length of in- . a 
terval (days)| 10-0 2-10 | 7:73 1:73 | 3-84 (sig.) 
Length of re- 


lapse (days) 1:350 |0-52 (not sig.) 


2-785 | 1-042 | 2-610 


given. It seems clear that the drug is more useful when 
given early, simply because the disease will be shortened. 

In this experiment neosolganal was observed to have a 
well-marked effect on the relapse-rate, reducing it from 
65% to 17-5% ; it also lengthened the interval between 
the two attacks. On the other hand, the small size of 
the samples allows ho useful deduction to be made as 
to the efficacy of neosolganal] in reducing mortality in 
seriously ill cases. 

The results of treatment in the two additional groups— 
given 1 g. of neosolganal in water, and 1 g. in calcium 
thiosulphate—showed no appreciable difference ; this 
seems to indicate that the substitution of calcium 
thiosulphate for water as solvent for neosolganal does 
not serve any useful purpose. There was no statistically 
significant difference between either of these two groups 
and the experimental group receiving 0:5 g. as regards 
curative effect, though the incidence of toxic reactions 
was slightly higher in the group with higher dosage ; we 
therefore consider that 0:5 g. is an adequate dose. 

Neosolgana] seems to be a valuable therapeutic weapon 
against louse-borne relapsing fever ; but since it did not 
prevent 3 deaths nor eliminate relapses altogether it is 
not the ideal chemotherapeutic agent in this disease. 


SUMMARY “ | os 
Alternate patients (80 of a total of 160) with louse- 


. borne relapsing fever were treated with neosolgana] 0-5 g. 


The drug caused frequent but mild reactions. 

Patients were free from spirochetes and apyrexial 
within a short time (usually 24 hours or less) of the 
injection. .. | 

The incidence of relapses in the treated group was 
significantly reduced. ' 

Three patients in the experimental group and one in 
the control group died. This difference is considered to 
be due to chance. l 


We are indebted to Colonel H. T. Findlay, ppp, mer, for his 
initiative and interest in this work ; Dr. A. M. Ramli, director 
of the Imbaba fever hospital, for his help in the execution of 
the experiment ; the staff of the Central Pathological Labora- 
tory, and of the Imbaba Hospital for the valuable assistance 
rendered ; and Lieut.-Colonel B. W. Lacey, Bamc, ADP, for his 
help in the mathematical elaboration of the statistical data. 
The neosolganal was kindly supplied by British Schering, 
Ltd., through Dr. D. H. Hey. 
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Prelithinary Communication 


: POLYVINYL ALCOHOL 5 
AS A MEDIUM FOR LOCAL PENICILLIN THERAPY 


PENICILLIN for local application is usually prepared 
either in aqueous solution or embodied in a ‘ Lanette’ 
wax or ammonium stearate type of base. None of the 
vehicles so far used are completely satisfactory. Gough, 
Still, and Wozencroft ? have recently criticised the 
lanette wax bases and several other writers have urged 
the need for a more reliable base—e.g., Selbie et al.,4 
Coles et al.! In the following paper a new medium 
for local penicillin therapy is described. 

Polyvinyl alcohol (PVA) is a high polymer substance 
formed by the hydrolysis of the. corresponding poly- 
acetate, the chain length and degree of hydrolysisresulting 
in various grades of PVA each characterised by certain 
viscosity and colloid properties. The chemistry of 
PVA has been well reviewed by Jones.? 

PVA is a white or creamy powder with little taste 
or odour, stable to heat up to 160°C. It is readily 
soluble in water and produces solutions of viscosity 
varying from watery solutions at 1% to a thick ‘‘ treacle ”’ 
at 15% and ropy pastes at higher concentrations. . Solu- 
tions are notable ‘for their excellent film-forming pro- 
perties. Films produced by evaporating the water from 
dilute solutions are colourless, transparent, tough, and 
flexible. They are very resistant to oils, fats, greases, 
and most organic solvents. 
from solution by the addition of solutions of inorganic 
salts if above a certain critical concentration ; this 
provides a means of spinning fibres of PVA. 

Solutions of PVA do not gel on standing, but gelling 
properties may be imparted by adding small quantities 
of inorganic and organic compounds, such as polyhydric 
phenols and naphthols, some azo-dyes such as congo red, 
or borax and borates in general. The gels thus produced 
are reversible and are reconverted to the solution on 
warming. In general PVA solutions act as reversible 
colloids, similar to gum arabic or albumin. They are 
also effective emulsifying agents. Both solutions and 
. gels may be sterilised by autoclaving without alteration. 

PVA solutions and gels do not encourage the growth of 
organisms. Solutions and gels have been kept for months 
in open beakers at room temperature with hardly a trace 
of bacterial or mould growth. Sterilised solutions of 
PVA from 1% to 10% in phosphate buffer pH 7:4 have 
been heavily inoculated with Staph. aureus, Strep. 
hemolyticus, Ps. pyocyanea, and diphtheroids and incu- 
_ bated for 72 hours. Results showed that PVA is not 
a suitable pabulum for growth of these organisms. 

Nutrient broth containing PVA in concentrations 
over 5% gave a very poor growth of staphylococci, 
streptococci, and Ps. pyocyanea, as cgmpared with controls 
containing no PVA. It seems probable that the high 
viscosity of the more concentrated solutions is responsible 
for limiting the growth of the organisms by preventing 
free migration. . 


EXPERIMENTAL OBSERVATIONS 


PVA was originally used as a vehicle for buffered 
solutions to reduce proteolytic action in cases of gastric 
or duodenal fistula (see Selous and Perryman). The 


following experiments were undertaken to see if the. 


activity of penicillin in such a medium would be main- 
tained, with a view to its use as a local application for 
wounds and burns. 

Solutions of from 1% to 15% PVA in phosphate 
buffers of pH 6-0 to 7-4 and containing 1 to 50 units of 
penicillin per c.cm. were prepared. These were kept at 
room temperature (20° C) in daylight and in the refri- 
gerator at 4° C for periods up to three months and the 
penicillin contents assayed periodically by Heatley’s 
method. Samples of penicillin in PVA solutions were 
also kept in the incubator at 37°C both plain and in 
the presence of sterile human blood to test the effect cf 


1. Coles, R. B., Barker, A. N., Robortson, E. A., Cowan, S.T. 
(1945) Lancet, i, 720. 
- Gough, J. B.. Still, M., Wozencroft, C. J. H. (1945) Ibid, ii, 91. 
. Jones, I. (1943) British Plastics, 15, 380. ‘ 
i . R., Simon, R. D., McIntosh, J. (1945) J. Path. Bact. 


57, 47. , 
. Selous, C. F., Perryman, P. W. (1945) Lancet, i, 240. 
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PVA may also be coagulated ` 
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PVA on the activity of the penicillin at this temperature. 
Resülts of these tests are shown in the table. 


Units penicillin. 
a l per.c.cm. 
Test” A: 10% PVA solution, with pH 6:4 buffer 26 
Control B : Water 29 PA 93 99° 99 
Test C: 5:5% PVA solution, with pH 6-8. buffer 1-6 
Control D: Water dis ok Gp Ow » 
Test E: 5% PVA solution, with pH 7-4 buffer 1-6 
Control F: Water 5, » » 5 = 
Test G: 5% PVA Solution, with 40% whole blood 1-6 
Control H: Water ion s 55 or ox 
Penicillin units per Penicillin units per 
Days at c.cm. : Days at c.cm. 
20° C 20° O° |= 
Test A | Control B Test C | Control D 
0 | 26 26 0 1-6 1-6 
10 | 26 | 26 5 16 1:6 
18 | 25 25° 11 1-6 : 1:0 
35 18 16 15, 1-5 0-4 
73 16 16 20 1-1 0:0 
hog Test E | Control F Dee Test G | Control H 
E AREE see eee 
0 160 | 1-6 0 1-6 
1 . 1-6 | 1:6 © 1 0-7 
í 
2 1-6 | 1-6 2 0-0 
5 0-6 | 0-7 3 0-0 
6 06 ' 07 
8° 0:2 | 0:0 


In all cases the penicillin activities of the test prepara- 


tions are seen to be as good as or superior to the control 
solutions. Figures for PVA-penicillin solutions kept at 
4°C showed that the activity is maintained at this 
temperature for several months. 

Earlier work in this hospital has established that 
PVA is non-irritant and non-toxic to tissues. Dr. J. W. 
Trevan, of the Wellcome Physiological Research Labora- 
tories, has kindly carried out toxicity tests, injecting 
PVA by the intramuscular, subcutaneous, and intra- 
peritoneal routes into animals; his conclusions fully 
supported the view that PVA may safely be used in 
contact with tissues. 


CLINICAL APPLICATIONS 


Local PVA-penicillin was therefore tried out on some 
suitable clinical cases. 
adopted. 


The daily gauze dressings were placed in 25 c.cm. utility 
screw-stoppered bottles. Enough 8-15% PVA solution in 
phosphate buffer pH 6-4-6-8 was added to thoroughly 
impregnate the dressing and leave. several o.cm. excess. 
Bottles and contents were then sterilised for half an hour at 
20 lb. per square inch in the autoclave and when almost cool 
the required units of penicillin were addéd and well shaken 
to mix. 


The results were encouraging, sepsis being rapidly 
cleared up and healing rapid and uniform. The advan- 
tage over aqueous solutions is that PVA may be made 
of any required consistency and does not diffuse away 
into dressings or evaporate. For first-aid or field 
dressings 15-20% PVA containing 200-1000 units of 

enicillin may be dispensed in collapsible metal tubes 
(‘‘ tooth-paste ”? type). 

A new method for the treatment of infected cavities 
and sinuses of difficult accessibility where close contact 
of all surfaces with the drug is essential has been evolved. 
Sterile 5-10% PVA solution containing a high concentra- 
tion of penicillin is run into the cavity and when it has 
diffused well into all fine structures a few drops of a 
sterile solution of gelling agent such as congo red are 
injected into the PVA-penicillin solution with a hypo- 
dermic needle and syringe. The whole mass is thus 
immediately transformed into a soft gel from which 
penicillin slowly diffuses. 


The following technique was © 
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SUMMARY 


: septic wounds and burns. 
‘ <Anin-situ gelling teehnique for infected sinuses shes been 
evolved using PV A-penicillin in conjunction with congored. 


Supplies of polyvinyl alcohol were obtained from Messrs. | 


Hopkins & Williams Ltd., by permit from the Plastics 
_ Control, Terminal House, Grosvenor Gardens, London, SWI. 
- For burns the grades RH 391 or 647 are best ; 
_ purposes grade RH 349 was used. 


I am indebted to the late Dr. C. F. Selous, head of the 
pathological department, and to Dr. A. Klidjian, resident 
surgical officer, of the hospital, for their coöperation. My 
thanks are also due to Dr. Trevan of the Wellcome Physio- 
logical Laboratories, Dr. C. Sivertz of the University of 


- Western Ontario, dnd Mr. R. A. Faires of the Fuel Research ` 


Station, Greenwich, for valuable technical- advice. 


Kent and Sussex Hospital, 
Tunbridge Wells.’ 


“Medical Societies 
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TUBERCULOSIS . ASSOCIATION 


. ` AT a ‘meetizig held in London on Nov. 16, with Dr. 
- Norman TATTERSALL, the president, ‘in the chair, .a 
; paper on o 


P. W. PERRYMAN, M SÇ LOND. 


40 -e -an 


eee 


Bovine Infection ana Disease ' 


was read by Prof. G. S. WILson. Throughout the 
country, he said, 0-5% of cows have tuberculous udders. 
and . excrete tubercle bacilli in their milk. On .the 
average, 7% of farms send out TB-infected milk; though 
incidence varies (e-g., Cheshire 21%). As regards 
‘non-pulmonary disease in man, Griffith’s. figures still 
hold. For pulmonary infections due to bovine bacillus 
recent. fi s are: Scotland 5-7%, England (North & 
Midlands) 2%, -England (South) 0:-6%, and Wales 1%. 
Infected milk comes from accredited herds equally with 
those which are ungraded, and bulked milk is infectious 
i proportion to the degree of bulking. 

e.prevention of bovine tuberculi, said Professor 
Wilson, can be tackled in two ways—by controlling the 
‘disease in cattle or by eliminating infectivity in milk. 


The first method was half-heartedly touched upon by the’ 


Tuberculosis Order of 1925, which has had no perceptible 
effect on the incidence in Great Britain. The withdrawal 
of infected beasts in accredited herds after one of four 
" annu&l inspections does not prevent spread of disease 
‘to other cows. In the USA all cattle giving a positive 
tuberculin test are slaughtered, and by this policy a rate 
of 4% in 1917 had been reduced tenfold by 1940 (at a 
cost of £70-million). But if we chose the eradication 
method, our difficulties would be greater—owing to the 
initial 40% infection of herds, their greater crowding, 
and the dangers of the marketing system. It might be 
possible to increase resistance in cattle, as by vaccination 
_ of calves with BCG, and in the future it might be feasible 
to, breed for resistance. After mentioning that there is 
no certain evidence of the value of BCG vaccination for 
children. Professor Wilson asserted that in this country 
the heat treatment of milk is the best means of protection 
against bovine infection. 

Dr.: J. S. WESTWATER said that‘ there has actually 
been a considerable lowering of infection amongst cattle 
in Scotland. Bovine tuberculosis; is commoner in 

country areas, where pasteurisation is lacking. How 
can this be met ? Dr. R. R. TRAIL urged the Association 
to do something about pasteurisation ; but Mr. J. E. H. 
RoBERTS said that unfortunately the profession does 

not speak with a single voice in this matter. 

Beplying to questions, Professor ‘WILSON admitted 
that occasionally infected cattle give a negative túber- 
culin test. He does not think there is any age at which 
raw milk should be the choice. The effect of 


teurisation où food value is negligible (20% of vitamin re 


and 5-10% of vitamin B being destroyed, with no change 
in calorie value). He urged the Association to contmue 
the fight for clean mfk. 


Combined Tuberculosis 


Dr. KALMAN MANN read a paper on lung lesions in 
skeletal tuberculosis. 


TUBERCULOSIS ASSOCIATION S 


` infection ; 


for other ~ 


“the human bacillus. 


_ tuberculosis in children. 


- bronchitis may be a 


pulmonary disease. 


Of 500 cases admitted to the. 


(peo. 15, 1945, 779 


Seen 


re ne ee ae a we ne re - ———— 


ss Royal National Orthopedic Hospital, none of w Hich had 


‘open phthisis, 57% showed active pulmonary disease 
a primary. complex or glands in children under 15, above 
that age more usually hwematogenous foci. In children 
the skeleta] lesion apparently follows quickly a primary 
in adults’ it more probably results from 
reactivation of a quiescent focus with subsequent blood- 
stream spread. As the first infection appeared to be in 


` the respiratory tract in three-quarters of the children, Dr. 


Mann concluded that the infecting organism is of human 
type in. most cases of juvenile skeletal tuberculosis in 
(Southern England : of 88 specimens-typed, 94% showed 
He pointed out that discovery of 
a définite focus in the chest may be a help in diagnosis 
of. a bone lesion, and that the progress of the former 
is of prognostic value for the latter. Since a human 
origin for infection seems to be most important, it is 
highly desirable to diagnose and treat cases of primary. 
From .a small experiment 
in a children’s ‘ward, it appeared that children with a 
positive gastric lavage were not infectious to others 
whose tuberculin test was still’ negative. 

Speaking on prognosis and treatment in cases of 
combined tubereilosis Dr. LEY STEVENS cited 
Krause’s remark that tuberculosis is a conspicuous. 
example of metastasising infection. We live in danger 
from our own lymph-nodes, especially the tracheo- 
bronchial glands with their wide drainage and close 
proximity. to,the blood-stream. . Tuberculous endo- 
j collar-stud ” spread from a 
caseous gland and may be found in children with epi- 
tuberculous reactions, or in adults with parenchymatous 
disease or ballooning cavities. A collar-stud abscess. 


: may also arise from lymphoid tissue in bowel ulceration 


and is possibly of similar origin in perirectal suppuration. 
Bone disease often produces the same ‘condition—e.g., 
in psoas abscess. The outlook in comhined lesions 


. depends on successful elimination of the peripheral 


part of the collar-stud abscess as a source of. toxeemia.; 
control of the ‘deep end of the collar-stud by general or 
local measures ; ‘quiescence of the deep gland focus 
responsible for vascular dissemination ; and, finally, the 
make-up of the patient and his: environment. Recum- 
bent treatment of skeletal lesions has a good effect on 
Prognosis is poor where there is 
disease of the urinary tract, or where multiple lesions 
develop at intervals. . 
Mr. G. R. GIRDLESTONE said that Dr. Mann’ s paper 
seemed to show that primary invasion (air-borne) is 
replacing | primary lymphatic disease . (milk-borne), 
though clinically it is often no more obvious and perhaps 
equally recessive. In the Wingfield-Morris Orthopedic 
Hospital the persistence or new appearance of a pul- 
monary lesion has in the past been noted in less than 
10% of the patients under treatment for skeletal lesions. 
In Seddon and Strange’s collection of 176 cases of sacro- 
iliac tuberculosis there was a high mortality in combined 
cases—55% compared with 10% in single closed lesions— 
and of the 61 deaths 10 were due to pulmonary disease. 
On the other hand, the presence of a. skeletal lesion 
probably does not adversely affect the prognosis of an . 
active -lung lesion provided an experienced orthopedic 
surgeon is at hand. The patient may lose his joint, 
perhaps even his limb,’ but not his. life. Of course a 
favourable result depends on the existence of an efficient 
hospital unit with coöperation between the tuber- 
culosis physician and surgeon. - va 


-As examples of treatment of the joint in combined a 


lesions, Mr. Girdlestone mentioned : 

(1) Shoulder.—A big thoracobrachial Blaster ‘is , probably 
inadvisable more often than not. . 

(2) Spine.—A. plaster bed with a sucning case, a Robert 
Jones frame with a turning case, or a aá Groves bed’ with 
two mattresses are all applicable. a 4 

(3) Sacro-iliaċ joint or hip.—Long spica plasters. ` (A big 
controlling plaster may be as good for the lung as for a joint.) 


- As regards operative treatment, in the presence of an 


active pulmonary focus there is even less margin for trial 
and error. A programme must be wisely planned and 
periodically reviewed in the light of the patient’s progress. 
In excision and apposition with a view to fusion of the 
hip or knee, union is-unlikely if the tuberculous patient 
is over 40 and ill, or if the local lesion is active. A 


. AA 2 


` 


`. the glandular part of the primary complex. 


cavitation. 
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progressive rise or fall in the sedimentation-rate is a 
valuable indicator of reaction to the disease. 
Mr. Girdlestone ended by speaking of the lack of . 
hospital units where combined cases can have adequate 
treatment for both chest and joint. There is urgent need 
in each region for a fairly small special hospital unit 


convenient to the staff of the sanatorium. and orthopedic | 
hospital. Such a hospital should have an efficient and 


stable staff and be suitable in site and design. 
Dr. F. S. HAWKINS reviewed 143 cases of combined 


tuberculosis (25% of the non-pulmonary discharges from - 
Post-mortem | 


North Wales sanatorium in six years). 
examination in such cases showed tracheobronchial 
gland enlargement in 60%, and mesenteric gland enlarge- 
ment in 35%, hematogenous dissemination being 
commoner “in the former. Lung lesions varied from 


_ widespread miliary disease to calcified nodes in the upper 


lung fields, between which extremes lay a large group 


showing opacities usually in the upper.halves of the 


lungs and varying in type according to successive 
bacillemic showers ; such lesions may clear up or leave 
widespread calcification or if untreated progress to 
Probably in the great majority of combined 
cases spread of' disease is a result of recrudescence in 
A mild 
bacillemia may not affect the lungs, though an extra- 
pulmonary focus may occur in a,suitable site; but 
with severe bacillemia, involvement of both is likely. 
The adult has a. greater tendency than the child to 
synovial tuberculosis. | 

Of 85 skeletal cases, 55 were spinal and 26 had abscess 
formation, of which 20 developed sinuses. Of all com- 
bined cases, 12% were genito-urinary, which emphasised 
the importance of urine examination. Finding of TB 
in a peripheral gland merely indicates a tuberculous 
lymphadenitis and does not necessarily implicate the 
joint which it drained. 

Discussing treatment, Dr. 


; . . Reviews of Books i 
Britain’s Way to Social Security =. 
Target for Tomorrow Series. FRANGOIS LAFITTE. 
(Pilot Press. Pp. 107. 6s.) | ? 


Wirra the prospect of substantial additions to the cash 
payments ‘under health insurance, this combination of 
technical accuracy and lucid exposition comes at the 
right moment. The first score of pages describe the road 
already trodden. Next comes a patient comparison of 
the Beveridge report. with the Government white-papers, 
with summaries of reasons given in each. The third 
part deals with selected topics which merit further 
attention. Mr. Lafitte argues cogently for revision of 
the scheme of retirement pensions for the avoidance 
of sub-standard rates, and pleads for a new attitude of 
mind in providing employment for the elderly so that 
the burden of. work may be adjusted to the capabilities of 
advancing age. Thus inducements to defer complete 
retirement might encourage a larger propoftion of people 
to continue contributing to their own comfort and to the 
wealth of the community. The reasons given for 
reducing sickness benefit at the end of three years are 
powerfully criticised, and attention is drawn to the 


‘inadequacy of the maternity grant at £4 and to the 


` 
_ 


relative generosity of death benefit at £20. Mr. Lafitte 
manages to treat his subjects with both impartiality and 
intimacy, and his book deserves a place on the shelf 
both as a work of reference and as a commentary. 


Global Epidemiology, Vol. I 


J. S. Simmons, Mp, brigadier-general, chief of the 
preventive medical service, Office of Surgeon-General US 
Army; T. F. WHAYNE, MD, lieut.-colonel, formerly 
director of medical intelligence division, Office of the 
Surgeon-General ; G. W. ANDERSON, MD, lieut.-colonel, 
director of the medical intelligence department, pre- . 
ventive’ medical service; and H. M. HORAOK, MD, 
major, chief of the dissemination branch of the depart- 
ment. (Heinemann. Pp. 504. 30s.) ` 


THis compendium, edited by four members of th 
United States medical intelligence and preventive 
medicine services, is the first volume of a ‘“‘ geography of 
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REVIEWS OF BOOKS 


Hawkins stressed the | 


, ledges its social implications, though he : 
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importance of dealing with pleural effusions. A pro- 
longed sanatorium regime for chronic disseminated 
tuberculosis is necessary; Owmg to the nature of the 
‘lesion, an artificial pneumothorax is seldom indicated. 
It is difficult to assess the activity of the bacillemia— 
causing focus otherwise than by the appearance of new 
lesions. Of 25% of patients dead (minimum of 3 years), 
8% died from continued toxemia with pulmonary and 
extrapulmonary lesions active, 3-5%. from pulmonary 
tuberculosis alone, 5% from sinus cachexia, 5% from 
meningitis, 3% from genito-urinary disease, and 0:5% 
from intercurrent infection. | Sg oe 
Dr. M. C. WILKINSON agreed that combined tuber- 
culosis demands combined, attack by chest physician 
and orthopeedic surgeon. Not: enough operating is 
done. Removal of one focus often increases a patient’s 
resistance. Dr. E. T. W. STARKIE said that the prognosis 


largely depends on the type and course of the lung- 


disease. The lung is not mutch benefited by the plaster 
bed or jacket. Mr. E. S. Evans rather deprecated 
searching for primary and hematdgenous lesions in 
bone and joint cases, though he agreed with the need 
for team-work. .Dr..T. E. GEDDES on the other hand 
thought that Dr. Mann’s insistence on the importance 


of observing the early types of lung disease in skeletal ` 


tuberculosis was quite right, and Dr. Barron pointed 
out that orthopeedic hospitals get rid of acfive pulmonary 
cases and therefore have experience-of only the fringe 
of the problem. Dr. NoRMAN ENGLAND feared that the 
bone and joint case in an orthppedic hospital might-have 
only one chest X-ray and one urine examination during 
his stay there. N | ~ 

' Insumming up, Mr. GIRDLESTONE thought that sinuses 
as a complication ọf cold abscesses can be avoided if the 
abscesses are not opened till the orthopædic treatment is 


effective and if one subsequently uses great precautions, | 


He reminded the meeting that Rolliey regarded secondary 
infection of a sinus as sentence of death. | re 


s e e es t i - y 3 
disease and sanitation.” With so ma fy men serving | 
USA required : 
the information necessary for taking app“ priate measures i, 
The book .|' 


abroad, the medical authorities in thc! 


wherever expeditionary forces might be | ent. 
deals, among other things, with geogray hy and climate, 
public health services and medical facilit @s, and diseases 


.and their vectors. _To the account of Pach locality is 
appended a useful and fairly comprehensi fe bibliography. 
The authors have succeeded in making the whole 


remarkably readable. i 

Anopheline Mosquitoes of the Australa $ian Region 
University of Sydney, Department of Zoology, Mono- 
‘graph No. 2. Davin J. LEE, Bsc; A | R. Wooputnr, 
Bsc AGR. (Australasian Medical Publ Shing Company. 
Pp. 209.) : 


- Jee ' g jejo 7 
ANOPHELINE mosquitoes have acquifed additional 


_ importance during the war because it is . fow well recog- 


nised that control of malaria and variop jother diseases 
is:a local problem closely. bound up wit | identification 
of the insect vectors and thorough appre tiation of their 
local habits. It is opportune therefore { f this authori- 
tative monograph to appear at a time wien the move- 
ment of large numbers of men in the Pa fific area must 
conduce to the spread of insect-borne d)Seases beyond 
their pre-war strongholds. While it i | largely con- 
cerned with the systematic classification ‘(nd identifica- 
tion of anophelines, their biological habiti and relation- 


ship to disease receive sufficient attenti fh. It is well] 
illustrated with black-and-white plates a 1 diagrams, — 
Psycho-pathology of Prostitution | 
EDWARD GLOVER, MD GLASG. (Institut For the Scicun- 
' tific Treatment of Delinquency. Pp. 16. | Is.) 


In this pamphlet, written with charac) Bristic vigoy) 
and psychoanalytical zeal, Dr. Glover offe’ Ẹ an explana- 
tion of the main problem of prostitution’ And acknow- 
uestions the 


assumption that economic factors are e [metimes the 
prime cause of a woman’s taking to this: Mode of life, 
Apropos of the alleged inborn -temper ihent of the 
‘prostitute, he remarks that ‘‘ as psychol fea research 
expands, the importance of constitutional factors in dy] 


varieties of mental disorder is increasingly’ Surtailed 7° 
a doubtful assertion. Tt ' i 
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Defence against 


` . 
» . 
` i 
i if 


“post-war infection, one in particular is hardly likely 
to be overlooked, the reduced resistance resulting 
- from sustained sub-optimal nutrition, now seen in 
some: persons as the stimulus of war excitement 
‘Tecedes. 


compe is outstanding in building up weakened 


Height óf shorter figure shows amount: supplied 

by average diet. Height of taller figure shows 
TOTAL amount when COMPLEVITE 
is added 


i fff 
Fe. (Availabie)* Vit. Br Vit. A. Vit. D P. Yit. AL L 


*TheironinC omplevite exceeds the calculated deficiency eypressl y to combat the. 
nutritional anaemia so common int children and in women of child-bearing age. 


Clinical indications 
for. the use of 
concentrated vitamin B 


Massive doses of Vitamin B; are required 
in deficiency polyneuritis. ‘They relieve 
pain in certain cases of trigeminal neuralgia - 
and neuralgia of herpes zoster. — 

Befortiss Vitamin B, Ampoules or 
Tablets are available in the following 
. Strengths :—Ampoules, 100 mg., 25 mg., ` 
10 mg.3; Tablets, 3 mg. and 1 mg. | 


Clinical ‘experiments with vitamin: Bg 
- (J.A.M.A. 115.3.209) show, its effects in 
toxic peripheral neuritis, and on the | 
hemopoietic. system (Nature, 1940, 145: ' 
388). Its effect on the skin is we]l known. 
Vitamin B, (Pyridoxine) available in 
10 mg. Tablets and 50 mg. Ampoules. 
, Befortiss B complex Tablets provide 
all the factors. | Strengths : 100 i.u. and - 
1 mg. (333 i.u.) By.. 


Obtainable from Vitamins. Ltd. 
(Dept. L.B.F.3), 23, Upper Mall, London, W.6. 


gare infeilion 


Of the many contributory factors in proneness to | resistance and in providing. vitamins and minerals 


. some of which may be insufficiently represented 


where diets: are ‘selected without good nutritional 
knowledge. ` A. spund diet is the best defence against 
infection and is especially important during the 
severity of the winter season. 


Complevite. safeguards the “ below-average ge diet. 


OMPLEVITE 


The adult daily dose provides: Vitamin A 4,000 i.u., | 
vitamin B, 200 i.u., vitamin © 400 i.u., vitamin D 300 i.u., 
calcium 153 mg., iron 68 mg., phorphoms 250 Mg., trace 
minerals 3 p.p.m. 7 


} 


Further janl concerning Comiti Tablets from 
Vitamins Led. (Dept. LCR ), 23, Upper ma tea W.6. 


— 


POST-FEBRILE 
DEBILITY 


. Guard aga inst relapse. 
aa ‘build up reserves, 
with BEMAXX* 


Modern work on nutrition indicates that the debility 
of convalescence is’ due in no small measure to sub- 
normal nutrition from restricted food intake during 
the illness and also partly to increased utilization of 
body stores. 
` To restore depleged reserves and maintain an 

- optimal level, the patient’s diet should be reinforced _ 
, by a prolonged course of vitamin and mineral therapy. 


The Vitamins and Minerals ere 


*BEMAX 


I oz. of Bemax provides :— 
Vitamin B; - 0.45 mg. : 


2.7 Mg. 
Vitamin B, (R bolani oc ae. Copper -%4 -= 0.45 ti 
Nicotinic Acid - 1.7 mg. Protein , 30% 
Vitamin Bs - - 0.4§ mg. Available Carbohydrate 39% 
Vitamin E - -: 80mg. Fibre - - 2% 
Manganese - - 4.0 mg. Calorific Value . 104 


Vitamins Limited, 23,-Upper Mall, London, W.6. 
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water-soluble 


_ The advantages of the use of the new antithyroid substances in cases of : epee 


_ Methyl-thiouracil B.D.H. is available in tablets in the same strengths, as was 
‘Thiouracil B.D.H., and it is prescribed for use in a precisely similar manner, the 


‘Hitherto thiouracil has been regarded as the ‘dong of-choice for this | purpose but 


Telephone: Clerkenwell 3000 z Telegrams: Tetradome Telex London 


‘ey 


METHYL THIOURACIL BDH, 


— 


thyroidism as an alternative to, or in preparation for, thyroidectomy are now 
generally acknowledged. 


OO A 
eer eee 


in view of its tendency to cause granulopenia the search continues for ‘equally 
effective but less toxic compounds. As a result of this search, methyl-thiouracil 
has been introduced and the available evidence indicates that. it is at least-as effective 
as thiouracil itself and possibly less toxic. n 


OO 
Sa Sa 


advantage ‘being that toxjc effects are less likely to appear than wien the latter. 
compound is administered. o S 
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- Details of ake and oha relevant information on request 
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@ Stomatitis, anorexia, gastro-intestinal disturbances, _ 
states of debility, fatigue, and certain skin disorders | 
3 + are often associated with a lack ‘of the water-soluble 
‘shia  Witamins, nicotinic acid, B, and C,. When these 
‘vitamins afte supplied as an adjunct to treatment an 


vitam ins in improvement is usually noted. ‘Nicorbin’ tablets 
one tablet containing these nutrients, given thrice daily, supply. 


`- COMPOSITION / 
- Each ?’Nicorbin’ 


the average adult requirement. = 

~ During ‘pregnancy and lactation, and during the 
process of wound healing the increased demands 
for these vitamins are met by supplying 'Nicorbin.' 
Whenever, from deficient dietetic intake or excessive 
Tablet contains — ~ physiological need, these water soluble vitamins 


Mabie Ci F Ime mS È: ; a i 
- Nicotinid Acid GP facor) om. are required, ‘Nicorbin’ will prove valuable. 
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"Many of the younger generation have had their 

entry into practice delayed for five, perhaps six, 
=. years, by the war—years which may have left them ie 
with little available capital but with growing family ~ 
“responsibilities. Any alternative way of entering 
practice which offers a ready and attractive income 
but no burden'of borrowed capital is bound to appeal 
‘to them. It is certain: that if such an alternative 
~ were provided the number of potential purchasers 
of practices would show a steep fall; and a case can 


os THE LANCET 


LONDON: SATURDAY, DECEMBER 15, 1945 


Sale of Practices . 5 

Last week in the House of Commons the MINISTER 
oF HEALTH gave the first authentic news of his pro- 
posed new: health service. His statement was 
intentionally brief and concerned only the sale and 
~ purchase of medical practices. It was made 
necessary, “in advance of the formulation of the 


_Government’s full proposals,” by the anxiety on this- 


particular subject felt by doctors already in practice 
or wishing to enter it. Mr. WILLINK in his last weeks 
of office’ announced the Coalition Government’s 
opinion that abolition of the sale and purchase of 


‘ publicly remunerated practicés would involve great’ 


difficulty and was not essential to the initiation of 
the new service as then proposed. Hence, he said, 
' the Government in their Health Services Bill would not 
_ proposeany alteration in methodsof practiceexchange. 
The present Government, had not. been in power 
long before they made it clear- that they did not 
- accept all the modifications in the white-paper 
‘which had been discussed by their predecessors ; 
but it has not been known whether these included the 
' decision not to interfere with the transfer of practices 
by purchase. Meanwhile acceleration of demobilisa- 
tion has begun to free many more would-be general 


practitioners, and in the absence of information these 


naturally hesitate, to enter into long-term financial 
‘commitments. Mr. Brvan’s statement is doubtless 
meant to allay their anxieties, but whether it will do 
-so.depends on how it is amplified in the discussions 
- now in progress with the profession’s representatives. 
The -Minister’s declaration, given on p. 794, 
shows that he thinks that “effective steps should 
be taken to secure a proper distribution of doctors 
to fit the public need.” By implication, it appears 
that he does not accept the view that the necessary 
redistribution can be achieved solely by adjustments 
in terms of service, so designed as to attract doctors 
to the less popular areas. 
that he will seek power to ensure that’in “ over- 
doctored ” areas practices in the public service which 
. fall vacant shall not be filled while the gréater need 
of other areas remains. unsatisfied. Discussions as 
to just how this could, or should, -be done, and 
whether it would involve undue restriction upon 
professional freedom, are best left until we know more 


details of the structure of the new service the Bill will - 


propose.” But it is already ‘almost certain that 
“ intervention in this field, in whatever form it may 
take,” will seriously alter the potential value of 
practices, particularly the value of those in areas now 
well supplied with doctors. -And the effect may not 
- be limited to these areas. Indeed, it is probable that 
once the decision is reached that succession by 
purchase is no longer to be the usual method of 
entering a practice or partnership, -the value of all 
practices: will suffer. ` 


} 


\ 
t 


Instead, it seems likely 


therefore be made for the compensation of all general 
practitioners for the loss of the goodwill value of 
their: practices,’ accompanied axiomatically by aboli- 


-tion of the. custom of buying and selling practices. 
From the terms of Mr. Brvan’s statement it is 


doubtful whether he means to go as far as this, and 
it will therefore be necessary for the Negotiating 


Committee of the profession to find out just how — 
widely we'can interpret the Minister’s promise that 


“ there will be an appropriate measure of compensa- 
tion in respect of loss of capital values directly caused 


‘by the new arrdngements.”’ In particular we must 
. seek to establish that compensation will ‘be. forth- 


coming, not only for those doctors “‘ taking part in the 
new service ” but also for those now too old. to wish 
to do so, many of whom would probably have sold 
their practices long`ago but for the war, throughout 


which they have ungrudgingly given extra years of’ 
They have now more than earned 


strenuous service. 
their retirement, but will not be able to take or 
enjoy it if they cannot realise the full capital value 
of their practices. It is equally important to ensure 
that a death vacancy does not become. a: worthless 
unsaleable asset ‘for the. docto?’s widow. j 

-= We must also hope for full reassurance that when 
succession to a practice is no longer by purchase, 
the alternative method of choosing a successor 1s one 
that, will be equitable alike to the incoming doctor 
and to the doctors remaining in the practice or in the 


area. These last will wish to be assured thatthe’ `- 


newcomer is someone with whom they can establish 


an amicable professional relationship. The:incoming 
‘doctor, for his part, should have a wide choice in decid- 


ing the part of the country and the type of practice. 
he wishes to enter. Similarly, a doctor once estab- 
lished in practice in a chosen area where he is giving 
satisfaction to his patients, and working in harmony 


with his colleagues, should have absolute certainty 


that he may continue to practise there, and not be 


‘subject to direction by any authorities to another 


area. This doesnot mean that it should be impossible 
for a doctor himself successfully to apply for transfer 
to an alternative area, if he so wishes : indeed mobility 


within the structure of the new service, at the choice — 


of the doctor himself, is to be encouraged ; and if it 
can be arranged that such a change: can -be made 


without obstructive difficulty, and without financial. 
handicap, it may well offer one way of lessening the © 


problem of the unattractive area. Many a. young 
man might be glad to accept the opportunity of 
working and learning in his early years in a place to 
which he would not necessarily wish to tie himself and 
his family for the whole of his professional life ; 
and it would be to everyone’s advantage for him to 
be able to do so. : T 


” These are but a few of the subjects needing to be. 


fully explored. We are glad to know that Mr. BEVAN 


a . 
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has sought immediate discussion on them and on 
the many kindred problems involved in giving effect 
to the Government’s decision. In this matter there 
need be no irreconcilable differences between the 
Government and the profession. We can reasonably 
hope that an early agreement may be reached ; but 
whatever course the negotiations do take, they will so 
Closely affect the whole future of so many individual ` 
doctors that the profession will expect, and be 
entitled to, the fullest and earliest information that 
can be given. 


‘Ankylosing Spondylitis 

ANKYLOSING spondylitis has the reputation of 
being one of the most unpleasant and crippling of the 
-non-malignant diseases of the skeleton. Attacking 
_ preponderantly young and active men around the 
` age of 25, in too many cases it proceeds remorselessly, 
if untreated, to the well- known rigid and deformed 
bamboo spine. In a symposium ! on this subject by 
a group of radiotherapists, McWHIRTER points out 
that, since the early stages have only lately been 
recognised, current clinical and radiological descrip- ° 
tions refer only to the classical stage in which little 
or nothing can be done for the patient. Adequate 
early treatment restores almost completely normal 
. health and mobility, so it is vitally important not to 
miss the first signs of diffuse fleeting backache ‘with 
blurring of the sacro-iliac joint space and a brush- 
stroke of sclerosis in the adjacent ilium. These cases 
recover with X-ray therapy, the remedy for this 
disease introduced by GILBERT Scort, combined with 
rest and exercises. Rest alone, as JOHNSON empha- 
sises, may cause permanent stiffness, of which the 
fixed flexed hip is a troublesome part. | 

In his lecture to the Heberden Society on Nov. 3, 
Prof. B. WINDEYER discussed his results with radio- 
therapy in cases which had previously obtained no 
relief ‘from physiotherapy, gold injections, baths, 
vaccines, plaster-of-paris, or removal of septic foci ; 
a few had even had an arthrodesis of the spine or 
sacro-iliac joints. The principle of X-ray treatment’ 
is to apply a small dose over a wide field. It is 
important to treat the whole spine,. not just the 
lumbar and sacro-iliac area, for untreated cervico- 
dorsal lesions commonly recur. Dosage is 2000 r 
to each area; the course lasts 3 weeks and in some 
‘eases has. to be repeated in 3-6 months. 
joints, such as the hip, must be treated directly. In 


women the possibility of sterility arising from `irra- ` 


diation of the ovaries must be remembered. X-ray 
treatment relieves pain and spasm and permits more 
movement. Even with radiological evidence of 
advanced calcification an amazing degree of i improve- 
ment is possible, because the element of spasm is hard 
to assess. When pain is relieved WINDEYER adopts 
exercises and loosening-up, rather than formal 
supports, though he favours 6 weeks in plaster as a 
preliminary measure after a coursé of X rays. Unless 
very advanced lesions are present when treatment 
begins the patient should, in WINDEYER’s view, -be 
able to work’ again, after X-ray treatment; a few 
cases are apparently cured. 

The advanced stages are well known, but it is not 
SO commonly realised that changes may be seén in 


1. Wyatt, H., McW hitar, R., Johnson, H. in Bril. J. Radiol. 
1945, 18, 301. . 


ANKYLOSING SPONDYLITIS.—POLIOMYELITIS IN MAURITIUS 
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the ischial tuberosities, symphysis pubis, manubrio- - 
‘sternal junction, os calcis, knee, and elbow, as 


well as the hip and shoulder, ‘and that iritis sometimes 
accompanies the joint lesions.:’ McWHIRTER notes the 


similarity in distribution of the lesions to the metas- 
‘tases of prostatic cancer and suggests an overproduc- 


tion of acid phosphatase by the prostate as a causative — 
factor ; the serum phosphatase was raised in some of 
his cases, and this would fit in with the predominance 
of males. JOHNSON reminds us that a second or third _ 
course of radiotherapy, often called for by the 
notorious flares of the disease, is not always so 


gratifying as the first, if natural. resistance is low, 


and a timely plood-transfusion, ‘may make all the 
difference to the response. At all stages orthopedic 
supervision and the provision of suitable support are | 
required. In Holland, Kurrers finds that some 45% 
of cases are too advanced for X-ray therapy. when. 
they present themselves for treatment. Many of 
these patients cannot raise their eyes to a horizontal 
level except by bending their knees or leaning back- 
wards. If this difficulty can. be overcome they can 


join in conversation, see a film, or watch the surround- | 


ing scene, with immense benefit to their morale. In 
this issue KuipERs explains how, by using. a spinal 
jacket split and hinged at waist level, with an- extend- 
ing screw attached to each part in front, an appreci- 
able reduction, in the flexion deformity of the spine 
can be attained in a month or two. By reapplying 
the plaster jacket, still further improvement can be 
attained, and regular exercises will check recurrence 
when the. jacket is finally discarded. SMITH- 


PETERSEN ? and his colleagues have made a direct | 


surgical attack on the fused lateral intervertebral 
articulations over the segment of maximum curvature. 


‘The fusion is broken up, deformity corrected, and 


spinal fusion done in a.good position in the usual 
way. First. results have been good, and this heroic - 
measure seems to have a limited appuoanori in 
capable hands. 

In his contribution to the. symposium above, 
Wyatt mentions the great value of a personal interest 
in each case, and this suggests the value of a psycho- 
somatic approach to this illness. Few can have failed to 


notice the resemblance of the patient in the early stages 


to an acute anxiety neurosis, and emotional factors are 
of high importance throughout the long period of 
supervision and treatment which. is always necessary. 


Poliomyelitis in Mauritius 


Durinc the first five ‘months of 1945 there were at 
least 1018 cases of poliomyelitis among the 420,000 
population of Mauritius. Dr. A. M. MoFARLAN, 
who investigated the outbreak with Major'G. W. 
Dick, RAMC, and Prof. H. J. SEDDON, discussed his 


. findings at the section of epidemiology and State 


medicine of the Royal Society of Medicine on.Nov. 23. 
The outbreak first assumed epidemic proportions in 
February, shortly after a cyclone had caused wide- 
spread damage to houses ; it reached a peak during 
the third week in March, and had ceased by the end 
of May. The cases were nearly all in children, the 
highest incidence being at 1-5 years, and the attack- 
rates for all age-groups were higher in country 
districts than in the towns. + 


———__——-_-____ 4 
2. Smith-Petersen, M. N., Larson, C. B., Aufranc, O. E. J. Bone Jt 
Surg. 1945, 27, L 
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~ At the time the only route of communication. open 
to the island was by air from East Africa via Mada- 
gascar, and there was no evidence that infection was 
introduced along this route from South Africa where 
poliomyelitis was prevalent. The selective incidence 
ih young children. and the relatively high attack- 
rates in country districts suggested an epidemic of 
an endemic disease. Except in one.small village 


community where ice-cream was a possible vehicle of . 


infection, direct contact with cases or Carriers seemed 


- to be the most important means of spread. In the 


families with a case of poliomyelitis among their 
members there was a high proportion of men engaged 


in occupations which regularly took them away from 


their home disgricts, and also a high proportion of 
children attending school. Among the’ Chinese 
_ children, ,whgse parents were usually shop-keepers 
in frequent contact with strangers, the attack-rate 


was higher than in other children., Conditions. in . 


Mauritius: at the beginning of the outbreak would 
have favoured the spread of the causal virus via 
either nasopharyngeal secretions or fæces, but several 
features pointed. to the former as the more important. 


Infection, for instance, could often be ascribed to a 


brief casual contact, and the attack-rate in Moslems 
did not differ from that in Hindus although the per- 
- sonal‘ habits of: Moslems make excremental' spread 
among -them less likely. It had been shown that 


the virus might be present in the’ feces for long - 
. periods: both before and after the actual illness from 


poliomyelitis, but the main, ėpidemic wave in this 
outbreak was of much shorter duration than would 
be expected if fæcal spread had been important. 

' In 39 ¢ases there was a history of fever before the 


. onset of the: preparalytic fever and separated from it 


by an afebrile interval corresponding to the usually 
accepted incubation period of a week or ten ‘days. 
The initial fever recorded in these cases lasted not 
longer than two or three days, and except in 5 cases, 
with sore throats it was accompanied only by malaise. 
There were 44 families in which within four weeks 
of the onset ‘of a case one or more members of the 
family- experienced ja short illness with fever not 
followed by poliomyelitis. The garrison forces were 
"quarantined during the greater part of the outbreak 


and only 4 cases of poliomyelitis occurred among © 
them. Their records showed however considerably — 


more minor feyerish illnesses labelled PUO than 
would have been expected from previous experience. 
The prodromal illnesses in ‘some of. the cases and 


/ the transient fevers in contacts and other persons 


might, said Dr. McFaruan, have been “ illnesses of 
infection” of the’ type known to occur in measles. | If 
these illnesses were in -fact due to the virus- of 
poliomyelitis and had‘a short incubation period of 
one to three days the likely result, assuming they 
were accompanied . by infectivity, would be an 


_ explosive outbreak of minor feverish illness followed 


a week or ten days later by a smallen and less explosive 
outbreak of cases with paralysis. The course of 
events in Mauritius did, in . fact, fit in with this 
hypothesis. 

‘This outbreak in Mauritius is to some . extent 


` comparable with the outbreak in Malta} during the — 


winter of 1942-43. In both outbreaks the relative 
isolation of the island populations was temporarily 


1. Seddon H. J., Agius T., Bernstein H. G. G., Tunbridge R. E. 
Quart, J. Med. 1945; is, 1. 
\ 


population affected. Dr. 
possible that, as a result of an attack of an intestinal 


rendered almost ‘absolute by war conditions, while 


overcrowding and defective sanitation were prevalent. 
In Malta the attack-rate for the general population 


was slightly less than half that recorded in Mauritius 


but there were more cases among the garrison forces. 
It is remarkable that in néither of these outbreaks 


-was-there any convincing evidence for an excremental 


spread of infection. In the Malta outbreak the use 
of sewage as a substitute for imported fertilisers might 
possibly have been important, but in Mauritius 


‘investigators thoroughly familiar with the recent, 


laboratory work on fecal excretion of the virus. 
clearly reached the conclusion that fæces were not | 
a major means of spread. Both outbreaks appear 
to have been sudden epidemics of an endemic disease, . 
and their origin remains as obscure as that of the less 
pronounced but still striking seasonal rise in incidence 


that is a feature of poliomyelitis in the British Isles. 


Just before the Mauritius outbreak began there was 
a well-marked_rise in the incidence of diarrheal 


- diseases among both.the general population and the - 


garrison forces, and several other poliomyelitis out- 
breaks have beèn similąrly preceded by an unusual 
prevalence of diarrhcea or‘ enteric fever among the- 
MoFartan thought it 


disease such as dysentery or enteric fever, a relatively 
avirulent strain of poliomyelitis harboured in the 
intestine of a human carrier may undergo a mutation 
whereby it suddenly becomes readily transmissible : 
among human beings by direct contact. 

Laboratory experiments of a difficult and expensive 
kind are needed, as well as field investigations, for 
the testing of such hypotheses. Hitherto ‘the facili- 
ties for such work in this country and its. colonies 
have been very limited, so that in the last five years 


~ most progress has been made in countries more 


favourably placed and hetter equipped. The end ` 
of the war should remedy this position and it-may now 
become. possible for British epidemiologists to take 
up more promptly and with better chances ,of success 
the challenge still periodically: offered fs acute 
poliomyélitis. S 
| | Sharing Christmas: | 
THE coming of cold’ weather is.a reminder that the 


Battle of Winter will be grim for many people in nany 
places. For those having eyes to see, the lavish festivi- 


ties of Christmas have always had a sombre setting.in 
‘other people’s poverty. The persistence of grave distress 


does not mean that in this year of deliverance Christmas 
should not be‘a time of good cheer, but rather that we 
should try to share the good cheer as widely as possible.’ 
We may not be able to do anything to mitigate. the 
sufferings of nations abroad, but it. remains ‘easy to 


. inérease happiness and comfort for individuals at home: 


Readers may like to be reminded that one way of doing 


80, is to send a. contribution to the Royal Medical 


Benevolent Fund, which is trying to brighten Christmas. - 
for the less fortunate members of our own profession, and 
their dependants. Marked “ Christmas Gifts ” it should 
go at once to the secretary of the Fund at'1, Balliol 
House, Manor Fields, causes SW15. E a 


—ê— PEA 


-ON Thursday, Dec. 20; at 8 pm, at the British Institute of 
Radiology, 32, Welbeck Street, London, W1, Dr. M, H. Jupe 
and Mr. L. A. Kemp will read a paper on the physicist in the 
radio-diagnostic department. The medical members will meet 
on the following day at 5 pM. l ER 


. / 
/ 
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VITAMIN x IN THE NATIONAL LOAF | 


How far the composition of our bread is to be regulated 
ı by law in the post-war years remains to be revealed—and 
perhaps to be decided.- The official conference whose 


report, dated Oct. 11, 1945, is summarised on page-789, 


assumed that ‘the Government will, after consultation 
with its advisers, decide to continue to regulate the 


character and quality of flour and bread after the 


present emergency control comes to an end,’ and,. 


‘though the high extraction-rates ọf our war-time flours 


were primarily aimed at saving shipping-space, the 


secondary benefits to the national health have. been so 
definite that it is hardly likely that we shall be allowed 
to revert to the 70% flour of pre-war days ‘with its maxi- 
mum whiteness and minimum vitamin content. All the 
same, as the report of the conference demonstrates, the 


Government: which sets out to establish a nutritionally - 


sound national loaf has to facé a multitude of technical 
complications, gaps in scientific knowledge, differences in 
expert opinion, and administrative difficulties. 
only attempt to find a reasonable compromise between 
nutritional desirability (so far as its scientific advisers 
can define this) on the one hand and considerations of 
wheat-growing, milling, bread-making, popular prefer- 
ence,- and enforceability on the other. 
Government must be. prepared to adjust the compromise: 
‘as experience and research bring more data. Where so 
much is in doubt, it is a healthy sign that the conference 
ended its report with six recommendations for further 
, study. 

The conference, which was between officials and 
advisers of the Government departments concerned with 
bread, and representatives of the milling, baking, and 
flour-importing industries, accepted the conclusion of 
its scientific subcommittee that it would be possible to 
enforce a minimum standard of vitamin B,, nicotinic 
acid, and iron in all flour sold for human consumption. 


The standard adopted was one which, according to the © 


preliminary analyses so far published,! can be attained 
with 80% extraction. It was decided not to include 
riboflavine among the specified nutrients, partly 
because the standard of this vitamin recommended by 
the subcommittee could not be attained by any lower rate 
of extraction than 85%, and partly because, the methods 
of assaying riboflavine are not yet precise enough for 
control purposes. The differences of opinion appeared 
when it came to be decided whether the millers should 


somehow be compelled to keep to the standard by retain- . 


ing the natural nutrients in the wheat berry, or whether 
they should be left free to include a serious proportion of 
these nutrients in the offals used for livestock feeding and 
then make up the deficit by reinforcing their flour with 
artificial products. The medical and scientific advisers 
—more power to their elbow !—emphatically favoured 
retention of the natural nutrients. The specified 
nutrients are, they urged, merely tokens, chosen because 
they can be dealt with by legal sanctions (rather as 
Bact. coli has become a token of water contamination), 


but forming part of “‘ an organic complex which includes | 


other substances some of which are known to be physio- 
logically active, though knowledge of them is still imper- 
fect.”, While we still do not know precisely what is 
removed in milling a low-extraction flour, it is, they 
argued, impossible to be sure that all the valuable con- 
stituents are replaced by reinforcement. Theoretically, 
only by milling at 100% extraction could one be sure of 
including all the valuable nutrients in the flour; but 
since the B-complex factors have a habit of sticking to- 


gether it is probable that a flour containing a reasonable - 


proportion of the known ones in the wheat berry will 
also contain the unknown. The war-time 85% extrac- 


SS aan, ee an a 
1. Moran, T., Drummond, J. Luncet, 1945, i, 698. 


‘Moreover, the 


It can - 


tion flour did contain a fair proportion of the vitamin B}, 
riboflavine, nicotinic acid, and iron ofthe wheat berry, 
but bo far the 80% extraction flour has been deficient in 
riboflavine. If we accept the token nutrients as indica- 
tors of the content of unknown factors; an attempt should 
be made to raise the riboflavine content of the 80% flour 
by improvements in milling technique, even though we 
accept the conference’s view that other foods are more 
important than ‘bread as sources of riboflavine. If the 
unknown-factor view is accepted, reinforcement can ‘no 
more answer the problem of vitamin-deficient flour than 


removal- of Bact. coli alone can make polluted water .- 


potable. 
There are undoubted practical difficulties i in the way of 


enforcing a high extraction-rate in peace-time—one being © | 


the impossibility of telling an added synthetic vitamin 
from a ndtural one by analysis—bu@® every attempt 
should be made to overcome them before the second-best 
course of reinforcement is followed. It should not 
overstretch ‘the propagandist capabilities of the peace- 
time Ministry of Food to convince the public that what 


they may lose in whiteness they gain in nutritional value. 


THE STETHOSCOPE VERSUS X RAYS 


THE discussion on this subject at the Royal Society 
of Medicine on Nov. 27 showed remarkable unanimity 
between physicians and radiologists. It was agreed that 
the stethoscope had reached its final limits, and that its 
clinical applications could now be defined and modified. 


` 


The presence of added sounds, detected by a competent- 


physician, is of immense importance, both in cases where 


_ an indifferent X-ray photograph fails to reveal disease or 


wheré a non-obstructive bronchial lesion cannot produce 
a radiological opacity. Auscultation can also yield 


i strong presumptive evidence of activity in cases of tuber- 


culosis which radiologically appear to be healed. Two 
valid, if unusual, arguments in favour of the stethoscope 


were (1) that its use had a good psychological effect on the | 


patient and (2) that it acted as a check on the reliable 
marking of X-ray films. Cases were quoted where the 
wrohg name was put on a radiogram and auscultation 
saved the patient from unnecessary treatment. It is 
true that despite many ingenious devices there is still no 


method of completely eliminating the possibility of | E 


human error in the identification of radiograms. 

Both physicians and radiologists agreed that the 
stethoscope is valueless in the majority of cases of early 
pulmonary disease and that this fact should be empha- 
sised throughout the student’s career. It was considered 
by many that far too much stress is laid on, obsolete 
stethoscopic signs both in hospitals-and at examinatio} 
so that the student gets a false sense of their value and 
is inclined.to assume that disease is not présent when 
auscultation is negative. It is likely that failure to 
obtain an X-ray examination of the chest in a. patient 


with suspicious symptoms will be regarded as legal 
A pbhysician’s suggestion . that students | 


negligence. 
should be taught the normal X-ray appearances of the 
chest in their pre-clinical days brought a chilly response 
from the radiologists, who realised that their experience 
and rapidly developing technical improvements gave 
them less confidence and faced them with more and more 
complex problems in. the differentiation of the normal 
and .the abnormal. The potential advances in chest 
radiography were discussed at length and supported this 
argument. It wad pointed out that the present X-ray 
picture of the chest may soon be regarded as a rough and 
crude image.. Advances in power “units and metallurgy 
will soon lead to the use’ of large condenser discharge 
machines and tubes with a focal spot measured in frac- 
tions of a millimetre, sò that not only a great increase in 
detail but double and quadruple magnification of sus- 
pected areas may be obtained. Such improvements 
might require reoriéntation of interpretation of chest 
radiograms. 2 ki 
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One point was raised which may have a considerable 
bearing on hospital finances. It was stated that the 
majority of errors of radiography are due to inadequate 
use of the method. Although it is well known that many 
legions can be hidden in the mediastinum, a lateral view 
which will reveal such lesions is not carried out as a 
routine. It was also shown that the combination of 
postero-anterior and antero-posterior views will uncover 
small areas of disease concealed by the ribs and breasts, 
and it was suggested that an adequate initial examination 
should comprise three views. Such a procedure would 
greatly increase costs, but it was argued that the cost of 
chronic pulmonary disease is so colossal that any method 
‘leading to its earlier detection would warrant the 

expenditure. ’ l 

© The comparative value of radiology and the stetho- 
scope in cardiology was not discussed in detail, and,it was 
admitted that radiology lagged far behind. Fluoroscopy 
now plays an essential part in the examination of the 
heart, but it was suggested that future developments in 
radiography would result in an increasing use of the 
X-ray machine at the expense of the stethoscope. 


| “NATURAL HISTORY OF VIRUSES 


THOSE who were at Harvard University last year 
to hear Dr. F. M. Burnet, FRS, of Melbourne, deliver 
his Edward K. Dunham lectures on the natural history 
of virus diseases must have found it a stimulating 
experience, and it is fortunate that the lectures have 
now been expanded and printed as a monograph.! 
The theme running through the monograph is that the 
infectious diseases of man can be correctly understood 
only if the subject is approached as an ecological problem 
concerning the interaction of two species. Dr. Burnet 
is a convinced exponent of the view that viruses are 
micro-organisms, and he accepts the conception, origin- 
ally and independently propounded by Laidlaw in Britain 
and by Green in America, that viruses have arisen from 
higher forms of microbial life by a degenerative adapta- 
tion to an intracellular parasitic existence. (Strangely 
enough his bibliography does not include any of the 
papers by Green and Laidlaw on this subject.) Dr. 
Burnet is in no way dismayed at having to fit the very 
small viruses or even the plant viruses into this theory. 
-As he points out, future work will probably show that 
protein production, a strictly biological activity, is a 
process of replication by subcellular, but essentially living, 
entities,and if this is so the dispute as to whether the very 
small viruses are protein’ molecules or micro-organisms 
becomes unreal. Burnet thinks that all virus repro- 
duction takes place in this way, though it remains to be 
discovered how the virus draws the material and energy 
from the host cell for this replication ; there is an indica- 
tion from the interference phenomenon that one essential 
is some pseudo-immunological union between the virus 
particles and cell constituents. 

When he discusses some representative virus diseases 
in turn Dr. Burnet starts with herpes, since its story is 
relatively simple. Infection with this virus occurs 
in infancy or early childhood and persists throughout 
life, only revealing itself when, from time to time, the 
balance between host and parasite is upset ; very rarely 
does this infection prove fatal. Dr. Burnet considers, 
therefore, that herpes is an excellent example of the way 
in which an infectious disease can reach a state of 
equilibrium in which the chances for dissemination of 
infection are maximal but the effects of the infection 
on the host are minimal. The natural history of polio- 
myelitis is much less clear, largely because of the lack 
of a cheap susceptible animal. For this reason Dr. 


Burnet thinks that advances will come from a study of 


mouse paralysis, a naturally occurring disease shown by 
Theiler to be due to a virus closely allied to poliomyelitis. 
Psittacosis is of particular interest in tracing the evolu- 


l. Virus as Organism. Oxford University Press. — Pp. 134. 11s. 6d. 
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tion of viruses, since, with other related viruses, it forms 
a connecting link between the ricketitsias on one hand 
and the more typical viruses on the other. There is 
evidence, moreover, that examples of man-to-man 
transfer of psittacosis are hot uncommon, and that, 
if such a mode of transfer becomes established, connexion 
with the avian disease might be lost and a specifically 
human infection might arise. 


PAIN IN PECTORALIS MINOR 


THE established case of angina pectoris is easily 
recognised, but the differential diagnosis in the early 
stages is becoming increasingly complicated. The latest 
condition to be described as simulating angina pectoris 
is strain of the pectoralis minor muscle, which, in the 
opinion of an American observer,? ranks second to 
psychoneurosis and the anxiety state as a cause of 
precordial pain in men of military age. In such cases 
there may be no history of trauma, and the presenting 
symptom is pain, usually in the midclavicular region of 
the chest at the level of the 3rd, 4th, and 5th ribs, 
sometimes radiating to the shoulder but never down 
the arm. The pain may be intermittent, and it may 
appear to be related to exertion, but careful investigation 
shows that this is only so if the effort involves movement 
of the upper limb. The pain can be reproduced by 
making the patient push the upper arm forward against 
resistance when the elbow is at the side and behind the 
axis of the body. There is tenderness dver the pectoralis 
minor, maximal at the site of the pain, and injection of 
procaine at this site abolishes the pain. Heat, massage. 
and local rest usually bring relief within a few days, but 
in two cases the attacks of pain recurred over a period 
of years. It is suggested that the pain is due to rupture 
of the pectoralis minor at its insertion into the chest wall. . 
This is by no means’the first time that attention has 


_ been drawn to the rupture of muscle fibres or fibrositis 


in the differential diagnosis of angina pectoris, but it 
seems to be the first time that this particular lesion has 
been incriminated. i 

Two facts should always be remembered in examining 
suspected cases of angina pectoris : that a full and care- 
ful history is essential for correct diagnosis, and that the 
pain of angina is substernal. 


CAMBRIDGE INSTRUMENT-MAKERS 


In 1883 when Michael Foster was appointed to the 
new chair of physiology in Cambridge almost all scientific 
apparatus was imported from abroad. Foster needed 
a workshop and a skilled instrument-maker to equip 
his laboratory and he was fortunate in finding Dew-Smith 
to answer that need. From this modest back room with 
its treadle lathe and vice the Cambridge Scientific 
Instrument Company ? was developed. Horace Darwin, 
son of Charles Darwin, was one of the first partners and 
designers, and among his early work were anthropological 
instruments for, Francis Galton, cloud cameras for 
Kew Observatory, and tools for the physical laboratories 
of the university. Perhaps the best known of Darwin’s 
inventions was the rocking microtome which was capable 
of cutting microscopical sections as thin as 0-0001 inch. 
The “rocker,” almost in its original form, is still used in 
many laboratories throughout the world. Towards the 
end of the nineteenth century new universities were 
built in the Dominions and in America, and Cambridge 
instruments found a place in many of them. At this 
time also there was a growing demand for precision 
instruments in industry, and under the direction of such 
men as Callendar and Whipple many temperature- 
measuring devices were introduced. The investigations 
of Starling and James Mackenzie into the mode of action 


of the heart demanded accurate recording instruments, 


1. Mendlowitz, M. Amer. Heart J. 1945, 30, 123. 
2, Fifty Years of Scientific Instrument Manufacture. Report 
from Engineering, May 11 and 25, June 15 and 29, 1945. 
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and Einthoven’s string galyanometer led to the Cambridge 
electrocardiograph which Sir Thomas Lewis helped to 
design. From a massive piece of apparatus occupying 
a Whole laboratory there has now been developed the 
cardiograph which can be carried to the bedside in a 
small suitcase. Other types of apparatus produced 
in the workshops include Keith Lucas’s apparatus for 
timing minute intervals in the study of nervous impulses 
and his slow-motion device for microscope tubes, elec- 
trodes for measuring hydrogen-ion concentrations, and 
an instrument invented by C. T. R. Wilson for rendering 
visible the paths of the alpha-particles from radium: 
Science has advanced from the treadle lathe to the 
calculating machine which can solve ten simultaneous 
linear equations with ten unknowns; but there is still 
need for the faultless skill of the workman.. 


CARE OF THE AGED 


THe Act which in 1940 set up the supplementary 
pensions scheme was intended to do more than provide 
for a weekly distribution of cash. It required the 
Public Assistance Board to administer the scheme “in 
such a manner as may best promote the welfare of 
pensioners.” The latest report of the Board, under its 
chairman Lord Soulsbury, describes the work done to 
meet this obligation. The result is a sympathetic and 
understanding survey of the problems of the aged. 

The welfare work of the Board’s officers has been, for 
the most part, to advise those pensioners who are unable 
properly to manage their own affairs, and to help in 
bringing their problems to the appropriate authority 
or organisation. 
the aged arise from a solitary existence, and much can 
be done to relieve loneliness by visitors and old peoples’ 
clubs ; but the greatest need, in the Board’s opinion, has 
been for a home-help service to assist pensioners who 
cannot do necessary domestic work for themselves. 
The pensioner needs a small house that is easy to run, 


and these should have a place in any long-term housing 


scheme. Those old people who, though not sick, require 
some care and attention can best be accommodated, it 
is thought, in hostels; but provision for the chronic 
sick and bedridden is a matter which. will need special 
attention in planning the new health services. The 
report emphasises the need for continued investigation 
of both the social and medical aspects of age. The 
Nuffield Foundation has undertaken an inquiry into this 
subject ; but the Board believes that there should be 
some permanent body charged with making continual 
research into the requirements of age. In the Govern- 
ment’s white-paper on Social Insurance it is estimated 
that, whereas in 1945 there are 16 pensioners for every 
100 contributors, there will be in 1975 about 31 for every 
100. As the Board says, “it is only by acting in the 
light of the latest and most up-to-date knowledge that 
the legitimate interests of the old can be properly served 
without increasing the burden on the younger members 
of the community beyond all reasonable bounds.” 


THE FALLING SICKNESS 


OLIVER WENDELL HOLMES once wrote: “ If I wished 
to show a student the difficulties of getting at truth 
from medical experience, I would give him the history 
of epilepsy to read.” In the history of epilepsy, indeed, 
one can read in bright epitome much of the history of 
medicine. It starts off well with the sound clinical 
observation, and the challenge to current supernatural 
beliefs, of the Hippocratic writings ; and thenceforward 
we can clearly see the grounds of battle between supersti- 
tion, religion, empiricism, scholasticism, and science. 

In an able and scholarly book! Dr. Temkin tells the 
story with a remarkable degree of completeness—within 
the limits he has set himself. Unfortunately, after he 


1. Tem 


kin, O., The Falling Sickness. Johns Hopkins Press. 
Pp. 380. $4. 
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‘ problems with the past. 


Many of the difficulties found among ~ 


[pDEoc. 15, 1945 


a nn i ee 


has led us, with increasing interest, through the early 
part of last century up to the historic contributions of 
Hughlings Jackson, who gets the credit to which he is 
entitled, the narrative stops, and we are without many 
of the links that connect present outlook and present 
Is this not a mistake # Should 
not historians strive to carry through to the present ? 
General history must be the study of every educated 
man, for thereby he has much to learn about many 
things of today. Medical history is sometimes said to 
appeal only to the medical historian.and to the specialist 
in folk-lore, anthropology, or ancient religions: except 
in so far as it deals with the last half-century it has little 


attraction and less value for the ordinary medical man. - 


A historical survey ending, like this one, about 1880 
tends to encourage this pessimistic view. We wish, too, 
that Dr. Temkin had written rather more for the ordinary 
doctor and a little less for the medical historian. He 
would then have allowed some references to contem- 
porary events in the world to creep in; would have 
provided a chronological table giving the name, nationali- 
ties, and dates of the principal writers; and, most 
important, would have gone a little out of his way to 


select and stress ancient observations or theories that 


would be of particular interest to us, as clinicians or 
scientists, today. This would have enhanced the 
importance of a work which in any case will have an 
honoured and permanent place among the histories of 
disease. | 

THOMAS HUNT MORGAN 


By the death of T. H. Morgan the. biological world 
loses an Outstanding figure. He was born in 1866 in 
Lexington, Kentucky, and joined Columbia University 
as professor of experimental biology in 1904. From 
1890 onwards he made many outstanding contributions 
to experimental embryology until 1910, when, largely 
through. his association with E. B. Wilson, he became 
deeply interested in the mechanism of chromosome 
behaviour. With the help of his associates, Bridges and 
Stortevant, Morgan astonished the world by the discovery 
of linkage after linkage among the genes of drosophila. 
The publication of The Physical Basis of Heredity in 1919 
made his views available to students everywhere; he 
became well known as the man who had put the genes of 
the fruit-fly on a map, and for this work he was awarded 
the Nobel prize in medicine or physiology in 1933. The 
precision and intricacy of the measurements obtained of 
functional distances on the chromosomes were new and 
startling and there arose inevitably a tendency in some 
quarters to minimise the significance of the results. The 
observations were said to represent merely statistical 
facts about flies and could not be expected to apply to 
man. Subsequent work, however, amply confirmed 
Morgan’s conclusions with respect to drosophila, and he 
lived long enough to see at least one linkage, that between 
hemophilia and colour-blindness, measured in man. 

The value to medicine of Morgan’s. genetical work, 
however, like that of his embryological work, is mainly 
indirect. It established the necessary basis for future 
researches. Fundamentally, he may Þe said to have 
forged the link between the sciences of genetics and 
cytology. It was characteristic of his vigorous personal- 
ity that, when he had accomplished this, he returned, 
during the last fifteen years of his life, to his original 
interest, experimental zoology. 
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AN exhibition is to be held at Brighton next June, when 
the Chief Constables’ (Cities and Boroughs of England and 
Wales) Association will hold its jubilee conference. Its 
objects will be to create a wider public interest in the problems 
of the police and to draw attention to advances in forensic 
science. Invitations will be extended to members of the 
legal and medical professions, to see certain scientific and 
criminal exhibits which will be shown privately in the King’s 
apartments of the Royal Pavilion. 
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ASSESSMENT OF INDUSTRIAL DISABILITY 
Professor HERMANN LEVY 


THE National Insurance (Industrial Injuries) legisla- 
tion which will supersede the Workmen’s Compensation 
Acts has met with the general approval of the medical 
profession in so far as lump-sum settlements, with all 


their undesirable implications and their alternative of. 


constantly reviewable weekly payments, will disappear. 
Medical men have always emphasised the fact that 
nothing can‘ obstruct more the restoration of injured 
workers to the full use of their remaining faculties than 
uncertainty about what they “ can get.” 


A NEW PRINCIPLE 


It’ may be assumed that the discussion before the 
Royal Society of Medicine in 1942 on “the Workmen’s 
Compensation Act as a factor in prolonging invalidism ”’ 
has had no small effect on the decisions taken later by 
the Government in their proposals for reform. By 
giving, in the form of a pension, compensation for the 
injury and not for the loss of earnings, with its vague 
and sometimes unpredictable implications, an entirely 
new principle of assessment has been introduced. This 
principle has, among other advantages, that of eliminat- 
ing as a cause of dispute the question whether or to what 
extent the workman has recovered his capacity to earn. 
It removes the grievance that an improvement in the 
workman’s earning capacity leads to an automatic 
reduction of compensation. It avoids any ground of 
suspicion on the part of the workman that he is being 
pressed to return to unsuitable work with a view to 
reduction of compensation, for the pension he will get 
for his permanent partial incapacity will not be affected 
by any future earnings. ‘The more he can earn later, the 
better for him, for his pension remains constant. As our 
rehabilitation and training facilities extend and improve, 
more inducements will be offered to the injured worker 
to exploit his remaining faculties as much as possible. 


NEW DIFFICULTIES 


Excellent as this change of principle seems to be, new 
difficulties have already appeared. They relate to the 
assessment of the degree of disablement caused by 
permanent partial injury. The principle to be followed 


will be the same as that already practised by the Ministry 


of Pensions. There will be an assessment by a medical 
board of the condition of the workman resulting from the 
injury as compared with the condition of a normal 
healthy person of the same age and sex. This system, 
wherever it has been applied in industrial accident 
insurance laws of other countries, has necessitated the 
elaboration of so-called incapacity schedules fixing 
percentages of disablement for the various degrees of 
specific injuries. In the disability schedules of the 
Ministry of Pensions, for instance, loss of all toes of both 
feet represent 40%, loss of all toes of one foot 20%, 
total deafness 70%, and loss of vision of one eye 50% 
disablement. 

The fairness of such methods of assessment has 
already been questioned by the chairman of the Royal 
Commission on Workmen’s Compensation, when he 
suggested to the assistant secretary of the Ministry 
of Pensions that “an injury which represents a very 
serious loss to one man represents to another a much less 
serious economic loss,” and that “nevertheless they 
receive identical compensation ”? (Minutes of Evidence. 
June, 1939. Q 3457). 

The same criticism of disability schedules has now been 
voiced in regard to the Industrial Injuries Bill. In a 
letter to the Times Sir William Beveridge observed on 
Oct. 13, 1945, that an injury such as the loss. of a finger 
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or thumb, which may leave the earning power of one 
man practically unaltered, may completely destroy 
the earning power of another man in his previous 
occupation. ‘On a strictly physical basis each will 
receive the same compensation, which. must be either 
obviously excessive in one case or inadequate in the other 
case.” The loss of an eye, a foot, or an arm clearly 
does not affect the occupational activities of a watch- 
maker, a book-keeper, an agriculturist, or a barrister 
to an equal extent, writes the International Labour 
Office, and it quotes a French writer who once opposed 
the suggestion, that physical disability should be adopted 
as a criterion for assessing war pensions, with the argu- 
ment that the notion of ‘‘physical disability’ is meaning- 
less and should be dismissed as mere ‘‘ medical meta- 
physics.” The same comment may now be applied to 
the method of assessment under the new British industrial 
injuries legislation. 


OTHER METHODS 


In some other countries the grave deficiencies of 
disablement schedules have received early attention. 
The ideal method of assessing partial permanent dis- 
ablement would obviously be to deal with each case by 
reference to the economic, social, and even personal 
circumstances of the disabled worker concerned. This 
type of procedure, however, must be considered as out 
of the question, because it would require an administra- 
tive machinery far beyond the range of realities; it 
must be remembered that, whereas war pensions repre- 
sent a finite list and involve a steadily diminishing 
liability, permanent industrial injuries mean a continuing 
stream of tens of thousands of new cases each year. Yet 


‘the necessity of finding a way between the Scylla of 


mere physical assessment of injury and the Charybdis 
of deciding each case on its medicosocial merits has led 
to what the International Labour Office appraisingly 
calls the ‘‘ fuller and more highly perfected schedules.” 
For British administrators the moment has arrived to 
pay some regard to their achievements. 

From a review. of the incapacity schedules which 
various countries have used—among them Argentina, 
Brazil, California, Canada, Chile, France, Germany, 
India, Italy, Mexico, and the’ Union of South Africa— 
it becomes evident that the tendency has been to replace 
mere physical or anatomical assessment of partial 
disablement by functional or occupational standards. 


. Again there is an ideal which seems difficult to attain. . 


An incapacity schedule adapted closely to the occupation 
of the disabled person, by indicating both a list of 
injuries and infirmities and a list of occupations and 
trades to which this list should apply, so that the worker’s 
previous and possible future occupations can be taken 
into account, presents great difficulties. The complexity 
of the various cases to be considered is so great that to 
prepare a schedule covering 100 typical injuries, 200 
occupational groups, and 25 age-groups would make it 
necessary to observe several million cases of disablement. 
Before the war two states, Brazil and California, had 
elaborated disability schedules of such a type. The list 
of occupations comprises 966 items in the Brazilian and 
1050 in the Californian schedule. There are 25 groups 
of occupation in the Brazilian and 52 in the Californian 
schedule. , 
Other countries have tried to modify the rigidity -of 
mere physical disablement schedules by allowing some 
latitude and elasticity in their application. There are 
—in Argentina and South Africa, for instance—schedules 
fixing a compulsory minimum only and providing for 
increase of assessment to allow for special consequences 
which the injury may have in respect of age and occupa- 
tion. But more important has been the aneromucuer of 
“ guide schedules.” 
= Here the ‘authority evaluating incapacity has ‘full 
latitude to vary the evaluations given to allow for the 
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particular circumstances of the individual case—i.e., 
for age, former occupation, and future employment. 
According to the findings of the International Labour 
Office, the fullest of these guide schedules, which are 
better described as manuals on the evaluation of incapa- 
city, were in use in France and Germany. These 


manuals deal with the sometimes difficult questions - 
connected with the origin of certain injuries, such as- 


whether they are to be imputed to the worker’s previous 
condition rather than to traumatic origin covered by 
the law, and with the evaluation of incapacity due to 
multiple injuries. They also give in respect of each 
injury or type of injury a full account of its possible 
or probable origin, its prognosis, and the medical factors 
to be taken into account in fixing the percentage of 
` incapacity. | l 

From all -these experiences it should be clear that 
strictly binding schedules should not be considered as 
the best means of dealing with the assessment of partial 
permanent incapacity. Where such schedules are at 
all accepted it should be insisted that their application 
leaves administrators some latitude concerning the final 
decision to be made, taking into account the economic, 
social, and personal circumstances of the injured worker, 
and that they are not considered finally binding. The 
departments and medical boards entrusted with the 
application of the schedules ought to take care that, as 
the International Labour Office urges, they are constantly 
revised, supplemented, and improved in accordance with 
the results of experimental medicosocial observation 
of an increasing number of cases. 


THE BRITISH PROPOSALS 


For the moment it cannot be said that British legisla- 
tion, so far as it proposes to deal with this matter, has 
paid much consideration to such necessities. The method 
of assessment foreshadowed in Section, 11(2)(a) of the 
Bill is definitely crude and does not give any indication 
of consideration of functional or occupational standards 
or of possibilities of adapting decisions to particular 
circumstances to avoid obvious hardship. In that 
respect even the present Workmen’s Compensation 
legislation is a little more advanced, for, at least in 
respect of certain cases, it has been laid down by the 
rules for determining earnings that compensation 
should be assessed by a comparison of the disabled 
worker with a person of the same grade employed at the 
same work by the same employer; or, if there is no 
such person employed, by comparison with a person in 
the same grade employed in the same class of employment 
in the same district. This only relates to the computa- 
tion of earnings, but yet it marked a beginning of an 
attempt to assess on a professional and occupational 
basis what a disabled worker might have lost in working 
capacity if compared with healthy workers in his own 
profession. . ; 

The deficiency of the arrangement now proposed has 
been noted by the general council of the Trades Union 
Congress, when it was urged that the comparison should 
not be only with the condition of a normal healthy 
person of the same age and sex, but also account should 
be taken of the effect of injury on the worker’s ability 
to follow his own occupation. 


JOB ANALYSIS 


Valuable assistance in this matter has been provided 
in connexion with the Disabled Persons (Employment) 
Act and the progress of vocational training schemes 
under the sponsorship of the Ministry of Labour. The 
disabled persons branch of the Ministry of Labour seems 
to be fully aware of the insufficiency of a mere physical 
analysis of partial permanent incapacity. Up to 
November, 1945, this department had interviewed, 
since the beginning of the Interim Scheme, over 400,000 
injured persons, and apparently this experience has fully 
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convinced the department of the necessity of devising 
a form of medical report which expresses the disability 
in terms of physical function. The various headings of 
this form include an estimate of general capacity for 
work, a physical functional analysis, and an assessment 
of vision, hearing, environment, and so on. The form 
has just been introduced for use by the Ministry’s local 
offices and is considered as a beginning in that much 
discussed necessity of job analysis. A 

Mr. R. E. Gomme, of the disabled persons branch of 
the Ministry’ of Labour, rightly points out that “‘ the 
counterpart to the physical functional analysis of the 
applicant is the job analysis of the work for which he is 
being considered. But in this country no complete or 
scientific job analysis for all occupations exists. The 
Industrial Welfare Society has remarked, in an elaborate 
publication on reinstatement a few months ago, that 
many firms with which the society keeps in touch have 
asked for a standard schedule of occupations which will 
help them in the classification of jobs suitable for various 
disabled persons ; the Industrial Welfare Society added 
that the US Goverħment have issued such a schedule. 

That the department entrusted with the placing of 
disabled persons is trying to adopt what it calls ‘‘ physical 
functional ” asséssment of injury is a most laudable step 
in the right direction, but a first step only. The form. 
mentioned above asks questions which a doctor who has 
thoroughly examined a patient can answer. Can the 
man do a full day’s work ? Can he lift a certain weight ? 
Can he work in extremes of heat and cold ? Commenting 
on the assistance which such information may give to 
the district rehabilitation officer when he interviews the 
patient in hospital for the purposes of his future occupa- 
tion, a correspondent of the Times observes that informa- 
tion presented in this form gives him a clear idea of the 
capacity for work of the individual, but that the equally. 
clear, picture of the requirements of the various jobs in 
industry or trades concerning what forms of work the 
man would be capable of performing is still lacking. | 
In other words, the physical functional assessment of . 
injury is recognised as insufficient, or at least incom- 
plete, so long as the link with any professional or occupa- 
tional evaluation of incapacity is missing. 
very reason that in some other countries so much care 
has been taken to improve disablement schedules by 
taking into account the occupation and the occupational 
future of the disabled worker. ‘‘ Unfortunately,’’ says 
the writer of the article in the Times, ‘“‘ that picture is 
not obtainable, because industrialists probably know less 
about the requirements of health than doctors know 
about the requirements of employment.” 


PARTICIPATION OF INDUSTRIAL GROUPS 


It is in view of this position that the International 
Labour Office has urged that employers and employees 
should participate in the administration of those branches 
of social insurance which deal with the assessment of 
incapacity. Not every worker or employer has the 
technical knowledge required by the authority in 
different cases. The owner of a spinning-mill or a 
blast furnace could not, from knowledge of his own trade, 
give useful information about the possibility of finding 
fresh employment for a man in the metal industry who 
has lost an eye. 

It is for that reason that some workmen’s compensa- 
tion schemes abroad have made provision to form groups, 
statutory or otherwise, in industry, entrusting them 
with duties connected with the re-employment of 
disabled workers. Such industrial groups know best 
the special possibilities in their trades for giving disabled 
workers an opportunity to make use of their remaining 
capacities. They can remove them, as in the case of 
accident-prone workers, from particular occupations, 
and they are by their special experience in the best 
position to advise official bodies, entrusted with the 


It is for that | 
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evaluation of incapacity, about the fair assessment 
of a partially disabled worker, always provided that the 
disability schedules allow the necessary latitude and 
elasticity to the administrators. Under the famous 
Ontario scheme of workmen’s compensation, industrial 
accident prevention associations, authorised by the 
Workmen’s Compensation Act of Ontario and formed for 
various groups of industry, have been of great assistance 
in the placing of handicapped workers. 


PRESENT SOURCES OF INFORMATION 

The coming British-insurance schemes make no pro- 
vision for employing statutory associations of employers 
and employees acting for groups of industry for the pur- 
pose of placing partially disabled workers in the right 
job. Yet the information and experience which would 
be derived from such organisations as regards making an 
assessment fairer than a mere physical functional assess- 
ment of incapacity must be supplied if the new schemes 
are to be a lasting success. Job analysis has to come. The 
necessity of ever-increasing research into the occupational 
requirements of the multifarious cases of disablement 
` cannot be postponed for long. 
apart from official efforts, there are a number of hopeful 
attempts in that direction. Rehabilitation officers will 
gain more and more experience as time goes on. 
They will be able to pass this experience on to the central 
administration, where it will be utilised in refining the 
procedure of injury assessment ; yet it would be desirable 
for that very purpose to resort to guide schedules and 
allow more latitude to the assessment. Medical officers 
in factories will, we hope, increase in numbers; and 
the enlarged scope of their duties, as lately urged in a 
memorandum of the educational committee of their 
association, will assist the requirements of job analysis. 

Bodies such as the National Institute of Industrial 
Psychology, the Industrial Welfare Society, the Central 
Council for the Care of Cripples, the Motion Study 
Society, and other organisations have shown their 
interest in the matter or in subjects which might 
indirectly improve our knowledge of what a partially 
_incapacitated worker can and should do. Their 
efforts will possibly fill part of the gap which must be 
overcome to make a great and new sociomedical effort 
of Britain’s post-war reconstruction a definite success. 


POST-WAR BREAD POLICY 


THE conference convened in January, 1945, to advise 
the Government on its post-war bread and flour policy 
ended its deliberations in October and has now issued 
its report.1 Sir Henry French, the secretary to the 
Ministry of Food, was in the chair, and the members 
included Lord Horder, Sir Jack Drummond, FRS, and 
Mr. T. Moran, psc (Ministry of Food); Sir Wilson 
Jameson (Ministry of Health); Dr. Andrew Davidson 
(Department of Health for Scotland); Sir Edward 
Mellanby, FRS (Medical Research Council); Prof. E. C. 
Dodds, FRS, Mr. J. Arthur Rank, and Sir Norman 
Vernon (milling industry); and representatives of the 
Ministry of Agriculture, of the baking industry, and of 
the Nationa] Association of Flour Importers. 

The conclusions of the conference were mainly based 
on the findings of two subcommittees. The first, under 
the chairmanship of Lord Horder,? was asked’*to advise 
on the minimum quantities of vitamin B,, riboflavine, 
nicotinic acid, and iron the post-war flour should 
contain. The second, with. Mr. C. A. Loombe, director 
of cereal products in the Ministry of Food, as chairman,? 
was to decide whether regulations governing the vitamin 
content, extraction-rate, or reinforcement of home- 
produced flours could be adequately enforced when war- 
time controls have ended. 


1. Report of the Conference on the Post-war Loaf. November, 
1945. Cmd. 6701. HMSO. Pp. 24. 4d. 

2. The other members were Dr. T. Moran; Dr. R. A. McCance ; 
Dr. B.S. Platt ; and Prof. E. G Dodds. 

3. The other members were: Dr. T. Moran; Mr. P. N. R. Butcher; 
Mr. J. Mackenzie; Prof. E. C. Dodds; Mr. L. Hector Read ; 
Mr. W. Bloor ; and Dr. J. Sword. 


POST-WAR BREAD POLICY 


It is fortunate that, 
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The first subcommittee began by drawing up a mini- 
mum standard of total requirements for calorie intake 
and for the four specified nutrients. A ‘‘ minimum 
standard ” they took to mean “ that level below which 
it may be inferred from experience that good health is 
not likely to be maintained.” They argued that our war- 


time diet has kept the nation in good health, and therefore 
it must have been up to a minimal standard in essential 
foods. The subcommittee also took into account the 


recommendations of the National Research Council 
(USA), the League of Nations, and the Medical Research 
Council. Its final estimate of the minimal daily require- 
ments per head of the average British working-class 
family after the war was : 


Calories *. . 2670 Nicotinic acid .. 13-91 mg. 
Vitamin B, 1-78 mg. | Iron 14:60 mg. 
Riboflavine 1-92 mg. 


This is a little higher all round than the actual average 
intake of working-class homes in the first half of 1944, 
judging by the War-time Food Surveys of the Ministry 
of Food, but these were overweighted with children. It 
is slightly higher in B, and iron but slightly lower in 
riboflavine and nicotinic acid than the allowances recom- 
mended by the National Research Council in the USA. 

“ Taking into account the average daily consumption 
per head of bread by working-class families before the 
war, which was equivalent to 334% of their calorie 
intake, the subcommittee arrived at a desirable minimum 
standard of nutrient content for flour, designed to give a 
total intake of the four named nutrients approximating 
to the quantities set out above.” The subcommittee 
recommended the following minima per 100 g. of flour: 


Vitamin B, 0-24 mg. | Nicotinic acid 1-60 mg. 
Riboflavine 0-14 mg. | Iron 1-65 mg. 


With the exception of riboflavine, these minima could 
be supplied, without reinforcement, by a flour of 80% 
extraction ; the figure for riboflavine could be supplied 
by employing 85% extraction. The daily consumption 
of bread by working-class families after the war was 
estimated by the subcommittee at 9-4 oz. (265 g.) per head. 
On this basis bread and other products made from a flour 
of the recommended standard (0:14 mg. per 100 g.) 
would not be likely to provide more than a fifth of the 
total riboflavine requirement, the greater part of the 
necessary intake coming from milk, meat, eggs, potatoes, 
and other vegetables. The conference did not think it 
justifiable to raise the rate of extraction merely to pro- 
vide more riboflavine; they preferred to recommend 
that riboflavine should not be one of the specified 
nutrients. The minimum standard finally adopted was 
therefore : vitamin B, 0-24 mg., nicotinic acid 1-60 mg., 
and iron 1:65 mg. per 100 mg. of flour. 


HOW IS THE STANDARD TO BE ENFORCED ? 


There are two possible ways of securing the agreed 
minimum standard—by retaining the natura] vitamins: 
of the wheat grain, or by reinforcement with synthetic 
vitamins and iron. Both are commercially practicable ; 
the choice “is a matter of balancing nutritional con- 
siderations against questions of administrative practic- 


ability.” 


The second subcommittee considered that it would be 


-possible to enforce regulations prescribing a minimum 


standard for the three ‘ specified nutrients ” if uniform 
and reliable testing facilities could be provided. Since 
many public analysts are not familiar with the methods 
of assaying all these nutrients, centralised testing would 
be required in the early stages. 

The medical and scientific members of the conference 
urged that such regulations should ensure that the 
natural nutrients are retained in the flour in the process 
of milling, since it has yet to be shown that added 
vitamins would be equally. beneficial to health. This 
objective could theoretically be achieved (a) by prescrib- 
ing that wheat must be milled to a minimum extraction- 
rate, or (b) by prohibiting the addition of vitamins to 
flour while at the same time prescribing a minimum 
standard for the specified nutrients. Mr. Loombe’s 
subcommittee reported that it is impossible to tell the 
extraction-rate of a flour by analysis, since different 
samples of wheat milled at the same extraction-rate 
yield flours of widely different composition. The 
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method adopted in war-time—measurement of the total 
quantity of the different end-products obtained in each 
mill—would only be possible while a comprehensive 
system of Government control of the milling industry 
exists. Alternative (a) was therefore ruled out as 
impracticable. , 

At present there is no way of determining by analysis 
whether the vitamins in a sample of flour are the natural 
- constituents or have been added. The only way of 
enforcing a regulation prohibiting the reinforcement of 
flours would therefore be by inspection of the mills, 
and it is doubtful, in the view of the conference, whether 
such inspection would be fully effective without control 
on war-time lines. Some members of the conference 
argued that it would be useless, in view of the enforcement 
difficulties, to make regulations insisting on the retention 
of the vitamins in wheat. 


which would reveal whether the vitamin content of flour 
was natural or synthetic ; in their view: it would be a 
mistake, before this point is investigated, to adopt the 


second-best policy of leaving it to the millers to decide © 


how to maintain the minimal standard of nutrients in 
their flours. Other members were doubtful whether 
such tests would be discovered in time to solve the 


reinforcement difficulty before war-time controls of - 


milling came to an end. 


HOME-PRODUCED AND IMPORTED FLOURS 


Generally speaking, home-grown wheat is low in B 
vitamins compared with, say, Canadian imported wheat, 
though this.is not always so. To reach the minimum 
standard of the specified nutrients from home-grown 
wheat the rate of extraction would in some years have to 
be considerably higher than would be necessary for 
imported wheat ; the country mills, using largely home- 
grown wheat, would then have to produce a darker flour 
than the port mills using imported wheat, and would 
therefore be at a serious competitive disadvantage in 
selling their flours. The difficulty might be removed by 
subsidising the country mills, so that they could incor- 
porate the proportion of imported wheat necessary to 
bring their flours up to standard; but this course 
would be uneconomic and unpopular with the farmers. 
The conference preferred to recommend research directed 
to improving the nutrient content of home-grown grain. 

It would be unfair to the.home industry to insist on 
a minimum extraction-rate for home-produced flours 
unless similar regulations were made for imported 
flours. It would be simple to ensure by analysis that 
imported flours contained the agreed minimum quantities 
of the specified nutrients, but here again it would be 
difficult to ensure that they had not been reinforced. 
Whether the importing countries would be willing to 
coéperate in regulating the nutrient content of flours 
sent to Britain remains to be seen. 


CONSUMER PREFERENCE AND AGRICULTURAL 
CONSIDERATIONS - i 


The 80% flour now in general use is far more popular 
than the previous 85%, with the public as well as the 
miller and baker. Apart from the question of appear- 
ance, what the public wants is a loaf which is palatable, 
keeps well, cuts well, and makes good toast ; the present 
flour fulfils these conditions reasonably well, and it is 
possible, in the view of the conference, that in time the 
public would lose its pre-war preference for white bread. 
But the trade members were sure that if people, were now 
given free choice most of them would quickly revert to 
the white loaf. 

The continuance of a high rate of extraction would 
mean some loss of wheat offals, which are a very useful 
feeding-stuff for dairy cows, pigs, and poultry. When 
world supplies return to normal, however, this will merely 
mean importing less wheat for human food and more for 
livestock feeding. l 


FLOUR FOR MANUFACTURE 


The consumer derives less benefit from the presence of 
vitamin B, in flour used for making biscuits and cakes, 
because baking powder destroys as much as half of it. 
Moreover, a memorandum presented to the conference 
by the cake and biscuit makers made it clear that they 
cannot produce a high-quality article with a high-extrac- 


_ MEDICINE IN INDUSTRY 


The medical and scientific. 
members, however, believed that tests could be found 
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tion flour. All the arguments are, in the opinion of the 
conference, against requiring that flour used for purposes 


other than bread should be of high extraction. The 


difficulties of enforcing a minimum standard of nutrients 
would be much increased if there were two different 
standards for flour sold for human consumption, but 
these difficulties would not arise if reinforcement was 
allowed, since reinforced flour has no disadvantages 
from the manufacturer’s point of view. 


CONCLUSIONS 


‘The conference was unanimous in thinking it both 
desirable and practicable, as a permanent policy, to 
require that flour sold for bread-making should contain 
the agreed minimum standard of vitamin B,, nicotinic 
acid, and iron, but they failed to agree on whether the 
millers should be left free to reinforce their flour or should 
be compelled to mill at an extraction-rate high enough 
to attain the standard without reinforcement. ‘They 
concluded by urging vigorous study of the practical 
difficulties encountered, in the hope that they can be 
overcome before war-time control ends. 


MEDICINE IN INDUSTRY 


“ A factory is a place where goods are made, and the 
must be made economically and profitably or we will 
get neither goods nor wages ; but also we must consider 


that a factory is a place where people spend one-third 


of their working lives and must, therefore, be so run that 
the well-being of the worker is secured.” Sir Wilfrid 
Garrett, who is retiring from the post of HM chief 
inspector of factories, uses these words in his annual 
report for 1944 (Cmd. 6698. HM Stationery Office. 
Pp. 101. 1s. 6d.). He speaks of the new outlook on 
labour and personnel management that has come with 
the war—the new standard for conditions of employment. 
But he warns us that all these things were said in 1918 
and were then forgotten. 

The widespread impression that great improvements 
have been made in the amenities required by the Factories 
Act is largely based on conditions found in the com- 
paratively few factories specially built or adapted for 
war production. ‘‘ Taking the factories of the country 
as a whole, there is an immense amount of leeway to 
be made up.” An encouraging feature of the report, 
however, is the news that all over the country there has 
been a decided reduction in the hours of actual work 
of women and young persons and a decided impetus 
towards adoption of the five-day week. The longest 
hours of work tend to be found now in certain domestic 
industries—baking, shoe repairing, and particularly 
laundry—which have lacked man-power because they 
were not deemed essential to the war. 

Dr. E. R. A. Merewether, who last year succeeded Dr. 
S. A. Henry as HM senior medical inspector of factories, 
points out that, with extension of education, the healthi- 
ness or otherwise of an occupation will increasingly 
become the dominant factor in the worker’s choice. 


“ Inescapably, therefore, unhealthy . ccupations must 
be made healthy or they will languish and ultimately 
fade out from lack of labour. Most industries can be 
improved as far as health and safety are concerned, and it 
becomes of first importance that each should set itself to 
attack this problem first. Not only must this matter of 
occupational hazards be tackled but it must be evident 
that it is being tackled and for this it is essential for 
Industrial Research and Industrial Health Research to be 
closely integrated on a national scale.” 


He reports that besides the Factory and Welfare Advisory 
Board and the Industrial Health Advisory Committee, 
the Minister of Labour now has specialist panels dealing 
with the industrial dust hazard, dermatitis, ophthalmo- 
logy, and radiology. Also there is an information 
service set up in the department in 1943 ünder- the 


-= charge of Dr. E. L. Middleton. 


At the end of 1944 there were about 180 doctors 
working full-time in 275 factories, and at least 890 ona 
regular part-time basis in 1320 factories. These figures 
have since been reduced through closure of factories, 
but the change-over to peace has permitted employment 


. of doctors and nurses by some undertakings that 


previously could not find any. 
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A NATIONAL HEALTH SERVICE 
‘© ESSENTIAL PRINCIPLES ”’ 


In a statement issued this week the Negotiating 
Committee says that for a quarter of a century the 
medical profession has stressed the need for a complete 
health service. The profession is willing and anxious 
to codperate with the Government in evolving this 
service, for it believes that the knowledge and experience 
of the profession are indispensable contributions to its 
success. It re-emphasises that good housing, social, 
economic, and environmental circumstances are the 
principal factors in the maintenance of health and the 
prevention of disease. It urges the expansion of medical 
research, In the interests 
medicine, the profession’ regards the acceptance of the 
following principles as essential : 

1. The medical profession is, in the public interest, 
| opposed to any form of service which leads 

directly or indirectly to the profession as a whole 

becoming full-time salaried servants of the State 
or local authorities. 
- The medical profession’ should remain free to 
: exercise the art and science of medicine according 
to its traditions, standards, and knowledge, the 
individual doctor retaining full responsibility 
for the care of the patient, freedom of judgment, 
action, speech, and publication, without interfer- 
ence in his professional work. | 
3. The citizen should be free to choose or change 
his or her family doctor, to choose, in consultation 
with his family doctor, the hospital at which he 
should be treated, and free to decide whether 
he avails himself of the public service or obtains 
the medical service he needs independently. 


a 


4. Doctors should, like other workers, be free to 


choose the form, place, and type of work they 
prefer, without governmental or other direction. 

5. Every registered medical practitioner should be 

entitled as a right to participate in the public 
service. 

6. The hospital service should be planned over natural 
hospital areas centred on universities in order that 
these centres of education and research may 
influence the whole service. 

. There should be adequate representation of the 
medical profession on all administrative bodies 
associated with the new service in order that 
doctors may make their contribution to the 
efficiency of the service. 


COMPENSATION FOR PRACTICES 


Commenting last week on the Minister of Health’s 
statement to Parliament (see p. 794), Dr. CHARLES HILL, 
as.secretary of the Negotiating Committee, said : 


The Government’s undertaking to pay compensation for 
any loss of capital values incurred by doctors as a result of its 
new proposals—whatever they may turn out to be—is plain 
justice. The capital represented by a doctor’s practice is 
something which he has paid for or built up and something 
which he relies upon for his retirement years. Any Govern- 
ment which takes steps to destroy or diminish a capital asset 
should compensate for the loss it causes, and this Govern- 
ment’s desire to relieve anxiety on this point of principle is 
appreciated. | 

When a practice changes hands, what is in fact transferred 
is goodwill, the patients themselves being free to accept the 
incoming doctor or choose another doctor as they please. 
Many will not share the Government’s view that an efficient 
medical service can be secured only by such a fundamental 
change in existing arrangements. This has yet to be argued. 
The Negotiating Committee representing the medical pro- 
fession has not yet had an opportunity of putting forward to 
this Government its own proposals. for a complete health 
service, including a wider distribution of doctors. 

The abolition of goodwill cannot be considered in isolation. 
What matters most is what machinery the Government pro- 
‘poses to substitute for the present arrangements in order to 
facilitate the entrance of doctors into medical practice and 
their freedom of movement thereafter. If, for example, it is 
proposed to substitute for existing arrangements a system of 
posting or dtrection, the medical profession will be opposed to 
it. - If the Government assumes that by destroying the good- 
will of existing practices it thereafter becomes entitled to 


~} 


oth of the public and of 


appoint doctors to practices, directing them where and how 
and with what colleagues they shall practise, the proposal is 
fraught with danger to public and professional freedom. 
Doctors should, like other workers, be free to choose the form, 
place, and type of work they prefer without governmental or 
other direction. ; 

For these reasons the attitude of the medical profession to 
any proposal to abolish the sale and purchase of practices can 
be determined only when it is known what is to be substituted 
for the existing arrangements. To promise compensation if 
capital values are affected by the new arrangement is only 
fair and just. But whether it is necessary to introduce such 
new arrangements and whether such arrangements involve 
the loss of the essential freedoms of the public and the pro- 
fession can be judged only when all the cards are on the table. 


On Active Service 


AWARDS 
? MC 
_ Captain A. R. T. LUNDIE, MB, RAMC 
MENTIONED IN DESPATCHES 
° COMMANDS AND STAFF 
Colonel C. H. K. SMITH, OBE, mc, late RAMC 


- 


RAMC 
Briqadiers.—W.. M. CAMERON, Majors—continued 
OBE, KINNEAR, OBE, A. J. THOMAS, J. H. VICKERS, 
F. A. R. STAMMERS, CBE M. A. G. Warp, J. H. 


Colonele.—W. A. D. DRUMMOND, 
T. D. INCA, CBE, MC, W. A. Y. | Captains.—E. 8. ALTO, J. W. 
Kniast, A. S. PERN, OBE, CLARK, S. A. CoHEN, U. J. 
W.L. SPENCER COX, OBE, MC, S. COLDHAM, J. Comyn, 
J. T. ROBINSON A. FEARNLEY, D. FERGUSON, 

Lieut.-Colonels. —H. J. B. R. FLETCHER, N. E. FRANCE, 
ATKINS, T. F. Briags, J. B. C. B. Hinoxrey, B. L. 
HERMAN, R. JOHNSTON, HoFFMANN, M. 8. Howe, mc, 


WARREN, MBE, G. N. WILSON 


D. W. E. LLoYD, mc, C. M. 
MARSDEN, J. B. McEwEn, 
MC, J. S. MILLER, T. P. 
EWELL, E. G. SIBLEY, W. R. 
SPRUNT, A. W. S. THOMPSON, 
OBE, C. S5. THOMSON, A. P. 
TRIMBLE, A. S. WESSON, 
P. L. E. Woop, DSO, MBE 


Majors.—H. F. ANDERSON, R.L. 


BeExison, A.D.C.S. CAMERON, 
R. G. Daves, E. A. FIDDIAN, 
C. Kenton, W.- MoLEOD, 
R. M. Paton, M. S. WOLIAM- 
son, mc, G. H. WOOLER, 
A. BEARDWELL, D. BELL, 
A. B. Bret, R. W. Core, 
S. H. Croot, D. H. Cummackg, 
H. W. Davis, A. C. DoRN- 


P. H. Jones, W. A. D. JONEs- 
ROBERTS, M. LATNER, R. Ñ. 
LAWRIE, R. T. S. Lovurtrr, 
B. X. Lus, J. MAODONALD, 
A. F. J. MALONEY, J. F. 
Mawes, R. P. Maysin, R. I. 
McALtLEyY, A. D. McGi, 
J. D. MCGREGOR, N. C. Monn, 
M. E. Moore, N. P. OROHARD, 
A. T. PAGAN, A. PATERSON, 
D. E. PATERSON, D. PURDI, 
E. E. Raw ines, J. J. REEKS, 


. J. W. RicHumonp, J. 


RoBERTSON, F. H. Rosson, . 
L.C. Rosson, H. D. ROSSITER, 
R. P. G. SANDON, J. SooTT, 
H. A. Suaw, J. R. S. Saipxps, 
E. C. S5. TALBOT, J. E. Tan- 


HORST, T. Duncan, K. B. NIAN, A. L. Turk, E. VURE, 
Gipson, A. M. GLESs, R. E. 
HaswELL, J. HOWELL, M.A. 
JONES, A. R. KENNEDY, 
» T. G. Lowpen, L. G. Mac- 
FARLANE, W. B. McKEnna, 
R. J. MILBANK, R. I. Mir- 
CHELL, A. A. Murray, W. M.- 
OwEN, J. H. PATTERSON, 


Lieutenants.—W. H. CHANTER, 
N. Dancer, J. R. GRICE, 
W. HawrTsornze, F. H. 
HocarrH, R. J. HOLLIDAY, 
J. pu J. R. Poryvis, 
E. 


PORTER, MBE, H. E. SMITH, Wituiams, C. D. 


R. S. STEVENS, D. L. STEWART, WOODHEAD 
A. M. Tair, R. B. TERRY, 
. . IAMO 
Colonels.—M. Krrx Bryce, D. Captains—continued 


CHAND, K. C. GANAPATHY, 
M. Y. GHaznavi, P. Jacoss, 
Jacur SINGE, JAHAN, 
K. C. MAKEBJEE, dJ. D. 
Purisss, S. R. Sarma, S. B. 


DATT 
Lieut.-Colonels.—C. W. GREENE, 
W. Lauri, D. N. Basu l 
Majors. —R. H. Nerve, P. K. 
CHATERJEE, S. L. RIKHYE, 


V. S. TRIVEDI Datta, T. M. SEETAPATHY, 
Captains.—-BasuIrn UDDIN, A. T. STEPHENS, mo, S. A 
DULI- QHURYE,, A. B. RUSHTON 


BHATTACHARYA, 


POSTGRADUATE COURSES FOR DEmMoBIISED MOs.—The 
refresher course on pulmonary tuberculosis is to be held at 
Addenbrooke’s Hospital, Cambridge, and Papworth, beginning 
on Jan. 14; a general course at Ipswich and Colchester 
beginning on Feb. 11; and a course on social and industrial 
medicine at Luton, beginning on May 6. All the courses will 
last a fortnight, and they are intended for medical officers 
released from the Forces, but any vacancies which occur 
will be available for general practitioners. Further par- 
ticulars from Dr. Douglas Firth, Trinity Hall, Cambridge. 


` 
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IN ENGLAND NOW 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


THE news that one is to be released six or more months 
earlier than was anticipated is startling to say the least 
of it. The outside world looms up witl terrifying 
nearness, and the leisurely security of Service’ life; 
hitherto a welcome retreat from the rigours of civilian 
discomfort, ‘vanishes with the decisiveness of a hang- 
man’s trap, jerking one into the realisation that the 
current, somewhat academic, view of the future may be 
based entirely on fantasy. Having spent five years 
carping about the Service, I find this reaction extra- 
ordinarily interesting and not a little sobering. , 

By this morning my colleague and I had sufficiently 
recovered to inspect the first-aid post outside the gate 
and discuss the matter over a pint. Our conversation 
- may well become the textbook example of rationalisation. 
We decided that for two years we shall be pressing 
urgently on, like a donkey after a carrot, to the neglect 
of the books of general interest, the philosophical corre- 
spondence courses, and the interminable controversies 
(only controversial because nobody knows the proper 


answer), to recover our professional stature and become © 


able to understand the papers in The Lancet. Then we 
shall look back and be glad of the time we spent in the 
Service and grateful for the breadth of vision, lofty 
judgment, sense of perspective, and other well-known 
Churchillian faculties that it has developed in us. We 
agreed that, although we never cease to be amazed at 
the erudition of our civilian contemporaries, at least we 
had avoided the parochialism common in those young 
men who never see a patient outside a hospital building 
and prefer a diagnosis of “ toxic focus ’’ to “ constitu- 
tional inadequacy.” Encouraged, we pointed out how 
nearly all the people at the top seemed to have served 
in the last war, some in equally humble capacities. (This 
may not be true but it seemed a good point over the 
second pint.) By now we were fully reconciled to the 
situation and realised that we could hardly fail to be 
outstandingly successful and blow like a breath of 
purifying air through a dangerously vitiated profession. 

And so the subconscious has once again proved equal 
to the occasion and provided a suitably self-flattering 
pomt of view. Its’ rude awakenings and subsequent 
resourceful readjustments will provide a series of 
fascinating instalments for my Diary of a Demobbed 
Doctor (my Diary of a Service Doctor aborted very early 
on) with which to bombard The Lancet and (Ed.V.) 
delight its readers. 

* x * 

Home again, home again, when shall I sce my home ? 
When shall I see my native land? Pll never forget my home. 


That is what our Nigerians used to sing, and I hope that 
the authorities hurry them back to their homes soon, 
or else I foresee plenty plenty palaver. I doubt if at 
any time so many men have sung that song—or its 
homologue in Slovak or Tamil or Texan or that silent 
monotone that is the same for all of us. West Africans 
in Burma and Indians in France and Poles in England 
and English in West Africa—all with their minds on a 
domestic hearth and a door that shuts, and, I suppose, a 
woman, though I think she counts for less than the 
world’s Tin-pan Alley would have us think. =i 

In the days when the world was limited by petri 
dishes and a quarterly cheque and a month’s holiday, we 
kept being told that travel broadens the mind, and some- 
times we believed it. He who had seen the flamingoes 
in the shimmering high-summer mirages of the Camargue, 
or- the Stefanskirche on a starlit New Year Eve, or the 
banks: of the St. Lawrence in autumn, could gossip at 
any cocktail party with the assurance of a lineal 
descendant of Odysseus. (That is, of course, all small 
stuff now.) But since my return to Ithaca (Glos.) I 
have begun to wonder if it is not the already broadened 
mind alone that can adsorb the little joys of new places 
and new people—or even tolerate them. (Probably the 
minds of most of us would be the better for the use of 
a set of dilators.) Again and again I have noticed the 


devastating dullness that is the lot of so many translated | 


from their familiar niche ; “not the benign ennui of a 
railway journey in the dark but an invasive and fungating 
boredom. Even when stationed ‘‘ at home ”’ how few 


soldiers could bear separation from the. cinema and the 
va et vient of the town—for, as the census shows, most 
ofusare townees. How glad I was to find the man who, 
with a hazel stick, a bung from a carboy, and a hook from 
his pocket, was live-baiting for pike while his companions 
were sitting on their beds grousing at the weather and 
the Weald and the Men of Kent who were our involuntary 
hosts. Overseas it was far worse. ` 

I leave it to the trick cyclists to tell us what is the 
mental make-up of the man who can make his own 
amusements, but as a fellow soldier I value him even 
above the Cordon Bleu. In the lack of this gift I could 
see little difference between officers and men, white and 
black. Perhaps the Africans were luckier than the 
Europeans, for they had their music and dancing. 
Most of the Ibo dances are grossly erotic but they seem 
to succeed as a social diversion in the absence of women 
in a way that ours have ceased to do. (I am told that 
in the Gaelic fringe that lies to our west man will still 
dance with man for dancing’s sake alone.) But the 
European, when the last Peter Cheyney was read, had 
no escape ; a walk and a cup of tea in the evening ; some 
music if the radio was not on the blink; sometimes a 
game of football; bridge for the officers and pontoon 
for the men—but the gambling instincts of G. I. Joe are, 
perhaps mercifully, subdued in Thomas Atkins. I never 
met a good regimental officer who did not worry over 
this vacuity of interest, even though he might suffer 
from it himself. -All honour to those of the Education 
Corps and others who ran concerts of classical music and 
classes in this, that, and the other. But, by their nature, 
these things drew the men and women who were most 
self-sufficient in amusement. Perhaps those who com- 
manded Soldiers Three were right; give a‘ soldier his 
beer and allow him the rather dangerous delights of the 
bazaar—and forgethim. Theamount of time and trouble 
that men of good will have given to this problem during 
the war has been immense, and I wonder with what 
success. The Americans have done far more than we 
have, and I am not convinced that they’ have been any - 
more successful. For a future of peace or war I think 
the educationalists would do well to give some thought 
to an increased ability for self-amusement. And even 
then, reading Theocritus by the light of a hurricane-lamp 
or a passion for angling are not substitutes for “ home 
again.” 

The fire is dying down and if I put on another log 
it will mean one more to cut tomorrow. PUN put the 
dog out and lock the door and goto bed. I’m probably 
the luckiest man in Europe. 

* * * 

My short trip to the United States was made by sea, 
since there was no excuse for priority in the air, but I am 
sure it is more fun travelling by the slower route. Fora 
week or so one lives in a small if overpopulated world, 
detached from most of the familiar things of land, and 
can enjoy a very important freedom—freedom from 
hurry. What’s more, a voyage in a trooper develops 
one’s sense of humour, for when one feels like a wash the 
water is always off ; when one is thirsty the canteen is 
always closed (the taste for Coca-Cola is wonderfully 
stimulated at sea) ; and the only way to get a bridge table 
in the lounge, in the face of acute competition from the 
poker-schools, is to make friends with one of the lady 
passengers, who are exempt from boat drill, and ask her 
to occupy it until this necessary but tedious business is 
over. My impressions of New York were fleeting, for our 
journey’s end lay 2000 miles away. Most vivid is the 
recollection of the ‘‘ Welcome Boat ” ‘which greeted our 
arrival in the Hudson River, manned by a truly glamor- 
ous reception committee, with music by a WAC band, 
very smart in their summer drill. The little boat cruised 
slowly round the transport, and the air was gay with the 
sound of Sousa’s marches and ‘‘ swing.” The GIs roared 
their appreciation of this programme, and docking was 
temporarily delayed by the mad rush of 7000 souls from 
side to side, as the gorgeous spectacle slowly encircled. 
the ship. Our destination was a town in south-east ' 
Texas, a land of oilfields (among them the well where the . 
‘black gold ’’ was first struck in the South), rice, fruit, 
and timber forests. But it is to oil that this region owes | 
its vast wealth. As one Texan remarked to me, ‘‘ Soon 
as you re it, you can pipe it straightaway into your bank 
account.” 
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ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


PATROLLING by the Opposition against the enemy in 
Parliament, accompanied by sniping and light artillery 
action, was replaced this week by a full-scale attack, led 
by Mr. Churchill, in‘the form of a Vote of Censure. — 

The House was crammed, members standing up on 
benches behind the Bar of the House to get a view and. 
the chance of a hearing, gangways blocked, galleries 
filled -with ambassadorial and other spectators. Gibes 
by the Conservatives at Sir Stafford Cripps because of 
his austerity. Invective by Mr. Churchill against Mr. 
Aneurin Bevan for his conduct during the Coalition and 
now as Minister of Health. Parliament, divided between 
His Majesty’s Government and His Majesty’s Opposition, 
has got into its stride again and connoisseurs of Parlia- 


‘<Mentary procedure may like to draw historical parallels — 


with the days when the Irish MPs were in Parliament 
and an “ Irish night ” was a synonym for a high level of 
debate plus an all-round slanging match. 

Mr. Churchill, a very great parliamentarian, has never 
felt quite easy in Party shackles. He has in the past 
sought for the basis of a centre party, and again and 
again in his speech he harked back to his ideas of 
coöperation between parties. ‘‘ I should have thought,” 
he said, ‘‘ that the first endeavour of responsible Ministers 
would be to secure the greatest measure of coöperation 
between all parties and all forms of national activity. 
I do not mean a coalition but a concerted effort.” The 
leader of the Opposition thought that the policy of the 
Government as it develops will produce widespread 
political strife, misery, and ruin at home so that we shall 
not be able to support above three-quarters of our 
present population. 

From the general Mr. Churchill went on to the par- 
ticular. Of Sir Stafford Cripps’s activity at the Board 
of Trade he said that we do not have to plan everything 
—nor has Sir Stafford proposed it. For example, human 
beings do not have to plan in advance their number of 
heart-beats in twenty-four hours or the relation of their 
temperature or blood-pressure to those heart-beats. 
Nor to decide what secretions are to be made by liver 
or kidneys. ‘‘ No official quota is set for lymph or bile. 
Otherwise I fear the President of the Board of Trade 
would find he had overdrawn his account very much.” 
Of the Minister of Health he said that unless he changes 
his policy and methods and moves without the slightest 
delay ‘‘ he will be as great a curse in peace as he was a 
squalid nuisance in time of war.” : 

The Prime Minister in reply made a hard-hitting 
fighting speech, which was received with enthusiasm, 
though he did not rise to the level of Churchillian invective. 
But he did answer Mr. Churchill’s views on demobilisation 
out of that gentleman’s own writings after 1918, and 
he did answer his attack on controls and limitation of 
spending poe out of the mouth of Sir John Anderson 
the Coalition Chancellor of the Exchequer. The Vote 
of Censure, Mr. Attlee said, was really directed, not at 
the Government, but at the electors of the country because 
at the last election they returned so many Socialists 
to Parliament. The vote at the division, for the Vote 
of Censure 197, against 381, has historical significance. 

It is nearly the whole strength of the House. 


FROM THE PRESS GALLERY 


Not Caused by Accident 


CLAUSE 52 of the National Insurance (Industrial 
Injuries) Bill deals with industrial diseases and industrial 
injuries not caused by accident. When the clause was 
being considered by a Standing Committee on Dec. 4 
Mr. Tom SMITH said that while its provisions were better 
than anything hitherto enacted, in so far as the Minister 
was given much more power than was shown in the list 
of scheduled diseases, he still thought that there was 
room for improvement. He foresaw difficulties in 
linking up a particular disablement with a workman’s 
occupation, and in getting definite proof. Mr. J. 
GRIFFITHS, Minister of National Insurance, was satisfied 
that the clause would do what he wished. Owing to 
the fundamental changes taking place in industry, 
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mechanisation was bringing its own diseases and 
The clause gave power to prescribe injuries 
and diseases under certain conditions, and he was now 
investigating, for example, Raynaud’s disease, which 
was typical of the new diseases. Before the Report 


. stage of this Bill was reached he hoped to be able to 


make an announcement about the appointment of a 
committee of experts to give him advice and guidance 
as to the way he should use his powers under this clause 
and decide what should be the criterion having regard 
to modern industrial practices and their consequences. 

Replying to Mr. Rays Davies, Mr. GRIFFITHS said 
that when this Bill had been passed the old schedule of 
industrial diseases would cease to operate and a new list 
incorporating the old list would be made. Under the 
new conditions it would be possible to inquire as to how 
far tuberculosis, for example, was a result of employ- 
ment in shops and offices. Mrs. E. M. BRADDOCK moved 
an amendment providing that in ntrses contracting © 
tuberculosis during the course of their employment, or 
within six months afterwards, this disease should be 
deemed to arise from the carrying out of such nursing 
employment. She said that this matter had caused 
great concern to local authorities for a long time. When 
entering the professioh nurses were medically examined, 
because they must show a high standard of health. If 
they contracted tuberculosis while they were in contact 
with tuberculous cases in a ward that should constitute 
a disease arising out of and in the course of their employ- 
ment. The matter had been taken a step further by a ` 
recent legal decision. The police authorities had dealt 
with tuberculosis as an ordinary complaint, but the 
matter was taken to the High Court in the case of 
Garvin v The Police Authority for the City of London, 
and the judgment was given Feb. 2, 1944. That 
decision had altered the whole question of pensions 
for policemen in relation to the contracting of tubercu- 
losis. The matter also arose in connexion with the 
Civil Nursing Reserve. Civil Nursing Reserve nurses 
were entitled to a special pension when they had con- 
tracted tuberculosis, or any other infectious disease. 
In Liverpool cases of nurses who had contracted tuber- 
culosis had been favourably treated, but under the 
Rushcliffe scheme nurses' were only entitled to full 
payment for 3 months, and 3 months on half pay, if 
they contracted the disease. 

Mr. HAROLD SUTCLIFFE drew the attention of the 
Minister to the disease of epithelioma, or $pinners’ 
cancer, which was peculiar to cotton-spinning. Much 
research had taken place to find an oil which was non- 
cancerous, but hitherto without success. The Operative 
Cotton Spinners’ Association were anxious as to position 
regarding this disease under this Bill, and they would 
like to have an assurance that it was satisfactorily 
covered. The disease of epithelioma was often. slow in 
showing itself and sometimes was not diagnosed for 
years after a man had left the employment which was 
its cause. It was therefore necessary that there should 
be a generous time-limit ; Mr. Sutcliffe suggested that 
the time-limit should be at least 3 years. Mr. GRIFFITHS 
assured Mr. Sutcliffe that epithelioma was covered. 
The Minister would have power to extend the time- 
limit, and he was considering whether that should be 
done in this instance. 7 

As regards the case put by Mrs. Braddock on beha 
of nurses who might contract tuberculosis in the course 
of their work, the correct way in Mr. Griffiths’s view 
was to leave it to the Minister to prescribe the diseases 
and injuries which should be covered, and he could 
assure the hon. lady that the nurses’ case was being 
considered. He was still in consultation with the 
Minister of Health and the Department of Health for 
Scotland, both of whom had a vital interest in this 
matter. One of the points that had arisen was whether 
they ought to confine conditions of this kind to nurses. 
On this assurance Mrs. BRADDOCK withdrew her amend- 
ment and clause 53 was ordered to stand part of the Bill. 


Workmen’s Compensation (Pneumoconiosis) Bill 


Mr. G. S. LINDGREN, parliamentary secretary to the 
Ministry of National Insurance, in moving the second 
reading of the Workmen’s Compensation (Pneumo- 
coniosis) Bill, explained that its purpose was to allow 
ex-Service men to return to the industry or to claim 
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compensation as though they had been in the industry 
during the war. The Bill had been agreed in conjunc- 
tion with the British Employers’ Confederation and the 
Trades Union Congress. 


QUESTION TIME 
Sale of Medical Practices 


Mr. HASTINGS, FRCS, asked the Minister of Health whether 
he was now prepared to offer any advice to doctors demobilised 
from the Forces as to the purchase of a practice ?—Mr. A. 
BEVAN replied: The Government have not yet finally 
decided upon the proposals which they will be submitting to 
Parliament for a National Health Service. They believe, 
however, that it will be incompatible with the provision of an 
efficient service that the future exchange of medical practices, 
and the creation of new practices, within that service, should 
be left entirely unregulated and that no effective steps should 
be taken ‘to secure a proper distribution of doctors to fill 
the public need. They appreciate that intervention in this 
field—in whatever form it may take—will probably have the 
effect of preventing the sale and purchase of practices of 
doctors taking part in the new service, and the Government 
therefore think it right to give warning of'this probability at 
once and in advance of the formulation of their full proposals. 
At the same time, and in order to allay the natural anxieties 
of doctors already in practice, or now coming into practice 
from the Forces or elsewhere, the Government wish to make 


it clear that there will be an appropriate measure of compensa- | 


tion to doctors in respect of loss of capital values directly 
caused by the new arrangements. It is intended that 
discussions should be undertaken immediately with the 
profession’s representatives with regard .to the steps to be 
taken to give effect to this decision, 

Mr. Hastines: Has the Minister any suggestions for men 
returning from the Forces as to what occupation and what 
branch of the profession they should take up if they are not to 
buy practices ?—Mr. Bevan: The House will appreciate that it 
is very difficult to frame precise proposals ahead of legislation. 
What I have done is to inform doctors that-it is highly 
improbable that I will permit the sale and purchase of 
practices (Opposition cries of “ Oh ’’)—certainly—subject 
to the proposals laid before Parliament. However, arrange- 
ments will be made with the medical profession immediately 
in order to deal with the individual difficulties of doctors 
returning from the Services. 

Mr. H. Warn: Is the Minister aware that this vague 
and mermcing statement will cause the greatest possible 
anxiety and distress among a section of the population to 
whom the goodwill they have built up is their major asset ? 
is he further aware that most of his present colleagues in the 
Government agreed that this is a matter of great complication, 
and not essential to the introduction of the National Health 
Service, and can hé explain what he means by the method of 
regulating the distribution of doctors ?—-Mr. Bevan: I have 
every reason to believe that the announcement I have just 
made will bè received with great satisfaction by most doctors 
and that most of the best elements of the profession regard 
the sale and purchase of practices as extremely undesirable, 
and that they would be very glad indeed that I am about to 
discuss with them the conditions under which this practice is 
to cease. 

Captain J. Barro: Will this apply to dental surgeons ?— 
Mr. Bevan: No. 

Lieut.-Col. M. Sroppart-Scorr: Does it mean that doctors 
who can no longer purchase practices will no longer be able 
to choose in what part of the country they wish to practise ? 
Does it also mean that they will be directed and posted in 
the future ?—Mr. Bevan: The hon. member will have to 
await further proposals. 


Medical Demobilisation 


Lieut.-Colonel H. R. MACKESEN asked the Secretary of 
State for War why 69520 T/Major A. F. Dunn, Ramc; who was 
in release Group 7, was not released till Oct. 30; and if 
further delays such as this in the release of doctors were 
likely.—Mr. J. J. Lawson replied : Major Dunn was employed 
as @ senior medical officer on a troopship which for some time 
has been plying between East Africa, India, and South Africa, 
and there seems little doubt that it was not possible to contact 
and relieve this officer at the time when other officers were 


assembled by India and repatriated to the United Kingdom. . 


I cannot say that the special circumstances in this officer’s 
case will not occur again, but the number es doctors, apart 
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from certain specialists, whose release will be delayed is 
likely to be very small. 

Lieut.-Colonel D. A. PricE-WHITE asked the Secretary of 
State for War if he was.aware that under present military 
establishments and commitments in East Africa Command 
at least a half of the staffs of medical services in that command 
were surplus to requirements; and, in view of the shortage 
of civilian medical practitioners and staffs in this country, 
would he arrange for the early repatriation and release of those 
now so redundant.—Mr. Lawson replied: The position is not 


‘as stated. In addition to the British troops, there is a very 


large number of Colonial troops for whom medical attention 
has to be provided by the RAMC. Certain reductions were 


recently ordered, and all medical officers in Group 24 or earlier - 


are being returned for release this month, but it would be 
quite impossible to reduce by anything approaching 50%. 


Concessions to Ex-Service Nursing Orderlies 


Squadron-Leader S. SEGAL asked the Minister of Health 
what steps he proposed to take to encourage the recruitment 
of ex-RAF and ex-WAAF nursing orderlies under his new 
nursing scheme by granting them special facilities for training, 
in addition to the six months’ exemption already allowed.— 
Mr. BEVAN replied : Iam asking the General Nursing Council 
to consider representations I have received in favour of grant- 
ing to ex-Service nursing orderlies, in appropriate cases, a 
longer remission in the period of training for State Registra- 
tion, and those who satisfy the conditions will be eligible for 
the special government allowances available to persons leaving 
work of national importance who undertake nursing training. 


Factory Medical Officers ` 


Mr. Hastincs asked the Minister of Labour if he would 
give the number of factory medical officers, whole and part- 
time, now and also a year ago.—Mr. G. Isaacs replied: At 
the end of 1944 there were 13 full-time medical inspectors and 
1862 examining surgeons appointed under the Factories Act, 
the latter doing varying amounts of medical work at factories 
which does not.occupy the whole of their time. In addition 
there were known to the department to be approximately 
180 doctors exercising full-time medical supervision and 890 
exercising substantial medical supervision in factories on a 
regular. part-time basis. During the past year there has been 
no substantial change in these numbers. 


Welsh Miners and Pneumoconiosis 


Mr. D. J. WitLiams asked the Minister of Fuel and Power 
what steps had been taken to implement the recommendations 
of the advisory committee on the treatment and rehabilitation 
of miners in the Wales region suffering from pneumoconiosis.— 
Mr. E. SHINWELL replied: The research unit in South 
Wales under the direction of Dr. C. M. Fletcher, set up as a 
result of the committee’s report, is now at work. The pro- 
gramme covers the cause, treatment, and prevention of the 
disease, and is being kept under review by a joint committee 
of representatives of my Ministry and of the Medical Research 
Council. Present work of the unit includes an investigation 
of cases already certified in order to assess their condition in 
relation to the type of employment followed since leaving the 
mining industry, and the establishment of a small rehabili- 
tation and research centre. In addition, dust preventive 
measures continue to receive unremitting attention by the 
industry and the inspectors of mines. 


Tue Brirish MEDICAL STUDENTS ASSOCIATION speaks 
for the future, and its third annual report shows that 
its members aro prepared to take trouble so that what 
they say may be sensible and well informed. Like the 
rest of the profession they are hoping for an opportunity 
to discuss the National Health Service with the new 
Minister of Health. The association has encouraged medical 
schools to take an interest in the health of their students 
and to organise local insurance schemes, and reports from 
Durham and Liverpool are published in the appendix. An 
investigation is also in train to find out what medical education 
costs. Representatives are analysing the budgets of seleoted 
students: the amount of tuition and examination fees is 
easily ascertained, but outlays on lodgings, food, travelling, 
and books vary widely. 

It is good news to read in the presidential letter which 
accompanies the report that a congress is being held in Prague 
to create a new world student organisation to replace the old 
Confédération Internationale des Etudiants, which was 
early war casualty. i 
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Letters to the Editor 


RETROPUBIC PROSTATECTOMY 


Sir,—I notice that the handsome series of cases of 
prevesical prostatectomy presented by Mr. Millin in 
Tae LANCET of Dec. 1 (p. 693) includes examples of 
small fibrous prostates. Does this imply that Mr. 

illin, an exponent of transurethral prostatic resection, 
now favours an open operation even in those cases that, 
by common consent, are conceded to be particularly 
suited td endoscopic methods ? I am also puzzled to 
know how Mr. Millin’s open prevesical operation differs 
in essential particulars from that described by Jacobs 
and Casper in 1933, although I appreciate that, whereas 
Mr. Millin enters tha prostatic capsule by an inverted 
U-incision similar to that advocated by Young and his 
school of perineal prostatectomists, Jacobs and-Caspar 
employ a vertical incision. 

While congratulating Mr. Millin on the results obtained 
by the methods of prostatectomy he describes, I submit 


that, when assessing the value of various methods of 


relieving obstruction at the bladder neck, every pro- 
cedure which results in restoration of the patient’s 
ability to pass urine per urethram, and which in a large 
series of cases (100 or more) carries a mortality of under 
7%, must be considered satisfactory if.the series includes 
average sufferers, many of,whom are long past three 
score years and ten. 

Can prevesical prostatectomy be performed’ expediti- 
ously and comparatively safely in a patient who has had 
a suprapubic cystostomy ? In every average series 
there are cases of prostatic obstruction where the 
kidneys are so damaged that it takes weeks or months 
of free drainage of urine before the renal-function tests 
are satisfactory. These are the bad-risk cases, and 
urethral catheter drainage cannot be safely and economic- 
ally employed except for a limited period. If cases 
requiring suprapubic drainage must be excluded, 
prevesical prostatectomy, excellent as may be the 
procedure, must necessarily be reserved for selected 
(good risk) cases only. 

Mr. Millin’s stimulating paper will make surgeons 
more prevesical-minded. In this connexion may 
refer to the operation of total prostato-cystectomy, a 
sires procedur, with a great future in malignant disease 
o e 
mittently that if means were designed to form atrau- 
matically a trap-door in the pubic bones, the. structures 
in the cave of Retzius would become as accessible as 
the structures in that deeper, darker, and more dangerous 
recess beneath the clavicle when Fiolle and Delmas’s 
atraumatic clavicular trap-door is opened. I feel 
ashamed that I have never overcome the inertia necessary 
to visit the post-mortem room and work out the exposure. 
May I crave the courtesy of your columns to ask those 
with a greater knowledge of surgical anatomy and 
facilities than I to do so? Possibly gynecologists with 
experience in epiphysiotomy might tell of the view 
obtained of the prevesical space in the female. 


‘London, W1. HAMILTON BAILEY. 


SIR, —As Mr. Millin states that he is presenting ‘‘ a new 
operative approach to prostatic surgery ’’ I should per- 
haps mention that a similar operation was fully described 
in 1938 by Professor Carraro and Dr. Wugmeister in their 
book on prostatic hypertrophy. 

Mr. Millin claims that by using the retropubic method 
of approach to the prostate one avoids the risk of per- 
sistent fistule, that the operation is relatively shock-free, 


that the mortality is singularly low, and that the risk of 


recurrent obstruction is obviated. 

Taking into consideration the position of the incision 
into the prostatic bed, &c., I cannot think of any other 
technique which is more conducive to persistent fistula. 
As to the operation being relatively shock-free, the supra- 
pubic transvesical method which I practise is much 
more quickly and easily performed, and therefore the 
shock, if hemorrhage is controlled immediately the 
prostate is removed, must be very much less than by 
the retropubic operation. As no deaths have occurred 
in the first 20 cases, Mr. Millin claims the mortality is 
singularly low. I have not had a death in my last 55 


ladder ? For ten years I have reflected inter- — 


prostatectomy cases at St. Paul’s Hospital where the 
operations were of the suprapubic transvesical type. 
I invite Mr. Millin to visit St. Paul’s Hospital where I 
am sure the resident assistant surgeon will be pleased 
to show him that these figures represent a continuous 
series of cases, without exception. Finally, as regards 
the risk of recurrent obstruction, in my opinion this 
never occurs in the transvesical technique which I 
advocate, if the operation is properly performed. 

Some of Mr. Millin’s criticisms levelled against supra- 
pubic transvesical operations are: high mortality 
(6-10%) ; considerable loss of blood during the operation ; 
and relatively. high incidence of postoperative infection. 
I certainly agree that a mortality of 6-10% is high and 
if I could not keep it at a very much lower level I should 
very quickly switch over to a different type of operation. 
At present my mortality-rate is about 1:6%. A paper 
describing the technique and postoperative treatment 
will be published in the near future. As regards the loss 
of blood during the operation, I have not had a single 
patient whose convalescence was even affected by 
hemorrhage in the operating-theatre. As to sepsis, I 
should have thought it would be much more to the point 
to attack those responsible for ike postoperative treat- 
ment rather than the method of the operation. Anyhow, 
can anyone think of a technique more likely to cause 
sepsis than that employed in the retropubic operation, in 
which there is a catheter, very probably surrounded by 
blood-clot, in the prostatic cavity for six or seven days ? 

In conclusion I should like to say that I feel if Mr. 
Millin visits St. Paul’s Hospital and sees for himself the 
mortality-rate, &c., he will think the results obtained by 
the retropubic method are anything but startling. 


London, W1. W. K. IRWIN. 


DIAGNOSTIC AND TREATMENT CENTRES 


_ §Sm,—I was much interested in Dr. W. A. Lister’s 
letter in your last issue under the heading ‘‘ More Beds 
or Better Outpatient Departments?” I agree with 
him that many hospital beds are now wasted by being 
occupied by cases being investigated over somewhat long 
periods before treatment is initiated. This type of 
service, as he points out, could very well be carried out 
in the majority of instances in well-equipped diagnostic 
centres. Indeed, many cases could also be treated at 
such centres. The existing outpatient departments of 
hospitals do not quite meet the need. They are generally 
overcrowded and understaffed. The X-ray department 
and the laboratory within the hospitals, already over- 
worked, have to be utilised for the investigation of the 
patients. It seems, therefore, that before efficient diag- 
nostic centres could be established on the lines suggested 
by Dr. Lister, more staff would be required and also 
duplication of apparatus and extension of other facilities. ` 

The Ministry of Health are now considering the reports 
from the surveyors in different areas on the question of 
hospital accommodation. These reports invariably show 
the great need for additional beds. This is undoubtedly 
so, but it is debatable whether all the additional number 
of beds suggested would be necessary if there was ade- 
quate outpatient diagnosis and treatment of suitable 
cases. The Minister of Health might well initiate an 
investigation into the number of cases in existing hospital 
beds who might well be dealt with as outpatients in 
properly equipped and staffed ‘‘ diagnostic and treatment 
centres.”’ 1 

Llandough Hospital, Cardiff. 


TREATMENT OF MALARIA 


Srr,—I learn that it is desirable to amplify a statement 
in the letter which you published on August 18 for Major 
Keith Thompson and myself. I refer to the passage in 
which we explained that our note. was a ‘‘ brief interim 
account of amuch larger trial that we have taken part in.” 

The trial was, in fact, the joint work of several RAMC 
officers and the Army Medical Department. The 
analysis of data was carried out by the Directorate of 
Medical (Statistical) Research. : 

I am authorised to say that it was at the request of | 
the Consulting Physician, War Office, that we undertook 
to present the available facts in the letter which you 
published. 


Davip G. MORGAN. 


M. F. H. KELLEHER. 
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STAFFING OF COUNTY.HOSPITALS 


` SıR,—The council of the Association of Anzsthetists 
of Great Britain and Ireland is disturbed to find the 
following statement in your summary of proposals made 
by Dr. H. M. C. Macaulay (Dec. 1, p. 717): 


‘* The department of anesthetics will be staffed, on the same 
principle, by an experienced senior anesthetist holding 
a diploma, a less-experienced chief assistant also holding 
a diploma, as well as resident and house anesthetists. 
On the grounds that anesthetics is a limited specialty, 
the salary scale is put somewhat lower than that for a 
general physician or surgeon, and it is recommended 
that senior anesthetists should receive £1000 rising to 
£1400, or in cases of exceptional achievement to £1600. 
Chief assistants will receive £650 rising to £850, resident 
anesthetists £400, and house anesthetists £250 yearly.” 


This practice of differentiation between the various 
specialties is now rather aut of date. No such 
differentiation has been made in the Navy, Army, Air 
Force, or EMS during the war, and it is presumed that 
there will be none in the proposed national health 
service. In chap. 4, para. 62, p. 92, the Goodenough 
report on Medical Schools deprecates any difference 
in the rates of pay of various specialists and consultants 
in regard to their employment as teachers. If this 
recommendation holds good in the case of teaching, it 
must surely do so for clinical work, for the same difficulty 
in getting good men to enter for a poorly paid post will 
arise. It is common knowledge that the standing 
committee of the three Royal Colleges have established 
certain criteria for the recognition of consultants. 
Consultant anesthetists are proposing to adopt these 
criteria and will expect in future the same reward as a 
specialist in any other branch of medicine. 

The council is at a loss to understand what Dr. Macaulay 
means by a “limited specialty ’’ and would. refer him 
to the annual reports of the section of anesthetiology of 
the Mayo Clinic, which show that the limits of the 
specialty commonly known as “anesthetics ’’ in this 
country are always extending. 

A. D. MARSTON, 
l President. 
W. ALEXANDER Low, 
Hon. Secretary. 


Association of Anæsthetists of 
Great Britain and Ireland. 


HOSPITAL SURVEY OF YORKSHIRE AREA 


SIR, —As an independent and frequent visitor to all the 
hospitals in this area, I would like to support the admir- 
able letter from Mr. H. I. Deitch in your issue of Nov. 24, 
and the combined letter from general practitioners of the 
Halifax district in your issue of Dec. 8. 

One receives the impression from the survey that the 
large teaching centre is bound to have the well-run 
hospital, and the smaller ‘‘ provincial ’’ hospital cannot 
possibly give a service comparable to it. Ifthe surveyors 
start off with this as a preconceived idea, then their 
judgment is biased. - 

The facilities at the Halifax General Hospital are as 
good as at any hospital in the area, and although the 
building may not be as attractive as, say, the Bradford 
Royal Infirmary—far and away in both site and structure 
the most outstanding—the spirit inside the building is 
wholly admirable, and that is of primary importance, 
before bricks, plaster, and geographical position. 


Halifax. SINCLAIR R. WILSON. 


HOSPITALS AND BENEVOLENCE 


Sir,—In drawing up recommendations for the unifica- 
tion, upgrading, and reconstruction of the hospital 
services, insufficient attention has I think been paid to 
the methods used by voluntary hospitals to induce the 
public to part with their money—the rags, flag-days, 
bring-and-buy sales, whist-drives, advertisements, &c. 
As matters stand, it is healthy for these hospitals to be in 
debt ; for otherwise they have no need to be always plead- 
ing for money. Hence the placards displayed in so 
many places appealing urgently for thousands of pounds. 
The rags and flag-days almost amount to legalised 
blackmail, and like many other people I feel that they are 
inappropriate, undignified, and unnecessary, and should 
be prohibited. 


PROGRESS IN FOOD YEAST 
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Hospitals exist for one purpose and one purpose only— 
the care of those needing medical or surgical attention— 
and no hospital should resist the Government’s proposals 
to make such treatment available to all without discrimi- 
nation, and to control the finances. There would still 
be ample scope for the exhibition of pure unadulterated 
benevolence. If these obvious facts were more generally 
appreciated, and the fact that it is the public that eventu- 
ally pay for the maintenance of all hospitals—-whether 


- voluntary or local-authority, as at present unfortunately 


so differentiated—then as suggested in your annotation of 
Dec. 8, there can be no reason for any discrimination 
between them in the matter of donations from those 
generous people whose sympathies urge them to give to 
provide additional amenities to the suffering. 


Leicester. -ERNEST C. HADLEY. 


- HOME FOR THE HOLIDAYS 


Sır, —We have in this the Thomas ‘Coram School 
approximately 400 boys and girls from seven to fifteen 
years of age for whom we are fully responsible. Those 
who know us by our former name—the Foundling 
Hospital—will know that our children have no parents 
a give them the warmth of family affection in holiday 

imes. 

I feel sure that there must be many families in‘ this 
land of ours who would gladly offer hospitality to a boy 
or a girl for a week or two at Easter time or during 
August and early September. 

It will be obvious that we must be careful to what 
homes we allow these children to be invited; and I 


appeal to our country parsons and doctors to help me 


bring this good work to the notice of the right people. 
Will you country doctors who know the right homes help? 
Get the right people to write to me and invite a boy or 
a girl, or two or three, for a holiday. x 


Thomas Coram School, 
Berkhamsted, Herts. Head Master. 


PROGRESS IN FOOD YEAST 


Sm,—I read part of your leading article of Dec. 1, 
on ‘ Food Yeast’ in relation to West. Africa, with some 
misgiving. In a recent article (J. trop. Med. August- 
September, 1945, p. 75) on this subject, I raised in more 
detail than is possible here points which I believe require 
fuller investigation before any real'success for food yeast 
can be assumed. | 

What is proposed in fact is a kind of wholesale medica- 
tion in lieu of improved natural foodstuffs. In schools 
(only boarding-schools, however) and in institutions, 
it is true, such a scheme could be practically applied, 
but would not the real answer be that the cause had been 
masked rather than removed ? How is it proposed to 
deal with that class of scholar one has termed ‘‘ the 
boarder-out,’’ or the ordinary day scholar who feeds 
himself, or the ex-scholar (often unemployed), the casual 
labourer, and those others of a community who may 


subscribe so liberally to the malnutritional problems — 


in West Africa ? What consideration has been given to 
African food customs, so conservative in outlook, and 
to the very great problems of distribution; and what 
foodstuffs is it proposed should be fortified, and hgw 
are they to be made available to the malnutrition class ? 
It is certain Africans will not, tolerate their ‘“ soups ”’ 
being dealt with in the way proposed, for to them 
“ soup ” has a very different meaning to that used in 
aoe country: And what of the monotony of this 
food : 

With due respect one doubts if the present advocates 
of food yeast have familiarised themselves enough with 
the difficulties which would have to be met locally. 

There is another doubt. How can it be assumed 
that food yeast can ever solve malnutrition in West 
Africa ? Too much stress is being laid on the need 
just now for more protein in Africa as the solution for 
vitamin-B deficiencies. At least as vital is the need for 
more varied carbohydrates. So long as poor people 
are forced to live, as they do, on single staple carbo- 
hydrate foodstuffs, such as rice and manioc, so long will 
the B deficiencies flourish. Is not the lesson from our 
recently returned prisoners-of-war-from Japanese camps 
simple evidence of this fact also ? 
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It is because one believes in planned nutrition that it 
seems unlikely that there is any short cut to better 
nutrition other than those means we have learnt or 
should have learnt about years ‘ago. The problem for 
West Africa does not differ in principle from that of 
other countries. In the Government prisons in Nigeria, 
under the old dietary scale drawn up in 1919, we never 
saw any malnutrition. Such ordinary safeguards as 


were applied there can be applied to African schools. | 


It is a matter, there, of being prepared to pay a little 
more, and that is all; for the food is available. For 
the wider issues, one of the first considerations is to raise 
the economic standards. We want also the guidance 
of a Sir Frank Stockdale, who has done so much to assist 
nutrition in the West Indies. Dr. W. E. McCulloch, of 
the West Indian Nutrition Committee, in the British 
Medical Journal of July 28 (p. 127), evidently preferred 
a similar programme, for that committee decided not to 
include food yeast in their scheme, preferring natural 
foodstuffs to yeast concentrates, which, though of intense 
value for treatment purposes, are not within the ordinary 
plain meaning of the term a true food. 


Cheltenham. D. FITZGERALD MOORE. 


NEW ACRIDINE DERIVATIVES 


Sir,—Albert et al. (Brit. J. exp. Path. 1945, 26, 160) 
in a survey of the influence of chemical constitution 
on the antibacterial activity of acridine compounds 

drew attention-to some new derivatives which were of, 
potential interest and therapeutic value. In particular 
the l-methyl derivative of 5-aminoacridine was stated 
to be more active and less toxic than 5-aminoacridine. 

We have investigated this point and found that the 
1-, 2-, 3-, and 4-methyl isomers are all of the same 
activity as 5-aminoacridine when tested in broth against 
Staphylococcus aureus (1: 128,000), E. colt (1 : 64,000), 
and Ps. pyocyanea (1: 6000). The addition of 10% 
serum to the medium did not alter the results, while in 
a defibrinated blood-medium the minimum effective 
concentration ‘figures against Staphylococcus aureus were 
between 1 : 16,000 and 1 : 32,000 for all the compounds. 
The intravenous toxicity in mice showed that the 
l-methyl derivative (LDs.—mean lethal dose— 
22 mg./kg.) was less toxic than 5-aminoacridine (LD;o 
13 mg./kg.), thus confirming Albert’s observation as 
regards systemic toxicity. The 2-, 3-, and 4-methyl 
isomers were also less toxic. \ 

Since, however, the more important application of 
these compounds is their topical use, the local toxicity 
was examined, and the decreased toxicity found by 
injection was not observed when the compounds were 
tested either in vitro against human leucocytes or 
in vivo by finding the minimal necrotising dose after 
intradermal injection in guineapigs. The minimal 
antiphagocytic concentration for the l- and 2-methyl 
derivatives: and 5-aminoacridine was 1: 10,000, while 
the 3- and 4-methy] derivatives were more toxic. 

We have examined also the 1-, 2-, 3-, and 4-chloro 
derivatives of 5-aminoacridine and observed no marked 
advantage as regards either antibacterial activity ‘or 
toxicity to leucocytes. 

Our conclusions therefore are that while the 1- and 
2-methyl derivatives of 5-aminoacridine are less toxic 
than 6-aminoacridine by parenteral administration, 
their activity is about the same; and since they appear 
to be no less toxic to leucocytes they would presumably 
have no advantage in local application. . 


Biological Division, 
May & Baker, Ltd., R. WIEN. W. A. FREEMAN. 
J. HARRISON. 


Dagenham, Essex. 


Sir JOHN FRASER recently told a meeting of the technical 
committee of the Scottish Blood Transfusion Association, 
that in the quarter ending on Sept. 30 the demands of the 
hospitals for blood and plasma exceeded for the first time 
the supply of blood from donors. The number of bottles of 
blood taken was 6986, against 11,946 in the preceding quarter, 
and but for the reserve stocks this would have been insufficient 
to cover the 3934 bottles of blood and 2937 bottles of plasma 
supplied to or reserved for the hospitals. The association 
appeals to donors to continue their support of the blood- 
transfusion services. 3 
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ARTHUR EDMUNDS 
CB, MS, BSCLOND., FRCS 


Toe death of Arthur Edmunds on Nov. 29 at 
King’s College Hospital, with which he was associated 
during. the whole of his active professional life, will 
be mourned by countless King’s men and women in 
whom he inspired a very real affection and esteem. 

His early career was one of 
shining brilliance and sustained 
endeavour—evidence of his 
strength of character, and 
worthy of the close study of 
those, in all walks of life, who 
crave for a social order in 
which the stars may be reached 
sine arduis. Born and nurtured 
in humble circumstances, 
Edmunds the boy showed an 
interest in, and an aptitude 
for, scientific inquiry which an 
enlightened headmaster fostered 
and encouraged—a debt repaid 
when Edmunds the surgeon 
restored him to health many 
years later. When obliged to 
enter business with his father, 
he continued his studies at a night school, and despite his 
heavy daytime toil succeeded in passing the intermediate 
science examination, gaining an exhibition in zoology, 
and later graduated BSc Lond. in physiology. The 
following year was spent, after business hours, -in 
physiological research, and it was then that Edmunds 
decided on medicine as a career. He entered King’s 
College Hospital, then in Lincoln’s Inn Fields, in 1896, 
qualifying three years later. The FRCS was obtained in 
1901 and the MS Lond. in 1903. This short period of 
studentship was starred by an imposing succession 
of academic achievements, which included the award of 
two: gold medals—one in physiology and one in the BS 

egree—and many scholarships, which, with fees 
obtained by successful coaching, enabled him to live. 

After holding resident appointments at the hospital, 


-he resolved to turn from his first love, physiology, and 


take up surgery. His first paid appointment, that of 
Sambrooke surgical registrar, yielded £50 per annum. 
He lived for some years in chambers in Lincoln’s Inn 
Fields with his friend the late Sir Archibald Reid, and 
during this lean but happy period managed to support ` 


` life, as he himself used to say, ‘“ by a series of miracles.” 


His ability was noted by Sir Watson Cheyne, to whom he 
had been house-surgeon, and later he became Sir Watson’s 
private assistant, an occupation which involved working 
all hours of the day and night. One of the tasks was to 
cut and stain for microscopy Sir Watson’s operation 
specimens, and it was one of his boasts that he would 
drop the sections, fully prepared for the microscope, in 
the great man’s letter-box on the evening of the day the 
operation was performed. 

In 1918 Edmunds was appointed to'the honorary staff | 
of the hospital. During the war, which soon followed, 
he served as a consultant.to the Royal Navy—an appoint- 
ment he held until his retirement in 1934—and he was 
made CB for his services. During the late war he came 
voluntarily from retirement at the age of 66 to return to 
surgery at Cuckfield EMS Hospital in Sussex. 

Edmund’s retirement from King’s in 1934 marked a 
definite break with-the past, for he was the last of the 
true antiseptic surgeons. He was a direct surgical 
descendant of Lord Lister, via Sir Watson Cheyne, 
and throughout his life strictly adhered to the Listerian 
principles both in theory and in practice. These 
principles he would defend passionately. He mistrusted 
aseptic surgery, which he considered to be founded on 
faulty premises, and which he regarded as dangerous 
teaching for students destined for general practice. Until 
the end of his surgical work he cleansed the skin before 
operation with strong mixture ; used 1/2000 perchloride 
of mercury as a lotion; wore boiled operating gloves ; 
sterilised and kept his catgut in 1/20 carbolic; and 
used cyanide gauze for dressing wounds. Those who 
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were privileged to work for him and with him will bear 
witness that the quality of his work, qua sepsis, bore 
comparison with that of any of his colleagues of the 
aseptic persuasion. Sepsis was, in fact, almost unknown 
in his wards, the occasional case being always the 
subject of a ruthless inquiry. 

As an operator Edmunds had few equals. He was 
endowed with wonderful hands and an exquisite touch. 
He disapproved of needle-holders, and rarely used 
forceps to hold the tissues—he invented small. sharp 
hooks for the purpose. Toothed forceps were anathema 
to him. He was always happiest in the operating- 
theatre, and especially when his considerable artistic 
talents were allowed full play in the performance of a 
delicate. plastic operation. His best contribution to 
surgery, the Edmunds operation for hypospadias, 
illustrated his bent for plastic work. It was indeed an 
education to watch its performance, and truly astonishing 
to examine the late results his artistry had achieved in 
the cure of this distressing deformity. 

He was a true King’s man. He loved the hospital and 
identified his professional life with it, expending the 
greater part of his energies on its advancement, and on 
the progress of the medical school. He was a fearless 
champion of any cause he considered to be just—some- 
times jeopardising acceptance of his views by over- 
emphasis, but usually compensating for this fault by his 


sincerity and intellectual honesty. He detested sham ` 
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and side, and never hesitated to expose it, whatever the 
circumstances or whoever the offender. To the young 
student who showed industry and who approached 
surgery with due humility, ‘‘ Uncle’ (as we all called 
him) was a loyal friend and counsellor, and capable of 
extreme generosity. Yet, though prepared on occasion 
to suffer fools gladly, he dealt summarily and forcibly 
with any student or assistant found guilty of negligence— 
to the lasting good of the culprit. 

His hobbies were many and varied. He continued to 
take painting lessons up to the time of his retirement, 
and exhibited his work sometimes at the medical 
exhibitions sponsored by the Royal Society of Medicine. 
A skilled metal-smith, he spent many hours making his 
own surgical instruments in his lathe-equipped work- 
‘room in an upper story of his house in Queen Anne 
Street. On retirement to Charing in Kent he turned 
with characteristic enthusiasm to gardening—to which 
he claimed successfully to have applied his beloved 
Listerian principles !—and his roses and orchids were his 
especial joy. For sport he had no patience and little 
time ; and he abhorred blood sports of all descriptions. 

Mr. Edmunds is survived by his wife, who, from their 
marriage in 1911, was his constant companion and 
counsellor, and endeared herself to all who knew her at 


King’s by her untiring activities in the social work of the | 


hospital. : H. C. E. 
The portrait reproduced is from a painting by. S. P. Kendrick. 


MARGARET IDA BALFOUR 
CBE, MR EDIN., MD BRUX, FRCOG 


DuRING her long service in India Margaret Balfour 
accomplished much for the welfare of women and 
children. As chief medical officer of the Women’s 
- Indian Medical Service her enthusiasm and energy were 
invaluable, no less so her refusal to be discouraged 
though progress was slow. 

The ‘daughter 
Balfour, ca, of Edinburgh, 
she took the Scottish conjoint 
qualification in 1891, and- in 
the following year sailed for 
India to take charge of the 
Zenana Hospital at Ludhiana. 
In 1896 she was appointed 
medical superintendent of the 
Women’s Hospital at Nahan 
and for ten years she held the 
same post at the Lady Dufferin 
Hospital at Patiala. During 
the last war she served as 
assistant to the inspector- 
general of -civil hospitals in 
the Punjab, till in 1916 she was 
appointed joint secretary of 
the Countess ‘of Dufferin’s 
Fund. This fund, formed in 1885 to bring medical aid 
by women to the women of India, had decreased in 
importance after Lady Dufferin left India till gradually 
the position of its medical officers had become unsatis- 
factory. As the result of representations made to 
him by medical women the Secretary of State for India 
founded the Women’s Indian Medical Service and the 
secretaryship to which Dr. Balfour was appointed 
included the administration of this new service, of which 
in 1920 she was formally made chief medical Officer. 
She was prominent in furthering the new schemes for 
preventive medicine started after the last war and was 
largely responsible for founding the school in Delhi for 
the training of health visitors and maternity supervisors. 
The work of organising the first maternity and child- 
welfare exhibition held in Delhi in 1920 was also done at 
the Dufferin office, and a colleague writes: ‘‘ Looking 
back it is clear that the exhibition was a remarkable 
effort and one which had an immense effect in stimu- 
Jating people to take up child-welfare work in India.” 
To this period also belong Dr. Balfour’s handbooks of 
mothercraft for Indian mothers and for country midwives. 
On her retirement from the service in 1924 she was 
appointed CBE and later she was elected FRCOG. 
Her unrivalled experience both inside and outside the 
service made her Work of Medical Women in India 


F lliott a Fry 


of Robert. 


(1929), written in collaboration with Dr. Ruth Young, a° 


valuable and balanced survey. 
` But to her retirement really meant leisure to investi- 
gate problems of maternal mortality among the industrial 
workers of Bombay. It was due to her determination 
and vision that the research into what was then called 
pernicious anemia of pregnancy (tropical macrocytic 
anemia) was started, in India. As a result of this 
work the death-rate from that disease fell dramatically : 
in one large representative hospital from over 50% in 
the first year of work to about 8% a few years later. 
Boycotts and other troubles left her unmoved, and 
her associates would have felt ashamed not to turn up at 
9 AM, even though the hospital compound was the scene 
of a battle between police and populace. In 1944 she 
published in our columns a paper on supplementary feed- 
ing. She also read a paper on this work at the Nutrition 
Society, of which a- colleague writes: ‘‘ Few of us 
will forget the little old woman, on the wrong side of 75, 
giving her contribution without a note and with the 
greatest -lucidity. Perhaps only I knew how many 
hours of work and .years of patient. research had gone 
into that very fitting swan song.” Only a month 
before her death on Dec. 1 at the age of 80, she was 
engrossed in plans for a meeting of the Overseas Asso- 
ciation to discuss these problems. 

“ I first heard of Dr. Margaret Balfour,” K. V. tells us, 
‘‘ when staying in a Native State in the Himalayas where 
she had to overcome difficulties and prejudices in a 
backward people, and had been known when called to 


a difficult midwifery case to carry off the patient in | 


her arms and drive her to the hospital in spite of 
opposition from the relatives. Quiet, calm, and 
unassuming, there was strength and determina- 
tion behind her gentle exterior. She had a great sense 
of humour and a quiet dry wit, all her own, which was 
very engaging when she allowed it to emerge. She will 
be missed not only for her professional skill, but more as 
a much loved friend. Truth, sincerity, and faithful 
service inspired her life.” j 

“ Dr. Balfour’s outstanding characteristics,” writes 
L. W., ‘‘ were an integrity above reproach and a 
sense of duty which for the weaker brethren was 
terrifying. She looked herself and the world in the face 
by the light of a moral standard based on Christianity 
but broadened by her contact with people of other 
faiths, judged each problem, decided on the right course, 
and pursued it with unswerving courage until the 
problem was solved or proved unsolvable. Not that 
she would not alter her views, but she had to be con- 
vinced. When convinced she would acknowledge her 


mistake with great generosity, an endearing character- ' 


istic in a colleague. But her ‘oughts’ and ‘ ought 
nots? were a houschold joke in the Cama hospital, 
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where we worked together. 
~ standing as her modesty, as the apocryphal story of her 
rescue of a maiden in distress proves. 


‘In the early days when she worked in a Native State the 
then reigning Maharajah had an eye for a pretty woman and 
sudden disappearances of such were not uncommon, An 
attractive Indian girl came as Dr. Balfour’s assistant, was 
seen, and vanished into the Palace. Horror and consternation 
in the hospital ; but the female St. George came to the rescue— 
marched into the Palace, removed the damsel, and, so the 
, Story goes, was put across the frontier with the young lady the 
same night by the British agent. Dr. Balfour returned, to 
become a firm friend of the Maharajah, who, like many others 
confronted by a sternly disapproving little lady, probably fell 
for her courage and her brilliant blue eyes and was amused by 

her indignation. 


‘* Another aspect of her character was her love of 
people and social things. She liked one to be well 


turned out, she liked social functions, and liked her — 


subordinates to lead a social life, and, I fancy, to know 
“the right people. As I know from my own experience, 
she tolerated the unbeliever and all his works, if only 
the unbeliever was not also a bore. Her approach 
to life, both here and hereafter, was deeply religious. 
We had many talks on religion and philosophy, and 
though approaching these subjects from widely different 
angles, we could meet over them, and it is through 
them that I came to know the real Margaret Balfour 
. and to admire her as I have few women. She was a 
spiritualist and also a student of psychical phenomena. 
She was far from uncritical, but she had a serene belief 
in a future life and a spirit. world which permeated her 
own. spirit and made its passing a lovely thing.” 

A. 'P., an Indian woman doctor, has sent us the 
folowing memoir: ‘‘ Dr. Balfour is remembered with 
love and gratitude by countless women, in a country 
where polygamy, early motherhood, and sad widowhood 
create so much unhappiness that will not disappear till 
education becomes universal and custom and tradition 
give way to enlightened living. The research work 
Margaret Balfour undertook on her own initiative was 
largely instrumental in bettering the conditions in labour 
for women in the Bombay Presidency and other parts 
of the country. Her untiring devotion and wonderful 
optimism were backed by,a most disarming gentleness 
\ of manner; she accomplished much by her quiet per- 
sistence that other more impetuous colleagues failed 
to achieve. Her modesty was so endearing that her 
contemporaries, and younger generations of medical 
women associated with her, looked to her with confidence 
for leadership, and gave her unquestioning loyalty. She 
never shirked a problem however difficult: and would 
champion any cause, so wisely, yet bravely, that auto- 
cratic prince or die-hard official were constrained to do 
what she wanted. = 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED DEC. 1 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1879; whooping-cough, 1384; diphtheria, 676 ; 
paratyphoid, 6 ; typhoid, 12 ; measles (excluding rubella), 
501 ; pneumonia (primary or influenzal), 746; cerebro- 
spinal fever, 45 ; poliomyelitis, 20 ; polio-encephalitis, 5; 


encephalitis lethargica, 2; dysentery, 231 ; ophthalmia 


neonatorum, 64. No case of cholera or typhus was 
notified during the week. | 

The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on Nov. 28 was 1108. During the 
previous week the following cases were admitted ; scarlet fever, 
80 ; diphtheria, 45 ; measles, 11 ; whooping-cough, 27. 
.  Deaths.—In 126 great towns there were no deaths from 
enteric fever or measles, 2 (0) from scarlet fever, 9 (0) 
from whooping-cough, 10 (0) from diphtheria, 39 (2) from 
diarrhoea and enteritis under two years, and 30 (7) from 
influenza. The figures in parentheses are those for 
London itself. 

There were 3 fatal cases of whooping-cough at Stoke-on-Trent. 
Liverpool had 9 deaths from diarrhoxa and enteritis. 
The number of stillbirths notified during the week 
was 209 (corresponding to a rate of 31 per thousand 
total births), including 20 in London. 
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Notes and News 


CHAIRS OF MENTAL HEALTH AND PSYCHIATRY 

In 1938 the University of Aberdeen, with the help of an 
endowment from the Crombie Ross Fund, Aberdeen, founded 
@ part-time lectureship in psychopathology. The main 
object of the lectureship-was the. study and treatment of 
psychoneurotic patients—a large and neglected field. The 
Aberdeen Royal Infirmary collaborated with the university 
by establishing a department of psychological medicine, 
including outpatient facilities and a small number of beds. 
The lecturer had the assistance of a trained psychiatric social 
worker. He gave an introductory course in normal psycho- 
logy to medical students in their second year of study, and a 
course in psychopathology to those in their fourth year 
These arrangements were independent of those for the 
teaching of mental diseases, conducted by the staff of the 
mental hospital. Influenced by the views of the late T. A. 
Ross and the late R. D. Gillespie, the university wanted to 
develop the study of the psychoneuroses in relation to general 
medicine and in the precincts of the general hospital. 

The lectureship has gone some distance towards meeting 
& very great need, both for teaching and for treatment. Its 
field’ .has been extended to include child psychology, in 
association with the Royal Aberdeen Hospital for Sick 
Children. Now, with the further assistance of the Crombie 
Ross Fund, the university has converted it into a chair of 
mental health, and proposes to appoint a professor and a 
full-time lecturer. The altered title implies a belief that the 
principles for which Ross and. Gillespie stood are Pepe of 
wider application. 

A chair of psychiatry has now been advertised by the 
University of Leeds, at a salary of £2500. The holder, who 
will, it is hoped, take up his studies not later than next 
October, is likely to be appointed physician to the General 
Infirmary at Leeds and consultant to hospitals in the region. 


RELEASE FROM UNITED STATES ARMY 

By the end of this year more than 14,000 doctors will have 
been returned from the US Army to civilian life. This number 
is more than a third of the total number of doctors in the 
Medical Corps at its peak. It is expected that by June of 
next year all but 11,000 will have been released. 

Over 1,250,000 physical examinations of army officers and 
soldiers being demobilised in the United States were com- . 
pleted by army doctors during October; the 2000 army 
doctors assigned to separation centres alone examined 757,433 
men. In his final medical examination each man is seen by 
& dentist, eye specialist, ear, nose and throat specialist, 
orthopedist, surgeon, urologist, and internist. Finally 
a medical officer, who has before him the reports of all pre- 
ceding examinations, determines his physical condition. 
If necessary the man‘is referred to a psychiatrist. Provided 
no ailment is found, the examination takes an hour. 


REPORTS ON MENTAL DEFECTIVES 
The power conferred on local education authorities to 
certify a child as defective under the Education Act, 1921, 
has been withdrawn. The draft “ Reports to Local Authorities 
(Records) Regulations,” just issued by the Ministry of 


_ Education, contain a detailed form of report on a child 


examined for a disability of mind. An accompanying circular 
points out that the medical report must be made by a doctor 
approved for the purpose under the main regulations. 


University of Oxford 

Mr. J. R. BAKER, D PHIL, D Sc, has been appointed reader in 
cytology while holding the office of demonstrator in zoology 
and comparative anatomy. 


University of Dublin 

On Dec. 5, at the school of physic, Trinity ae degrees 
were conferred on the following : 

MD: Peter Delap. 

MCh: William Houston 

MB, BCh, BAO: P.G. S. Beckett, J. A. D. Bradfield, Kennedy 
Campbell, D. J. Crowley, W.G. Fegan, A. + E. FitzGerald, Maire C. 
FitzPatrick, Joan Margaret Fox, T. H. F. Gillespie, H. T. n 
Hitchcock, P. G. Kennedy, Elizabeth M. Kyle, Elinor W. McClo 
K. A. McFadden, C. W. E. Murphy, G. M. O'Donnell, A. J. 
Retford, Mary A. Wright. 


National University of Ireland 


The degree of D Sc (public health) has been awarded to 
Dr. W. P. O’Callaghan, University College, Dublin. 
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University of London 


Dr. ALAN MonorieFr has been appointed to the Nuffield 
chair of child health tenable at the new institute of child 
health, which is to be based on the Hospital for Sick Children, 
Great Ormond Street, and the British Postgraduate Medical 
School, Hammersmith. 


Dr. Moncrieff, who is 44 years of age, was educated at Caterham 
School, Surrey, and at the Middlesex Hospital. After qualifying 
in 1922 he held resident and registrar appointments at. the Middlesex 
and at the Hospital for Sick Children, Great Ormond Street, till in 
1934 he was appointed to their honorary staffe. Meanwhile he had 
graduated MB in 1923, receiving the university medal, and had spent 
two years abroad. In 1923—24 he was in Paris doing health pro- 
paganda work for the League of Red Cross Societies, and attending 
the clinic of Professor Armand-Delille, and in 1930-31 he was in 
Germany with a Rockefeller fellowship studying respiratory. failure, 
including asphyxia of the newborn. On his return he continued this 
work with a grant from the Medical Research Council, which later 
published his results in its special report series. His observations 
were also embodied in the Goulstonian lectures he delivered in 1935 
ore a a College of Physicians who had just elected him to their 

ellowship. 

Besides being physician to the children’s department at the 

Middlesex Hospital and to outpatients at Great Ormond Street, Dr. 
Moncrieff is prediatrician to Queen Charlotte’s Maternity Hospital 
and to the British Postgraduate Hospital, Hammersmith. He has 
done part-time work as an assistant school medical officer of the 
London County Council and is medical officer to infant-welfare 
clinics in St. Marylebone and consultant for newborn babies to the 
Willesden Maternity Hospital. Chairman of the social and preven- 
tive medicine committee of the Royal College of Physicians, he is 
also a member of the Minister of Health’s medical advisory com- 
mittee, of the advisory committee on mothers and young children, 
and of the exccutive council of the Institute of Hospital Almoners. 
As chairman of the Children’s Moral Welfare Committee for Holborn, 
Hampstead. and St. Pancras he has experience of the social side of 
juvenile delinquency. During the war he has been a whole-time 
physician in the Emergency Medical Service : at the outset he acted 
as commandant at the Middlesex Hospital and later at Aylesbury 
he worked in the same sector. 
_ Dr. Moncrieff has been acting as editor of the Practitioner and is 
joint editor of the -irchives of Diseases in Childhood. Heis the editor 
of a Textbook on the Nursing and Diseases of Sick Children, is joint 
author of Hutchison’s Iectures on Diseases of. Children, and has 
edited works on other subjects. ; 


Anglo-Soviet Medical Council 


The annual general meeting will be held on Tuesday, Dec. 
18, at 4°30 pm, at 1, Wimpole Street, London, W1, when 
Prof. Arnold Sorsby, Frcs, will speak on Soviet medicine. 


Maladjusted Pupils 


The special education subcommittee of the London County 
Council has reported on the special educational treatment of 
maladjusted pupils. If recommends, inter alia, that selected 
cottages at residential schools and homes conducted by the 
Council under the Poor Law Act, 1930, should be used under 


. the Education Act, 1944, for maladjusted children whose 


maladjustment is not serious, and that £6500 should be 
devoted in 1946-47 to the maintenance of hostels for 50 
maladjusted children. 


Royal Society of Medicine 


On Tuesday, Dec. 18, at 4.15 Pm, at the section of pathology, 
there will be a discussion on the toxemia of gas-gangrene 
when the opening speakers will be Mr. Douglas Stammers, 
Dr. J. D. MacLennan, Miss Marjorie Macfarlane, PHD, Sir 
Percival Hartley, D sc, FRS, and Mr. D. G. Evans, po D. On 
the same day at 5.30 pm there will be a general meeting of 
fellows. On Dec. 21 at 2.15 pm at the section of comparative 
medicine Prof. T. Dalling, mrevs, Mr. J. N. Ritchie, mrcevs, 
and Prof. G. S. Wilson, mp, will open a discussion on the 
methods to be employed in eradicating tuberculosis of bovine 
origin from the human and animal population. 

The society’s house and library will be closed from Saturday, 
Dec. 22, to Wednesday, Dec. 26, both days inclusive. 


Flats for Old People 


The Church Army has bought nine houses in London as 
the first instalment of its plan for providing accommodation 
for old people. The houses will be divided into one-room and 
two-roomed self-contained flatlets each with its own latchkey, 
gas or open fire, gas cooker, water-heater, and poker, foot 
bath, sink, clothes-airer, and coal-bunker. Tenants must be 
over 60 and able to look after themselves, but there will be a 
house-mother to help with shopping and nursing, and when it is 
easier to get staff the organisers hope to be able to accept 
less independent tenants. The scheme, which is to be extended 
all over the country, has been dedicated to Mr. Churchill and 
the houses will bear his name. The cost of buying and 
adapting a house is about £2000, and as the rents are to be 
kept low—perhaps from 7s. to 12s. 6d. a week—donations 
to cover this initial outlay will be welcomed by Church 
Army Housing Ltd., 55, Bryanston Street, London, SW). 
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Return to Practice 


The Central Medical War Committee announces that the 
following have resumed civilian practice : x 

Dr. JOHN FLEMING, FRFPS, 17, Woodside Terrace, Glasgow, C3. 

Dr. J. U. HUMAN, 132, Harley Street, W1. 

Mr. CAMERON MACLEOD, FRCS, 61, Harley Street, W1. 

Mr. F. W. ROQUES, FRCS, FRCOG, 55, Harley Street, London, W1. 

Mr. WALTER SIMPSON, 3, Perry Road, Bristol, 1. : 


Faculty of Radiologists 


At a meeting of the diagnosis section on Friday, Dec. 21, 


at 2.30 pm, at the Royal College of Surgeons, Lincoln’s Inn 
Fields, London, WC2, there will be a discussion on the radi- 
ology of non-malignant intracranial lesions, when the opening 
speakers will be Lieut.-Colonel P. B. Ascroft, Dr. F. Campbell 
Golding, and Dr. A. B. Wayte. 


Midland Tuberculosis Group 


At the annual meeting in Birmingham on Nov. 24, it was 
decided that meetings should be held bi-monthly on Saturdays 
at 3.15 pM, and that invitations should be sent widely in order 
to extend the basis of the group. Dr. J. E. Geddes and Dr. 
Sidney Deaner were elected president and hon. secretary. 


Dr. EGBERT MORLAND, late editor of The Lancet, has now 
moved his home from Aylesbury to Yorkshire. His address 
is Pell Croft, Wooldale, Holmfirth, Yorks. 


CORRIGENDA: Protein Metabolism.—The seventh para- 
graph of the report of the Nutrition Society meeting in our 
issue of Dec. 1 (p. 710) should read: Dr. J. N. DAVIDSON 
(Hampstead) said that heavy nitrogen (N4), heavy sulphur 
(S34), deuterium (D), and heavy carbon (C!) have been used 
in this way. ae =: 

Dr. Duncan Leys points out that in the table in hig letter of 
Dec. 1 (p. .723) the last three columns should be headed 
‘ Neutrophils per c.mm.”’ So: | | 


Appointments | 


EVANS, H. S., BA CAMB., MRCS: ADMS, Fiji. 

O’NEILL, J. D., MB NUI, FRFPS: medical referee for county-court 
districts of Boston, Sleaford, Spalding, Spilsby, and Skegness 
(circuit No. 17). i 

Ramsay, W. M., LRCPE : medical adviser, Fiji war pensions board. 

STANFORD, SYDNEY, MB LPOOL, FRCSE: surgeon, Ashford County 
Hospital, Middlesex. , 

The following factory surgeons have been appointed : 
AINSLEY, A. C., MO, MB CAMB., FRCS: West Hartlepool, co. 
Durham. 3 
Kina LEwIs, P. C., MRCS : Bromyard, Hereford. f 
MCLENNAN, D. A. M., MB ABERD. : Dufftown, Banffshire. 
STROUD, G. L., NRCS : Watlington, Oxon. 


~ Births, Marriages, and Deaths 


BIRTHS 


FIELDSEND.—On Dec. 4, to Dr. Betty Sybil Fieldsend (née Astle), 
the wife of Captain A. B. Fieldsend, RAMC, of East Kirkby 
Manor, Spilsby, Lincs—a daughter. 

GAULD.—On Dece. 3, at Aberdeen, the wife of Dr. W. R. Gauld— 
a son. 

POWELL.—On Dec. 7, at Liphook, Hants, the wife of Flying-Officer 
Denis Powell, MB, RAFVR—a daughter. 

SELLICK.—On Dec. 4, in London, the wife of Surgeon Lieutenant 
B. A. Sellick, MB, RNVR—a son. 


MARRIAGES 


BeEVAN—PErLor.—On Dec. 5, at Moffat, Carus Bevan, surgeon 
lieutenant RNVR, to Rosemary Peploe, third officer WRNs. 
HAMILTON—NEVE.—On Dec. 1, at Watford, Duncan Mackinnon 

Hamilton, captain RAMc, to Jane Pediey Neve, QAIMNSR,. 
HaRE—MYDDELTON.—On Dec. 1, at Cambridge, Kdward Henry 
Hare, mB, to Margaret Caroline Myddelton. 
HowaRpD—McMICHAEL.—On Dec. 7, in London, Gerard Howard to 
Susan McMichael, MD. : 
MONYPENNY—LITTLE.—On Nov. 5, at Calcutta, Edwin Richard 
Mony penny,' captain RAMO, to Isabelle Guthrie Little, captain 
RAMC. 

PICKARD—MARRIOTr.—On Oct. 31, in London, Huia Masters 
Pickard, MRCS, to Daphne Evclyn Marriott. l 
SAXTON—PERKINS.—On Nov. 26, at Brighton, Reginald Somes 

Saxton, major RAMC, to B. A. Perkins. i: 
KINNAIRD—PHILLIPS.—On Dec. 6, at Glasgow, John Winnaird, 
lieutenant RAMC, to Margaret Janct Ross Phillips. 


DEATHS | 


BrRuck.—On Dec. 4, at Dumfries, Lewis Campbéll Bruce, MC, 
MD EDIN., FRCPE. 

GOODWIN.—On Dee. 7, at Folkestone, Frederick Charles Goodwin, 
MD DURH. ` 

PooLEY.—On Dee. 4, at Nettlebed, Oxon, John Milnes Pooley, 
MRCS, 

STEPHENS.—On Dec. 1, George Arbour Stephens, MD, B SC LOND., 
of Swansea. ! 


\ 
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PSYCHIATRIC LESSONS FROM ACTIVE 
' SERVICE * 


G. W. B. JAMES, CBE, MO, MDLOND., DPM 
HON. PSYCHIATRIST TO ST. -MARY’S HOSPITAL, LONDON ; LATB 
\BRIGADIER RAMC; CONSULTANT IN PSYCHIATRY 
. TO THE MIDDLE EAST FORCE, 1940-43, AND TO 
E THE ARMY AT HOME, 1943-45 | 


-I COUNT myself fortunate to be a member of a genera- 
-tion which has survived two major wars. They have 
meant nearly ten years of my professional life spent in 


the Army, practically seven of them being passed on. 


active service overseas. On poth occasions life in the 
Army has taught me a great deal and has impressed upon 
me the immense’ need for skilful psychiatry in all great 


groups of men and-women united in a design for common — 


living, whether their aims be war or peace. So my first 
words will be to acknowledge gratefully the great debt I 
owe in my own development to the years passed in the 
Army Medical Service. The Army has taken many 
doctors of my generation out of their ruts twice. in a 
professional lifetime, away from consulting-room, nursing- 
homes, the outpatients and the wards, and out into 
fresher air with military groups. 
groups of men that I have learned the true scope of our 
specialty—the preservation of mental health under all 
sorts of conditions, so that those groups may best fulfil 
their function. A 

In these wars I have learned the importance to 
psychiatry of the study of groups, and in the first place I 
will try to describe briefly and in elementary fashion the 
- slow growth of a military group as seen by a psychiatrist. 


_ BIRTH AND GROWTH OF THE MILITARY GROUP 

Stand with me in imagination outside the doors of a 
cinema or music-hall on a Saturday afternoon. The 
show is over, and the audience is pouring into the street ; 
the crowd is composed of all sorts and conditions of men 
and women-at the moment having only one common 
aim, to compete with each other in securing transport to 
their homes. Yet from the younger portion of this 
motley crowd a competent relentless fighting Army has 


. got to be fashioned. From the very beginning the doctor: 
has his place in the shaping of that Army, and among the | 


doctors who have to shoulder important new tasks is the 
psychiatrist. 

All doctors will probably agree that the men composing 
an Army have got to be examined physically, to ensure 
that physique reaches a certain standard, that upper and 
lower limbs are adequate to benefit from the necessary 
training, that hearing and eyesight are competént to 
deal with weapons and field service. But many, alas, 

- will stop there; indeed, as I well know, they have 
stopped there. Every psychiatrist with experience of 
active service wants much more. He wants to know the 
level of intelligence of the individuals who enter the 
Army from that emptying cinema crowd. Because of 
his years with soldiers he knows that there will be some 
among them without ‘the native intelligence to be 
capable of training into effective fighting men; there 
will be others whose personal histories tell the expert 

. that their owners will break in battle as they have 


broken under any stress perhaps from childhood. We- 


must not lose sight of the fact that a number of neurotic 
individuals will get into the Army, will triumph over 
their weakness and succeed in carrying out their military 
duties. It is not every neurotic who breaks down in 


'. action’; indeed many neurotic persons with insight and . 


stability have made valuable contributions to military 
work of every description. S ei 

Some members of the group will have received treat- 
ment for nervous-or mental illness, while others may 
have been punished by common law for recurrent 
offences over which a few individuals in the crowd seem 
to have inadequate control. It is no good saying these 
lesions in human living are amenable to treatment by 
Army discipline and physical training or ascribing them 
to ‘high spirits,” as so many parents do of problem 
children. My experiences on active service in both wars 
have taught me that easy talk of this kind may lead to 
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the sabotage of national effort in war ; doctors who pass 


-men for service merely on physical standards alone are 


throwing a spanner into a complicated machine at the _ 
very beginning of its work. Were this the place, I could — 
describe to you the life-histories of many men with a 
mental age of seven years or under who were “‘ trained,” 
mainly in camp cook-houses or latrines, clothed and 
equipped, and, when their. depots tired of their peculiari- 
ties, were despatched to the Middle Hast in the early 
days of the war to fight the critical battles of an Empire 
at bay. My point here is that all doctors have a great 
responsibility in this matter of sifting human material 
for war. And if for war, why not for peace? - 

To return to our group. Having passed an approved | 
physical standard, it begins the difficult stage of training. 
The young men leave their homes, lose their privacy, and 


live in a new community, where much of their individual 


freedom is lost. In this new community they are 


taught a new craft, with the killing-and demoralisation 


of others as its principal aim, to secure the destruction of 
opposing armies. All sorts of adjustments have got to be 
made. The men find they must acquire new standards 
of health and fitness and themselves be responsible for 
personal cleanliness and hygiene. In the field, if they 
are to remain healthy and effective, they are obliged to 
look after not only their weapons but also their litter and 
their excreta. . There are no wives or mothers to “‘ clear 


-up ” for them, to cook, mend, and make their bedding. 


To many urban dwellers these are hard lessons to learn. 


“Yet in a matter of months that cinema audience is 


settling down and learning a new sense of comradeship. 
There will be casualties among them; the loss of home, 
separation, or perhaps thenews offamily illness or bereave- 
ment will prove intolerable to some. Yet by degrees the 
cleavage from: home and the family .circle becomes 
desperately complete. No-one will understand the 
soldiers’ outlook unless he appreciates this fact. Even 
loved ones become “‘ civvies’’ without the power of 
understanding the soldier’s life, his points of view, or the 
Janguage he speaks. It is these cultural differences both 
in outlook and in values which are one of the main 
sources of difficulty in resettlement when the group’s 
task is over and it can return to its homes. 

With the new skills the group will slowly acquire a 
new pride. It becomes conscious of a team craftsman- 
ship. After surviving the tests of battle its pride tends 
to become exclusive—the men of an 8th or 14th Army, ° 
an airborne division, or some special service group feel 
that there are none quite like them. The group freely 
and willingly lives an authoritarian way of life, is jealous 
of its discipline, and develops a fierce morale of its own 
making through physical fitness, competence in the use 
of arms, and its pride. And there we may leave them as 
trained soldiers, the day when we first met them on ‘the 


‘pavement outside the cinema or music-hall very far 


away. 
. THE DOCTOR AND THE GROUP 


- War does teach the vital importance of the study. and 
analysis of group formation. How is the group best and _ 
most effectively trained, how best welded into a func- 
tional whole, how are its leaders best found, how can we 
learn to understand and handle its discontents and 
delinquencies ? These are in the widest sense medical 
problems in which the psychiatrist with his special 
approach to the deeper understanding of human nature 
can make valuable contributions. This study of group 
formation and group relationships in peace requires our 
earnest investigation and research. Some men show 
an instinctive success in the management of large 
groups, which is a basic quality in leadership, whether 
military or civil: Psychiatry should be able to express 
in more exact and. scientific terms the essential principles 
underlying the formation and functioning of successful 
groups and be able to point out with precision the kind 
and quality of the lesions which lead to inefficiency or 
disruption. ` 

A doctor is brought up to a tradition of intimate 
service given freely to an individual in trouble. When 
he becomes responsible for the mental health of a group 
of soldiers—or for that matter of civilians—he finds it 
difficult to think first of the group rather than the 
individuals of which it is composed. This sudden 


change in the doctor’s daily work and outlook I believe 


BB 
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to be the source of the feeling of frustration and even 
unhappiness on first joining a fighting service. 
doctor understands the recognition and treatment of 
sickness and of wounds, he has a conception of what we 
call hygiene, but has not yet learned the all-important 
ways in which he can promote and help to maintain the 
mental health of a group of individuals caught up in 
military service. He is often disturbed to find that his 
stock of ‘medical knowledge is strangely inadequate. 
While the doctor has been taught that environment is 
important, he seldom realises that to human beings the 
most important thing in the environment is the presence 
of other human beings. It is this field of interpersonal 
. relations that constitutes social psychiatry. The Service 
` doctor learns a new and enlarged medical art by getting 
to know his officers and men, sharing their work, learning 
to use their arms and drive their vehicles, succouring 
them in action, caring for their physical and mental 


welfare in all conditions whether in or out of the battle- > 


line, sharing their recreations and listening to their 
troubles, and standing stoutly between them and the 
disciplinary consequences of folly, ignorance, or perhaps 


even injustice on the part of well-meaning but short- 


sighted superiors. 

In all this he can be helped by psychiatry. The 
mental health of a group of men and women, whatever 
its size, depends ultimately on human understanding 


based on the accurate application of the principles that 


psychiatry can teach. We in this Section are thinking 


of the future psychiatric services of our country. I say 


here to those of you who are going to share in the great 
possibilities of the future, that psychiatry will never get 
to grips with its many problems if we seclude ourselves 
too much in hospitals, consulting-rooms, or offices. We 
psychiatrists must also learn much more. of the way in 
which large groups live and die, work and play, love and 
hate. We have made immense progress in dynamic 
psychological concepts and in psychopathology. We 
have gained much for the kindly skilful care and treat- 
ment of individuals. It is now time that this knowledge 
and this skill be applied in a wider sense to large social 
groups, for when our knowledge of psychodynamics is 
used in a social sense for plotting a chart for better living, 
psychiatry will at length have attained one of its most 
important goals. If we are to have a whole-time State 
mental-health service,, this aspect of psychiatry must be 
. kept in the forefront of our planning. , i 

I would like to see something akin to the area psychia- 
trist of the Army medical services translated into civil 
life, given an adequate office and a consultant centre, 
made mobile, and thus enabled to be in constant touch 
-not only with all doctors in his area but also with all types 
of industry, just as he has made liaison with all military 
units in the area for which he has been responsible during 
his Army career. A civil regional or area consultant 
psychiatrist with his staff would be the field worker of a 
mental-health service and would need first-class facilities 
for the outpatient treatment of neurosis and agreed access 
to an inpatient centre for the admission and immediate 
treatment of`recent breakdown of a more serious kind. 
The varied .knowledge derived from a close study of 
groups and the ways in which they live and function will 
ultimately lead to a more successful preventive psychia- 
try, the preservation of mental health, and greatly 
reduce the need for care and treatment of disorder or 
disease. 

SELECTION e 

The great lesson learned from a study of military group 
formation and functioning is the essential primary need 
for the fullest investigation into the nature of the human 
material that is admitted into the group. The extrava- 
gant waste in an Army of taking on all comers who can 
stand and see, without knowing all we can find out about 
personality and aptitudes, should now be obvious to us 
all as psychiatrists. Perhaps no response to the needs 
of war has been more interesting and successful than the 
way in which selection procedures have been demanded 


and built up in the Army under the stimulus of special | 


requirements. The needs, for example, of commandos, 
parachute troops, formations like the Long-Range 
Desert Group, special service groups, and finally the over- 
whelming need for finding officers to lead our Armies, 
which has resulted in the War Office selection boards. 
In all this selection work I believe psychiatry must take 
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an essential share. The psychiatrist possesses special 
knowiedge of normal people derived in part from his 
experience with the abnormal. He is 
correlate with some accuracy physical types and person- 


alities and should possess a skill in sighting the danger ` 


signals denoting. unsoundness from a greater distance 
than most of his professional brethren. The value of 


_ selection in the Army has been proved ; and, if its lessons 


are passed on for use in peace, happier and more effective 
industrial groups will certainly result ; many industries 
at the present time reek of just those psychiatric difficul- 
ties that are familiar to the psychiatrist on active 
service with soldiers. Ae 

Our own profession might profit if it adopted the 
principles of selection at an early stage in the careers of 
medical students and nurses. Those of us with long 
experience of medical schools are familiar with the 
problem of the ‘‘chronic’”’ student. After various 
disciplinary measures have, been tried, the hospital 

sychiatrist may be called in, to find that the school has 
eon attempting to educate a high-grade defective, a 
schizoid personality, or an incorrigible psychopath. 
Surely it would. be kinder and much more efficient for the 
individual and the group to ensure the rejection of such 
candidates for a medical career before too many unhappy 
years have been wasted. Yet we must still ask ourselves 
whether we, as psychiatrists, with our psychological 
colleagues, are always able to devise methods which will 
pick out for rejection the right materia]. The earlier 
records at school and medical school of many members 
of our profession who have attained great distinction in 
later life, might, unless we are very careful, lead to their 
rejection for training and the subsequent loss of valuable 
workers. This note of caution in no way detracts from 
the wisdom of a more adequate selection procedure in 
medicine but means rather that we must be sure of our 
methods. 

Selection procedures can be used for much more than 
mere rejection. In a profession with opportunities for 
such widely divergent lines of work, guidance could be 
given at an early stage on the aptitudes of individual 
students which would assist them materially in choosing 
the particular branch ofi medicine in which they would 
find the greatest happiness and be of most service. 
long seemed to me desirable for medical schools to estab- 
lish a committee, on which psychiatry and psychology 
should be represented, which would function not only as 
the guardian of the gate by a careful survey of would-be 
entrants to the professions of medicine and nursing, 
but also would watch over and safeguard the total 
health of students and nurses throughout their academic 
life. 

That there is this real need for some selection process 
in medicine has been obvious in this war. I have more 
than once visited psychiatric wards for officers to find 
that a fifth of the patients were doctors ; and a military 
psychiatric hospital for officers in the United Kingdom 
has shown that 9% of its total admissions have been 
doctors from the three fighting. services. Further, a 
large sample of medical officers has passed through a 
part of the selection procedure for officers. Results have 
clearly shown that intelligence levels among doctors 
compare unfavourably with non-medical graduates 
seeking commissions. , r 

These are matters for more leisured investigation ; 
should they be confirmed, they give cause for urgent 
action. Evidence of this sort gained from active service 
is a lesson to which we as a profession should react 
promptly with a view to: improvement in the -future 


' organisation of entry to medicine. 


PRESENT DIVISION BETWEEN GENERAL MEDICINE AND 


. PSYCHIATRY 
The Army has given many of us the opportunity of 
making a very wide contact with doctors from all over the 
Empire. It has been possible to learn a great deal of 
their work and outlook. But, no matter whence they 


came or where they were trained, the doctors of 
the Empire in the MEF, with few exceptions, were 
bewildered by the psychiatric casualty and unable at 
first effectively to deal with him on active service. 

This considerable section of war’s casualties was often 
looked upon with distaste. It appears as if the medical 
training of the Empire’s doctors had led to an almost 


beginning to. 


It has 


Ld 
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obsessional avoidance of the life situation of their | 


patients. Immediate simple therapy in the field tended 
to be replaced by a frantic testing for allergies, searching 
for septic foci, an earnest use of radiography to discover 
the sources of the hidden troubles; as a last resort 
search was made for a nomenclature decently to veil the 
emotions-and other mysteries which might get the 
casualty into the hands of that less reputable practitioner 
—the psychiatrist. The practical result of this odd 
dislike of psychiatry on the part of so many doctors is 


TABLE I—PSYCHIATRIC CASUALTIES EXPRESSED AS INCIDENCE 
PER 1000 OF THE MIDDLE EAST FORCE 


| For comparison 


Period Psychiatric; Battle 
casualties | casualties Malaria | Dysentery 

1940 (based on 3 

months) .. ren 8-5 | dite me ae 
1941 (all troops) 24-0 | 36-7 19-5 28-9 
1942 (all troops) ..| 212 | 31-1 29-1 33-3 
1943 (based on' 6 | - 

months, Jan. to 

June, all troops)... | 15-2 22-5 29-1 33-2 


too often a failure to recognise and handle adequately 
the recent psychiatric breakdown, whether in war or 
peace. This is at. bottom the result of inadequate 
teaching in-our specialty. 

Our retiring President ended his address with a phrase 
which recommended to the young psychiatrist the 
acquisition of a sound knowledge of general medicine. 
Everyone here will endorse his recommendation. May I 
reverse it and plead that all doctors should acquire some 


knowledge of practical psychiatry ? The admitted. 


teaching deficiencies must be remedied, and general 
hospitals with medical schools can make a special 
contribution to the desired improvement by providing 
much enlarged psychiatric services. 

- This present rift between general medicine and 
psychiatry must not be allowed to widen. Must 
psychiatry remain a specialty apart? I believe that 
it is for general medicine to absorb and integrate within 
itself the principles which psychiatry has to teach, while 
we in turn show our ability and eagerness to absorb the 
lessons of modern medical advances applicable to our 
specialty. The rift perhaps may be healed partly by 
the physical methods of treatment which have been 
introduced into psychiatry during the last 30 years and 
have shown recently such promising advances—malaria 
in paresis, the insulin therapies, electric convulsive 
therapy, continuous narcosis, prefrontal leucotomy, and 
. the narco-analysis which has proved so useful in rapid 
abreaction techniques. Properly applied to correctly 
selected cases, these methods provide such immediate 
relief to afflicted individuals and to their families, such a 


lessening of the burden of chronicity, and are such | 


effective weapons for the early attack on certain psy- 
chiatric conditions that the methods should be made 
widely familiar to a greater circle of students and 
doctors. Some of these methods have been proved 
useful in war and will surely be even more extensively 
applied in peace. Empiric as the methods are, they 
make important claims. They produce results, and they 
can be applied by any medical team with a little extra 
training. i K : 
TREATMENT AND RESULTS 

Experience overseas has impressed upon me that the 
methods which require skilful nursing, such as insulin 
therapy and continuous narcosis, rouse. the laggard 
enthusiasm of nurses for psychiatric work as a result of 


the dramatic improvements which occur and which 


compare closely with those of surgery. These methods 
of treatment should, indeed must, alongside the equally 
necessary psychotherapeutic approach, take their place 
in the services provided by general hospitals, especially 
the teaching hospitals. It is high time that a wider 
medical interest was taken in that 30% of all illness, for 
which there is so little in the way of hospital accommoda- 
tion, and which once it is labelled ‘‘ functional or neu- 
rotic ”. is too often left to the psychiatrist struggling in 
outpatient departments. i 


L ` 


Once the general physician’s interest is caught by 
methods of treatment possessing a strong appeal because 
of their physical nature and mysteriously good results, 
it will be easier also to interest him in their limitations 
and failures, which so often Jie in the psychiatric problems 
of the group, the family, or poor intellectual endowment. 
For the first time therefore the doctor may become 
interested in social and group difficulties and in the 
problems of constitutional defect in psychiatry which 
general medicine has often ignored. The day cannot be 
far distant when psychiatrist and’ physician, with their. 
sisters and nurses, will unite in‘ aggressive combined 
operations against the almost overwhelming problems of 
psychiatric disorder. In the huge field that is available . 
no methods of treatment that give results should be 
neglected ; all measures that will enable men and 
women to make a step from psychiatric disablement to 
functional efficiency, even if only on a low level, should | 
be explored. To secure facilities for a wider medical 


` interest and a more extensive psychiatric service, the 


planning of the future general hospitals must. include 
‘beds for psychiatry. Properly chosen psychiatric 
patients are no more trouble than the average medical 
case and often give to therapists a reward which cannot 
be exceeded in medical or surgical wards. 

The follow-up survey of a consecutive series of hospital 
patients by Brown and Carling (1945), from the Nuffield 
Department of Clinical Medicine, showed that 26% 
might be regarded as ‘‘ cured ” after 12 or 18 months— 
48%, had returned to full work and 20% to part-time 


“work. No less than 70% of discharged patients required. 


supervision of one kind or another on leaving the 
hospital. Psychiatric results compare quite favourably 
‘with these figures. Thus, Sands (1943) reported that a 
sample of psychiatric cases treated in a general hospital 
showed clinical recovery or improvement on discharge 
in 82% of psychoses and neuroses treated. <A relapse- 
rate of only 5% after 2-12 months was experienced, 
while 77-4% of these patients remained at work. A 
very large sample of psychiatric casualties treated by the 
Army in the Middle East Force returned 75% to duty of 
some kind, with a relapse-rate after 9 months of a little . 
ovet 10%. The success of the Army with its psychiatric 
casualties is due to the opportunity for almost immediate 
treatment that is afforded by the Army medical services. 


NOMENCLATURE 


Among so many lessons of war which might be touched 
upon I can hope to refer only to a few. We want a 
review and restatement of some of our terms in psychiatry 
‘which have come to be used perhaps with insufficient 
discrimination. ‘‘ Schizophrenia ”’ is a good example ; 
“ anxiety neurosis’ and ‘‘ anxiety state ’’ are other's. 
Schizophrenia was diagnosed so frequently in the Middle 
East campaigns that an investigation was made of the 
evacuations from the Middle East for a period of 17 
months. During this period 530 cases of psychosis 


required evacuation, and 422 (about 80%) departed from 


the Middle East Command as cases of schizophrenia, 
whereas the admission-rate for schizophrenia to civil 
mental hospitals is roughly 16-19%, a figure which 
includes both men and women. This discrepancy is 
worth’ a few words. 

Why does ‘schizophrenia ’’ figure so largely in 
military psychiatry ? I am convinced that it is not 
always fair to the soldier to assume that the stresses of 
war are never the direct cause of psychotic breakdown. 
I have no space to quote examples here but have seen a 
few instances of classical schizophrenic breakdown in 
officers, NCOs, and men resulting apparently from battle 
stress of one kind or another, The men have been of 
good type, with good family and. personal records ; the 
psychosis has been acute in onset, rapid in growth, and 
has usually ‘resulted in recovery. Some of my audience 
may have experienced the arrival of men from overseas 
theatres labelled ‘‘ schizophrenia’’ who arrive in the 
United Kingdom symptom free but with a dossier of 
notes which fully justifies the diagnosis. Without 
doubt some of these soldiers may have been suffering 


‘from infective conditions, and others I. believe to have 


been unusual hysterics, but some may be fairly said to 
have suffered from an acute schizophrenic episode which 
I submit is a direct result of their war service. 

The terms “anxiety neurosis °” or “anxiety state ” 
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seem to be overhauling the old ‘‘ neurasthenia’’ as a 
convenient portmanteau term for anything from alcohol- 
ism to senility. ‘‘ Anxiety neurosis” under active 
service conditions is a most unfortunate label. It has 
produced in the minds of combatant officers an uneasy 
feeling that a certain brand of doctor—the psychiatrist— 
is prepared to give a medical sanction and approval to 
fear or cowardice in soldiers. 


- TEAMWORK 


Good teamwork in psychiatry is an absolute requisite 
for success. The psychologist has been an aid without 
which most of the technical work of selection would have 
been impossible, an@ he can be of great help to the 
psychiatrist in his clinical work by presenting him with a 
ready-made estimation of intelligence levels and person- 
ality traits of all new patients. Peace-time may see'the 
. psychiatrist who has been in the Army somewhat at a 
loss. He is likely to miss his team of helpers. There is 
need for a clarification of this problem of teamwork. 
Professional pride in being properly licensed individuals 
must not be allowed to obstruct the necessary assistance 
of lay workers—we should ask ourselves now how best 


we can regularise the position of lay members of the > 


psychiatric team—the psychologist, the social workers, 
the lay psychotherapist, the vital statistician, the 
occupational instructors, the ‘welfare workers, the 
chaplains, the educationalists, the physical-training ex- 
perts, the play therapists in child psychiatry. They are 
all essential to psychiatry, and some of them are surely 
essential to the proper progress of medicine as a whole. 


TABLE II—PERCENTAGE INCIDENCE BY UNITS OF A SAMPLE OF 
3724 PSYCHIATRIC CASUALTIES AMONG BRITISH TROOPS 
IN THE MIDDLE EAST FORCE, 1942-43 


C lti tren cen 
vasualties | strengt 
Source (5, by arms 
(%) 
Services, including RASC, RAMC, REME, 

RAPC, », ADC, CMP, RAChD, 

Pioneers, ACC, Ke. a4 = bg 32 37 
Infantry Ex way ia a a 22 17 
RA (including RHA and AA) ` .. n 20 22 

_ RAC, RTR, and Recce Units iets veg 12 9 
RE... a fy Di De oP aa 9 9 
R Corps of Siguals .. Sa si ne 5 G 


An example of coöperation in the use of figures is here 
given. The DGAMS established a directorate of bio- 
logical research with a statistica] section which some- 
times gives life to our figures. For example, table r 
gives an analysis of the incidence by units in a sample 
of 3724 psychiatric casualties occurring in the British 
Army only over a period in 1942-43. The left-hand 
column gives the percentages of the casualties according 
to arms. To a casual glance it would appear that the 
heaviest casualties were experienced by the services, 
and that a smaller incidence fell on the fighting men. 
But when the right-hand column, which shows average 
strength by arms over the same period and was filled in 
by the kindness of Junior Commander M. M. Johnstone 
of the DBR, is considered, the first impression is immdi- 
ately corrected, and the casualties are seen to fall where 
the strains are greatest—namely, in the fighting units. 
Only the Engineers show an incidence which corresponds 
exactly to their average strength, while the services, in 
spite of their heading the list of percentages, are well 
below their expectation. 


EFFECTS OF BATTLE 


I want to end by discussing shortly the effects of 
battle. We return togur cinema crowd which we left as 
_trained soldiers. The final test of selection and training 
will be its conduct in battle. It has been necessary for 
me as a psychiatrist to think a great deal about the 
effect of action on soldiers. It is true in general to say 
that no soldier is quite the same after experience of 
battle. For all it is an emotional experience which 
includes fear, hate, rage, grief, the shocks of frustration, 


DR. JAMES : PSYCHIATRIC LESSONS FROM ACTIVE SERVICE 


a 


[pec., 22, 1945 


or the overwhelming relief of success. Action is followed 
by a reaction of fatigue and of bitter guilty mourning for 
lost comrades. But there can be no rest, the soldier 
soon learns the urgent need to steel himself, often by a 
process of dissociation, to renewed efforts for fresh tasks. 
It is not surprising that the soldier breaks sometimes. 
This is the psychiatrist’s first problem in relation to the 
effects of battle—the acute battle crisis in which even the 
trained soldier may regress to the levels of childhood. | 
The second problem of battle is that relating to long 
campaigns. In my experience it is not possible for 
soldiers to make an infinite number of calls upon resolu- 
tion and endurance. I have seen, in both wars, fighting 
units reduced to such an utter wéariness of body and 
mind from long-continued calls upon physique and 
courage that what we call morale has ebbed to a peril- 
ously low level. I recall my battalion of Scots inthe 
first German war, which fought and marched unceasingly 
for 22 days and 21 nights in the 5th Army’s retreat in 
France, losing all of a proud battalion save 3 officers and 
180 men. I can see again that exacting retreat to the 
Alamein line over hundreds of miles of desert country, 
when an exhausted sleepless Army, covered by the wings 
of the Royal Air Force, somehow turned and stopped the 
enemy’s advance. ; . g 2 
_ This problem of exhaustion is one of our most urgent 
psychiatric emergencies in war. On both of the occa- 
sions I have mentioned experience suggested that there 
was scldom more than fatigue behind the deadly apathy 
that seemed to grip officers and men. The more one saw 


of these soldiers, the more one was convinced that the 


fatigue was a dual state of mind and body; emotional 
and physical. Behind Alamein arrangements were made 
to receive large numbers of tired men, to wash, feed, 


‘and rest them, to give them sleep and fresh garments, 


to dress their frequent ‘‘sores,’”’ and to amuse and 
interest them for afew days. Able to rest and sleep a 
little at last, they quickly demonstrated the immense 
recuperative powers of healthy men. 

This retreat to Alamein in 1942 was the occasion which 
saw the birth of the diagnosis ‘‘ physical exhaustion,” 
afterwards modified to ‘‘ exhaustion,” for all psychiatric 
casualties. 
It was much preferred by medical officers, created a 
hopeful therapeutic atmosphere, and led to the majority 
of cases returning to duty after brief treatment. ‘The 


success of the label cannot fail to cause some of us to 
: reflect on the possibility of applying some similar label 
' to civilian psychiatric breakdown in early stages. It 


might do much to dissolve the public prejudice against 
seeking early treatment, if a diagnosis of a socially 
acceptable kind similar to the soldier’s ‘“ exhaustion ”’ 
could be found for the early phases of mental illness, 
especially if treatment were made possible at this stage 
outside the mental hospital. 


Battle conditions were relatively minor factors. in the | 


ætiology of psychiatric casualties in the Middle East. 
Analysis of three samples totalling over 4000 such 
casualties at different periods of the campaigns shows 
that 35% of the total could be regarded as due to battle 
conditions. A greater number resulted from lack of 
adequate selection. Then came factors centred on the 
harassing anxieties of separation, domestic and marital 
worries, lack of news from home, fear about the effects 
of bombing at home, climatic conditions, improper place- 
ment and employment, tropical illness, the impossibility 
of leave to home, and uncertainties about the length of 
overseas service. Incidence would rise in monotonous 
static periods, fall again in the initial phases of action, to 
rise steadily as battles succeeded each other with that 
dreadful loss of rest which is such a constant feature of war. 
Most young soldiers complain that it is the sights of battle, 
rather than its risks and noise, that lower resistance. 


TREATMENT OF PSYCHIATRIC CASUALTIES 


What were the lessons taught by these casualties ? 
First and foremost, that a carefully planned organisation 
is essential for their assessment, rapid treatment, con- 
valescence, and rehabilitation. Understanding approach 
and immediate sedation are the principal need of the 
front line. Psychiatric first-aid is as important and 
urgent as surgical first-aid and ought not to require 
specialist help. Then comes the need for hospital beds, 
whether in forward specialist units, such as exhaustion 


~ 


This administrative label has proved sound. ~ 


~ 
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centres, or in base hospitals. A useful constant ratio is 
2 psychiatric beds for every 1000 troops in the force. 

, Among the treatments that may be used in psychiatric 
hospitals mention must be made of continuous narcosis 
for acute battle cases and the procedure known as narco- 
analysis for the removal of hysterical amnesias, conver- 
sion symptoms, and- for rapid abreaction. We must 
guard ourselves constantly against a too mechanical 
application of all these physical methods of treatment. 
Abreaction may be essential to thorough treatment, and 
a vigorous psychotherapeutic approach to the problem 
of the soldier’s restoration to full health should be a 
constant accompaniment of all therapy. The use of 
ECT in the very.common states of depression which 
were an almost usual symptom of many psychiatric 
syndromes in soldiers on active service in the late war 
may also be mentioned. Insulin therapy in modified 
form proved successful in many conditions in which 
soldiers have shown well-marked loss of weight, or in 


certain chronic psychosomatic troubles, such as the old - 


friend ‘‘the gastric stomach.”’ | 
The aim of hospitals is to secure an atmosphere of 
active treatment—the expectation of cure and return to 
duty should be adopted by therapist and patient as a 
matter of course. ‘Too much time should not be spent 
in hospital; a nervous soldier who spends too long in 
hospital may. become a broken man, unlikely to do useful 
military work again. The process. of rehabilitation 
should start on the day of admission to hospital. 
During the heavy desert fighting of 1942 severe 
stresses, physical and mental, were experienced by the 


Middle East Force. It was then suggested to the DMS | 


that. 200 beds in a convalescent depot should be allotted 
to a psychiatric specialist with a view to experiment in 
the restoration of psychiatric: casualties. Results were 
promising, and from that hot summer until the enemy 
was thrown out of Africa beds at convalescent depots 
under specialists in psychiatry were available for 
psychiatric cases. Physical training, robust occupational 
work, the constant care of sleep, and group treatment 
were added to the existing amenities of the depots. 
Results showed that about 90%.of men breaking in 
battle could be restored to a good standard of stability, 
though ‘not all were able to return to fighting units ; in 
practice a fairly constant. 30% returned satisfactorily to 
combatant duty, the rest requiring work temporarily or 
permanently at bases or on lines of communication. 

After rehabilitation the medical organisation must 
include a fresh selection procedure, to place men on 
return to duty as suitably as possible. It is bad for the 
reputation of the medical services in general and for 
psychiatrists in particular to return men to fighting units 
who are liable to relapse in a short time. 

i x x * 


This extensive organisation, parts of which I have 
discussed, has been built up during the war years as a 
result of urgent military needs. Working within it I 
have become convinced that the neurotic casualty in a 
military group is in great part due to administrative and 
medical failure. If soldiers are made out of unselected 
material, are carelessly placed in the Army machine, are 
insufficiently trained, insufficiently equipped, and plunged 
into active service with leaders they may not know, 
panic reactions, or other neurotic breakdown, will be 
common. Is it not equally true that in peace many of 
our neurotic casualties ate also the result of a failure in 
administration—of a failure to organise successfully for 
living ? . 
~ Weare entering on a new phase in the history of 
medicine and are anticipating the establishment of a 
comprehensive State medical service. Are the lessons 
of two wars going to be forgotten? Are we going to 
_ succeed in securing adequate psychiatric services in peace 
such as were built up in war? The war with all its 
wreckage will present us with a heavy increase in 
neurotic disability. We must continue to struggle 
during the next few critical years for all those possibilities 
in organisation, preventjon, and treatment for our peace- 
time psychiatric casualties that service in the Army has 
enabled some of us to construct during war. l 
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COMPARATIVE EFFECT OF | 
SULPHONAMIDE AND PENICILLIN 


IN PNEUMONIA 
THOMAS ANDERSON MARGARET S. FERGUSON 
MD GLASG., FRCPE M B GLASQ. 


From Knightswood Fever Hospital, Glasgow 


- ALTHOUGH the general success of properly applied 
sulphonamide chemotherapy in pneumonia is now well 
established,-there is no doubt that there are patients in 
the older age-groups who show a poor response to 
chemotherapy, even in adequate dosage; and, further, 
that complicating factors are often present in such patients 
which may make therapy hazardous and difficult to 
control. The pneumococcus, which is the responsible 


- etiological agent in a high proportion of pneumonias, 


is susceptible to the action of penicillin (Fleming 1929). 
It accordingly becomes necessary to find, first, if peni- 
cillin is effective in the treatment of human pneumonia, 
and second, whether it possesses any advantages over 
the earlier method of treatment. So far as the first 
problem is concerned, there are already several observa- 
tions which show that individual cases of pneumonia 
respond satisfactorily to the antibiotic (Keefer et al. 1943, 
Dawson.and Hobby 1944). The purpose of the present 
report is to attempt to compare the two methods .of 
treatment. a | 


CHOICE OF CASES AND METHODS OF TREATMENT 


This hospital receives notified cases of pneumonia, 
without previous selection, from all districts of the city 
of Glasgow. In view of the excellent effect of chemo- 
therapy in the treatment of young adults it was considered 
that their inclusion in a therapeutic trial was unnecessary © 
and might indeed make the results more difficult to assess.” 
Attention was directed, therefore, to male patients over 
the age of 35 years. These cases were allocated in the 
‘order of their admission alternately to two treatment 
groups. = 

(1) Sulphathiazole Group (63 patients).—These received an 
initial intravenous injection equivalent to 2-0 g. of the drug. 
During the first twenty-four hours in hospital, they were 
given six four-hourly doses by mouth, each of 20 g. 
Thereafter, the drug was continued in a dosage of 1:0. g. 
four-hourly by mouth for six or seven days. The average 
total dose was 44:4 g. given in 6-7 days. 

(2) Penicillin Group (63 patients)—The British product 
was used throughout. Either the sodium or the calcium salt 
was given, both of which were supplied in tablet form. Most 
of the patients received the material by continuous intra- 
muscular drip only, a ‘Eudrip No. 3’ being the means of 
supply (McAdam, Duguid, and Challinor 1944). Eleven of the 
patients were given an initial intravenous infusion containing 
penicillin, either along with, or followed. by, administration 
by continuous intramuscular drip; 5 were given repeated 
injections every four hours; 4 received penicillin in oil in 
single daily injections; and 2 others received a combination of 
one or other of these methods. The average total dose 
was 0:42 mega units given over a period of 3:2 days. 
The maximum amount given to one patient was 1-588 mega . 
units. ' 

Routine Clinical Control.—On:admission to hospital an 
X-ray examination was mäde to confirm the clinical 
diagnosis. Thereafter, sputum was taken for bacteri- 
ological examination and a sample of blood removed. 
Some of this blood was used for'culture ; the remainder 
for carrying out the following tests : admission sulphona- 
mide concentration, serum inhibition against standard 
staphylococcus (penicillin-treated group), hæmoglobin, 
and total and differential white-cell counts. All of these 
examinations were repeated after twenty-four hours in 
hospital and thereafter as seemed desirable. X-ray 
examination was repeated frequently—at least once per 
week. The strains of pneumococci isolated from the 
penicillin-treated cases were tested for sensitivity to 
penicillin. | 

RESULTS OF TREATMENT 

Equality of the Two Treatment-groups.—It is first of all 
essential to be satisfied that there were no serious differ- 
ences between the. two groups which might make their 
comparison invalid. The factors which .are known to 


A 
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TABLE I—DATA TO SHOW THE EQUALITY OF THE TWO 
l TREATMENT-GROUPS 


| Penicillin Sulphathiazole 


Characteristic group group 
Age (sr) l 
35-49 .. ad o zi ~- , 29(3) 29 (2) 
50-59 .. ae Ja io STUE 16 (1) 19 (2) 
60+ .. ; 3 ta ee I8 (3) - 15 (4) 
Duration of illness on admission ` 
Cases admitted before 4th day | 28 (1) 24 (1) 
Mean days ill before admission 3:2 3-5 
Bacteriology | 
pmev merece: | 10 (0) 13 (2) 
ype 1 ag da co Sas | í 
type Iit ... s | 25 (3) 23 (3) 
type III 5 (2) 6 (1) 
soa organisms, higher type pneum, 23 (2) 21 (2) 
zC. 
Bacteriæmic cases s 12 (4) 10 (4) 
Cases with no sulphonamide detect- a 
able in blood on admission | 28 26 


The deaths in each group are shown in parentheses. 


influence the results of treatment may be listed as: 
(1) age, (2) days of illness before admission, (3) etiological 
agent, and (4) presence of bacterizmia. 

Table 1 shows the distribution of the cases in regard to 
these factors. A separate table, prepared to show the 
actual distribution of the cases in respect of the day of 
illness, showed a very similar -‘‘ scatter’ in the two 
groups. 


The mean duration of illness before admission - 
for the penicillin and sulphathiazole groups was 3-2 and 
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3-5 days respectively. Table 1 also shows that a similar 


: proportion in both groups was untreated before admis- 


sion as judged by the absence of sulphonamide in the 
initial blood sample. It can, therefore, be assumed that 
the two groups were broadly alike in their distribution 
and that direct comparison between them is permissible. 

Comparison of the Two Groups.—Reference to table 1 
shows that, so far as mortality is concerned, there is 
little difference between the two methods of treatment 
(with penicillin the fatality-rate was 11:19, and with 
sulphathiazole 12-7%). When the clinical details of the 


patients who died are studied (table m) it is found that. 


nearly all were suffering from a severe infection, often 
admitted late in the disease. Indeed, 12 of the deaths 
were in patients admitted after the fourth day, although, 
of the whole series, only 53 patients were admitted so 
late. The second point to which attention should be 
drawn. is the high incidence -of lung abscesses in those 
who died with both methods of treatment. 


gained the impression that no method of treatment 
could have restored the extreme damage. 

Table 11 lists the main complications. Again, there 
is little difference between the two groups. It will be 
seen that delayed resolution (which was defined as the 
presence of clinically apparent, and radiologically con- 
firmed, consolidation after the 35th day of illness) was 
equally noted in both groups. This finding seems to us 
of great interest. 

Composite temperature charts were prepared for the 
uncomplicated cases in both groups. (For this purpose 
cases of delayed resolution were not excluded.) So far 
as the immediate reaction was concerned there was no 


TABLE II —ANALYSIS OF DEATHS: PENICILLIN GROUP 


a > s 
© © -m i 2] 
esi eS E =| 8 |28| 53 
Casel4ee; =2 | oS Pn | = Ea as Other : 
a | (yr) 38 33 - | type as = Fl Le telie complications Cause of death Autopsy findings 
i op i © N A 4> : 
pe ae Sl/alal °)e : 
Ao S A |. A’ 7 
1 | 37 ie Li+ L: II +i = | = | - 1 | Hepatic cnlargement | Lobar pneumonia | Multiple abscesses left lung 
27 | 50 II + | + | -| =| 3 = Pneumococcal No autopsy x 
; | | | - meningitis . 
33 | 60 7 R,+ R: | WL + — =! -|2 == Lobar pneumonia| Abscesses R,; multiple abscesses 
| + R, j ! |. | - Ra; red hepatisation R, 
54 | 61 | 7 Diffuse | Wt | =; =- = | - 7 Myocarditis Broncho- No autopsy — 
; | ibroncho- | | | pneumonia : 
= | pneu | | l 
-T | 67 7 R,+ Rs II +j) = | - | — ‘' 1 | Auricular fibrillation 'Lobar pneumonia | Early abscesses R, 
118 | 36 | 3 R, Not -| =|- + 24 Chronic nephritis, Cardiac failure | Vegetation on aortic ¢usp 
| typed | | dilatation of heart 
- ' 
110 38 7 | L+ R) Not | =: — +B | = :104| Extensive thrombo- Lung abscess, Abscess L; empyema left and 
| typed | | phlebitis both legs empyema, right pleural cavity 
| | with abscess for- toxemia l 
| i | | | mation $ 
SULPHATHIAZOLE GROUP 
ee = -= eM à aes E 
7 | 73 3 Left IV | -| $j =. = 9; Thrombosis of saph- | Pneumococcal Pulmonary embolism; no con- 
basal enous vein meningitis ; solidation ; pus over brain 
a pulmonary 
| embolism 
15 | 64 8 R+ R) wi +,.—-|=-|- 1 — Lobar pneumonia! Abscesses R,; consolidation R,, 
F R, + | i i , Rs; and L; 
“2 | i 
: i ; . 
20 | 44 5 Li+ L; lI +: —/| +1 + 62, Chronic tuberculosis | Pulmonary Pericarditis; left lung, cavitation 
| tuberculosis opening into pleura; right, 
with empyema pleural effusion : 
24 | 76 14 L. mid lI - | =- |) = | + 8 Myocarditis, Bronchopneu., Widespread bronchopneumonia 
zone l | | delirium cardiac failure l 
| P 
30 | 45 5 Ly II 4$ =| = | ‘== 6° Polycystic kidney Lobar pneumonia) Rt polycystic kidney ; abscesses L, 
; l | 
28 | 59 7 Le I Se + | =" 6! Dilated heart Lobar pneu.; | L, gray hepatisation ; commencing 
| | cardiac failure empyema; dilated heart 
72 | 52 7 R, I + | -—|;—| = | 3! Heart dilated’ Lobar pneumonia) Abscess*R, 
93 | 62 8 Lat Ryo |Strep. | = | =- | = | =| 16 Carcinoma R,: Pneumonia ; Carcinoma R33 consolidation Rs, 
æl- | Sonne dysentery carcinoma of l. L} and R;; Strep. fæcalis cul- 
alis | | tured 


lung | 


Note: L, = Left upper lobe, &c. 


= Bilateral. 


Pn = Pneumococcus. 


‘In some, ` 
. the lung tissue was almost diffluent at autopsy and one 
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difference wee them. After the. initial fall, the 
chart for the penicillin cases showed a slight rise of 
about 0:5° F. This could be explained by a pyrexial 
reaction noted in about half the cases which was not 
related to the disease but seemed to be due to the 
- penicillin or its impurities. 


) 


Finally, it seems necessary to 38 3 
list any advantages or disadvant- RS 2 
ages of the two treatments. Sofar | § 2 i 
as sulphathiazole was concerned, aS 
sS P 
NS . 
a$ g 
N Ñ 
W S K 
Q - 
o , 
F ; 
Q 
= 
K 
N 
wy 
< 
20,000 
> 10 0.00 
-14000 ~ 18,000 
nO g 
S S 
‘£ 12000 § 16,000 
So x 
$ 10000 14,000 
`~ Y 
@q 8000 > 12.000 
= 
6000 10.000 
‘a l 
2 3 4 5 
DAY OF ILLNESS ES , 
Fig. 1—Case 19. ; ` 


= administration was,. of course, easy. Toxic effects from 
the drugs were noted in only 5 cases—drug sensitis- 
ation (2 cases), severe nausea and vomiting (8 cases). 
(It is perhaps worth emphasising, in view of the high 
dosage during the first twenty-four hours, that no 
case showed any renal disturbance.) In the case of 
penicillin, administration was undoubtedly difficult, 
Although the eudrip apparatus worked satisfactorily 
it required constant supervision, especially during 
the first twenty-four hours. 
resented the needle and tried to remove it. In one or 
two cases, the patient actually pulled down the whole 
apparátus.. Apart from some redness of the thigh at the 
‘site of injection and the pyrexial effect, already referred 
to, toxic effects were not encountered. So far as 
nursing management and general clinical control was 
concerned the advantage undoubtedly lay with the 
sulphonamide-treated group. 

Apart from this straightforward comparison, however, 
we would draw attention to 3 patients in the whole 
series whom we think need special mention. 


_ Case 19.—Man, aged 53 years (fig.1); 3rd day of illness ; con- 

solidation R,. No sputum available ; blood-culture negative. 
Had a history of’ previous coronary thrombosis and on 
admission auricular fibrillation was manifest. Initial white- 
cell count 6000 per c.mm. (17% myelocytes). Hzsemoglobin 
_ (Hb) 15-4 g. per 100 c.cm.; red cells 4,730,000 per c.mm. 
‘Plasma proteins 6-0 g. per 100 c.cm. This man was 
gravely il] and was given penicillin intramuscularly and intra- 
venously. Recovery was straightforward and he was 
‘dismissed well after 30 days in hospital. 


Case 66.—Man, aged 58 years (fig. 2); 2nd day of illness ; 
- consolidation L, L,; types vur and I pneumococcus ; 
_blood-culture negative. On admission, was gravely, ill with 
auricular fibrillation. White cells 22,000 per c.mm. (15% 
myelocytes). Hemoglobin 12:7 g. per 100. c.cm. Plasma 
proteins 6-98 g. per 100 c.cm. Received 17 g. sulphathiazole 
during the first-36 hours in hospital, but the condition, 


Fig. 2—Case 66, 


Many of the ill patients - 
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. deteriorated. Einpyems was diagnosed and pus (type jpe. 
mococcus) removed. Treatment was changed to penicillin 
(1:029 mega units in 7 days) both parenterally and intra- 
' pleurally, which was follagyed by prompt improvement. Intra- 
pleural drainage‘had eventually to ‘be performed, and he was 
_ dismissed well after 52 days in hospital. 


‘Case 82.—Man, aged 66 years (fig. 3) ; 

4th day of illness; consolidation L,; 

~ sputum, pneumococcus type I1; blood- 
culture positive (pneumococcus type I). 
On admission he was found to have an 
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-gi ( unitsx!000) 
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TEMP 


3 4 5 6 4 5 6 
DAY OF ILLNESS DAY OF ILLNESS 
Fig. 3--Case 82, 
Penicillin dosage (IM, lnteatvuscules, iV, intravenous) temperature, pulse-rate, and white-cell counts. 


untreated pernicious anemia. White cells 400 per c.mm. 
(10% myelocytes). Hsemoglobin was 6'9 g. per 100 c.cm. 
falling to 5-95 g. by 7th day of illness. (He was later 
shown to have a histamine-fast achlorhydria.) Plasma 
proteins 5-68 g. per 100 c.cm. Penicillin was administered 
hy intramuscular drip: 0-675 mega units in 4 days: Dis- 
missed. with are resolution of the rungs after 46 days 
in hospital. 


TABLE III—-COMPLICATIONS NOTED IN THE TWO TREATMENT- 
GROUPS 


Em- |Menin-] Sterile Delayed 


Other | Total 


pyema| gitis | effusion | resolution 
Penicillin group 1 1 7 19 5 33 
l (30-1%) 
Sulphathiazole 3 I | `4 23 0 31 
group Shae 5%) 


The figures in parentheses are pen ercentages of the total cases in 
cach treatment-group. 


We regarded these 3 as the most serious cases in the 
series, and we believe that the treatment.with penicillin | 
was instrumental in saving their lives. 


DISCUSSION 


We fully appreciate that the comparison of two 
relatively small groups of cases cannot take into account 
all the possible complicating factors which may affect the 
course of pneumonia. The data which have been pre- 


` sented, however; show that, in the average case, there is 


little to choose between the two methods of treatment, 
so far as the end-result is concerned. But even in this 
series of cases 3 patients can be singled out as having been 
so gravely ill that, in our opinion, death might have been 
expected. Their recovery after treatment with peni- 


. cillin suggests that there is a small proportion of pneu- 


monic patients over 40 years for whom penicillin (possibly _ 
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’ because of its low toxicity) will represent a definite 
improvement over sulphonamides. 


Some tentative guides for the efficient use of penicillin | 


may be formulated. In the first place, in such severe 
cases, an adequate dose of a sulphonamide should be 
given during the first twenty-four hours. (We believe 
that our results with sulphathiazole, given as we gave it, 
are satisfactory for unselected patients in this age- 
group, and that pneumonia in the person over 40 years 
should be regarded as a medical emergency.) In the 
second place, a preliminary —blood-culture (before 
administering sulpbonamides) becomes of increasing 
importance; for a positive result, especially if the 
infection is heavy, should suggest the need for starting 
penicillin. Thirdly, a routine white-cell count, when 
treatment is begun, will be of value in picking up the 
leucopenic patient (not uncommon in this age-group) 
who may respond unsatisfactorily to sulphonamides. 
Lastly, but not least important, the clinical assessment 
of the patient should be taken into account. We are 
satisfied that a poor cardiovascular system remains the 
most important prognostic factor in pneumonia, and 
should constitute an indication for combined therapy. 
Extensive pulmonary involvement, severe cyanosis, and 
dyspnoea are other indications which may call for the 
support of chemotherapy by penicillin. The fact that 
we now have two effective methods of attack makes it 
more than ever important that the closest codperation 
should be established between the laboratory and the 
clinician if the best ‘results are to be. obtained in the 
management of pneumonia. 

In one respect our results were surprising. Since 
penicillin was not, like sulphonamides, a foreign chemical 
substance toxic to body-cells, we had expected that 
resolution would proceed more quickly in the patients 
given penicillin. Our results show that the complication 
is equally liable’ to occur in both groups. It is, therefore, 
unlikely that delay: or failure of resolution is a conse- 
quence of the therapeutic agent itself, but must be 
related to some failure on the part of the patient. That 
this failure is not due to the lack of specific immune 


substances is suggested by the fact that delayed reso-. 


lution, remains as frequent when chemotherapy is 
combined with serotherapy (Anderson 1943). 

The process of resolution is imperfectly understood, 
but its satisfactory accomplishment seems. to depend on 
two factors—the dissolving of the pulmonary exudate by 
enzymic or phagocytic activity, and its subsequent 
removal from the lungs either directly through the air- 
passages as sputum or by absorption along lymph- or 
blood-vessels. The action of both of the therapeutic 
agents is antibacterial; their therapeutic effect is 
dependent on their ability to attack any circulating 
infection as well as to penetrate into the consolidated 


-lung. It has long been known that the penetration of the . 


consolidated lung through the blood-stream is hampered 
by the ischemia. which develops fairly early (Kline 
and Winternitz 1915) and the poor results obtained 
with serum after the fourth day were often ascribed to 
this cause. Quite apart, therefore, from the possi- 
bility that there may be chemical interference with the 
formation of the dissolving enzyme by the therapeutic 
substance; the further possibility exists that the 
infective agent in the pulmonic consolidation may be 
damped down at a stage when ischemia is still a definite 
factor. “This latter occurrence might make it as difficult 
for the exudate to be removed along partially impeded 
vessels as it was for the therapeutic agent to gain 
entrance. It is our experience that delay or failure of 
resolution is most likely to occur (1) in those over 40 
years of age, (2) in those with definite cardiovascular 
disease, and (3) in those whose consolidation is most 
-dense as judged by radiography. This last point 
particularly supports the view that ischemia may play 
a part. 

The present results suggest that slow resolution 


(which is so common with these modern therapeutic- 


measures) is the price we must pay for stopping an 
infective process too quickly. Improvement in the 
speed of resolution must therefore depend not on 
refinements in the methods of administering ihe anti- 
bacterial agents but on some ancillary method of 
treatment aimed at dissolving the pulmonary exudate 
more rapidly or making its absorption more easy. 
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SUMMARY 


A series of 126 patients over the age of 35 years 
suffering from pneumonia was divided by random 
selection into two groups, one of which was given . 
sulphathiazole, the other penicillin. All patients 
received the same symptomatic treatment and general 
clinical control. 

The distribution of factors known to influence the 
course of the disease was the same in-the two groups. 

Each method achieved fairly similar results. In 3 
patients, however, it was thought that penicillin had 
produced an unexpected recovery. 

There is no reason for abandoning properly controlled 
sulphonamide treatment for the average case ; and it is 


. suggested that penicillin should be used for selected pa- 


tients, usually in combination with a sulphonamide. In- 
dications for the use of penicillin are tentatively suggested., 
The cause of delayed resolution is discussed. 


REFERENCES 


Anderson, T. (1943) Brit. ee. J. i, 717. 
M. H., Hobby, G. L. ee Aner. med, Ass. 124, 611. 
Fleming, A. (1929) Brit. $ exp. Path. ; 
Keefer, C. S., Blake, F. G., Marshall, T k , jun., Lockwood, J. S., 
Wood, W. B., jun. (1943) J. Amer. med. Ags. 122, 1217. 
Kline, B. S., W internitz, M. C. (1915) J. exp. tea 21, 31 1, 
McAdam, T. NW. J., Duguid, J. P., Challinor, S . (1944) Lancet, 
ji . i 


MASS RADIOGRAPHY z 


JAMES F. BRAILSFORD, M D, PH D BIRM., FRCP, FICS 
CONSULTING RADIOLOGIST TO THE MASS, RADIOGRAPHY UNIT, 
BIRMINGHAM 


THE purpose of mass radiography was thus defined 
by the Minister of Health in the House on June 30, 
1942: “ We have tended to concentrate on treatment 
rather than early diagnosis, but the developments in 
miniature radiography during the last few months‘seem 
to give us a new and useful weapon for detection—and 
it was hoped that toward the end of the year we should 
be able to detect and treat tuberculosis in the early 
stages, when we can by a period of suitable treatment 
restore 'a man to health and self-sufficiency with the 
shortest possible interruption of his normal life.’’ 

The impression was given to the public that radio- 
graphy would be applied to the whole population ; 


that in consequence all cases of tuberculosis would be 


recognised early, and prompt treatment would lead to 
cure—at least diminution if not eradication of the 
The fact that about 50% of the patients die 
within 12 months of notification appears on superficial 
examination to support this. 

Since that time the aims have been considerably 
modified; for, whereas to radiograph the entire 
population periodically some 4000 units with all their 
medical and technical personnel.and accommodation 
would be necessary, only 25 units have been provided, 
and the likelihood of any considerable increase on this 
is very questionable. 


- GROUP EXAMINATIONS 


. With the few units available all we can do is to confine 
our attention to certain groups of people, and already 
some groups of the armed forces, civil service, factory 
workers, schools, &c., have been examined with them. 
Such group examinations will permit us to detect all 


those cases which have lesions sufficiently advanced to 


give us contrast density within the normal tissues. 
These will include those patients in whom the disease 
has not been diagnosed, because its signs and symptoms 
have been regarded by the patient and/or the doctor 
as merely those due to colds, influenza, bronchitis, or 
pneumonia, even though, or peers because, the bouts 
of ill health have been followed by shorter or longer 
periods of quiescence during which the affection appeared 
to have been overcome. Apart from pulmonatry tuber- 
culosis radiography will reveal other lesions of the lungs 
and deformities of the outlines of the heart and large 
vessels. 

But with all these discoveries mass radiography has 
important limitations. It is unlikely that it will reveal 
more than a few cases of the acute progressive disease, 
for the relatively sudden onset and the prominence of 


* Read to the Midland Tuberculosis Society .on Sept. 1, 1945. 
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the symptoms cause the patient to seek medical attention, | 
when it is unlikely that the serious nature of the condition. 


would be unsuspected. Neither will such examinations 
. detect those early cases of infection in which the lesions 
have not attained sufficient size or produced sufficient 
contrast density to permit of radiographic demonstration, 
though the patient may have symptoms and signs, with 
perhaps tubercle bacilli in the sputum ; for, as I have 
pointed out elsewhere (Brailsford 1945), there is a latent 
radiographic period between the onset of symptoms and 
the development of radiographic signs. In that milder 
and more chronic type of case which exhibits an irregular 
` periodicity of activity with quiescent intervals the 
radiographic evidence may not become visible before 
the more prominent symptoms have subsided. In fact, 
` æa most careful clinical examination at this time may not 
reveal any sign of tuberculosis. In those patients with 
old calcified lesions clinical evidence of reactivity may 
not be supported by radiography for some months, 
uniless-it is associated with such massive conditions as 
pleural effusion, atelectasis, or consolidation. Very few 
of the patients sent to me with the diagnosis of miliary 
tuberculosis, because of the prominent signs and symp- 
toms, ‘have radiographic evidence to support it at the 
first examination. 
It is not appreciated as much as it should be, that 
absence of radiographic evidence of activity or reactivity 
from the miniature photograph of the screen image (a 
visualisation inferior to the direct radiogram) leads to 
the case being classed as normal or healed, and no further 
investigation, either by direct radiography or by clinical 
methods, is carried out. Is it not possible that an 
examination with negative results might well reassure 
the patient or doctor, even though suspicious symptoms 
may be present at the time or develop later, and cause 
delay in seeking further corroborative evidence ? I have 
been amazed at the length of time-which has elapsed 
since the first negative radiographic examination before 
the patient, now with obvious clinical evidence of disease, 
is sent for a sécond examination. To this the evidence 
of Toussaint and Pritchard (1944) is particularly per- 
tinent : ‘‘ These soft proliferative lesions, which in our 
opinion account for the bulk of pulmonary deaths, will 
arise comparatively suddenly in a person who some time 
previously presented a perfectly normal X ray.” 
Tuberculosis is an infectious disease; consequently, 
to investigate groups, no matter how completely, and 
to ignore all their contacts cannot be regarded as a 
material contribution to the eradication of tuberculosis. 
Those found to be suffering from active tuberculosis 
may have their contacts more or less thoroughly investi- 
gated, but there is nothing to prevent those classed as 
-normal from becoming infected from an unknown 
contact a few weeks before or any time after the mass 
examination ; and, unless the examinations are repeated 
at short intervals, even infection from unsuspected 
‘* normals ’’ may occur. l 


' Because these group examinations are not compulsory, - 


a variable number of persons present themselves, and it is 
reasonable to suppose that a larger percentage of those 
who refrain are suspicious of their chests. In some cases 
where the miniature or the large film has revealed very 
suspicious evidence the patient does not respond to 
further calls for examination. Apart from the scheme, 
and for years before it was begun, patients sought 
confirmation or réfutation of their fears by private 
consultation rather than face any official recognition. 


MOST IMPORTANT GROUPS 


Since only 5 per 1000, or even less in some groups, 
.show radiographic evidence which is regarded as indicat- 
ing actiye disease, it would be reasonable and more 
profitable to use, as I have previously suggested (Brails- 
ford 1944), the very limited available service for three 
purposes. (1) The investigation of that large group of 
persons who are known to have been in contact with 
infection, for upwards of 10% of such contacts are found 
to be infected (I should certainly advise it to supersede 
much screening, since, apart from the danger, screening 


provides us with no image for future comparison). (2)- 


For the investigation of patients referred because of 
suspicious signs or symptoms of pulmonary diseast. 
(3) For the examination of those workers whose employ- 


ment subjects them to the possibility of inhaling noxious - 
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fumes or dust likely to damage the lungs; if the 


susceptible ones were discovered early, they could be. 


removed from the source of damage before their lungs 
had been irretrievably destroyed. Bm 


EQUIPMENT NECESSARY | 
Mass radiography is not the new weapon suggested by 
the Minister. It has been used for many years as part 
of the routine medical examinations of probationer 


nurses, &c.. For this purpose the ordinary equipment of 


the radiographic department is satisfactory. The direct 


film taken by experienced radiologists or trained techni- 


cians with the modest units used by.cottage hospitals 
is excellent for the purpose; but, when the numbers 
are large, the expense is great and the time consumed 
considerable. The substitution of paper for films will 
reduce the cost but not the time, and fhe records are not 
so durable. The units which use miniature photographs 
of the screen images permit of considerable saving in 
time and expense; 300 per hour was first suggested ; 
the more modest number of 1000—1200 per week is 


-attained. These miniatures do permit of visualisation 


of relatively small lesions besides the more massive 
invasions. Traill (1943), who is an enthusiastic advocate, 


‘claims that such miniatures can even detect -lesions 


missed in full-sized films; but the miniature does not 
detect even the image of the metal grid used as a fixed 
screen, and, like the fluorescent image, yields a picture 
which is now generally recognised as inferior to the 


direct radiogram. The advisers to the scheme now 


recommend that if any miniature is suspicious it should 
be -verified by a direct radiogram. i o 
Long and Stearns (1943), analysing thè findings of 
53,000 radiograms of men in the United States Army, 
said: ‘‘ This review would indicate that a certain 
number of active cases slipped through—a certain 
number could easily be missed unless one inspected the 
4 x 5 views singly as well as stereoscopically. More 
difficult to explain is the overlooking of several cases of 
moderately and far advanced disease.” In the dis- 


- cussion which followed, Colonel de Lorimer said : ‘‘ Each 


mistake cost the taxpayers $10,000—$15,000. Moreover, 
in many instances there was dissemination of the disease 
by the individuals involved, resulting in a multiplication 
of the compensation requirements. - Surely these studies 
indicate the great responsibility which rests upon 
doctors who are entrusted with this work.’’ As high as 
6% of early cases. of tuberculosis were missed by mass 
radiography according to one USA authority. 

In the mass-radiography schemes of this country the 


most important decision rests with the person whose duty | 


it is to examine the miniatures, for every one judged as 
normal or as showing healed lesions frees the individual 
whose miniature it is from any further radiographic 
examination and any clinical examination. Because of 


this grave responsibility I deprecate the advice that the 


miniature can show more than or at least as much as the 
direct radiogram, and I advise that in any case of doubt 
a direct film ought to be taken. Unfortunately technical 
defects in the miniatures can be so misleading that a 


proportion of patients have to be recalled for direct 


radiography. Obviously the. number of such defects 
is related to the skill and experience of the technicians 
who process the films. The recalls for direct radiography 
for clinical examinations, &c., also involve a responsi- 
bility, for, though such recalls may appear to the official 
as routine, to the patient and relations they may cause 
considerable ,misapprehension, which in the case of 
multiple recalls may be very difficult to dispel. 


OTHER METHODS OF DETECTION 


The Medical Research Committee’s comment on 
Brownlee’s report (1918) stated that the tremendous 
fall in the tuberculosis mortality since the middle of last 
century was due to intrinsic biological properties : 
‘“ The decline is most naturally to be regarded as the 
ebb of a long epidemic wave,” and not to past or present 
administrations. This opinion must be very discon- 
certing to tuberculosis cfficers ; no wonder some turn 
with enthusiasm to a scheme which cffers eradication, 
‘but I am confident that disappointment will follow if 
the well-tried clinical methods are correspondingly 
neglected. _ | 

The clinical history and examination of a patient 


e 
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may reveal evidence which can be obtained in no other 
way. This was recognised by Mr. Ernest Bevin (1941) 
when in the House he discussed the explanation for the 
death of a soldier with tuberculosis, the diagnosis of 
which had been missed ; for he said: ‘“ The investiga- 
tion of previous medical history forms an important 
part of the medical examination, which includes careful 
questioning on this matter by the examining doctors.” 
It is strange that the scheme adopted by the Government 
ignores the necessity of these in sifting the radiographed ; 
it is also surely a very essential service, particularly when 


we think of the evidence of familial susceptibility. The 
latter suggests advisability of lifelong supervision, and | 


few would agree with .Thompson (1944), who supports 
the statement that ‘‘ re-examination of persons initially 
X-ray negative from a selected group of those continuing 
in close contact with a sputum-positive associate is so 


unprofitable that it can practically be neglected,” and | 


states, ‘‘It is not necessary, then, to budget at the 
onset for more than a single examination of each 
individual.” The finding of tubercle bacilli in the sputum 
is evidence with a significance beyond any other. 

The skin reaction in children indicates recent infection, 
and careful follow-up of contacts would, because the 
infection is recent, permit of the detection of ny 
active infectious cases. Jones Davies (1943) places great 
reliance on the positive skin reaction ; it caused him to 
conduct investigations which led to the source of infec- 
tion, often remote: and unexpected. Contrasted with 
radiography, the skin reaction in children: detects the 
active rather than.the remote infection, or, as Davies 
remarks, ‘‘ It is not nearly so significant to determine 
how many children have been infected in the past as 
it is to learn how many harbour virulent tubercle bacilli 
in the body and therefore may at any time, unless special 
care is taken; develop tuberculous disease.” In only a 
very small percentage of the positive reactors can 
suspicious signs be detected. 

Myers (1939), who based his conclusions on the exami- 
nation of 16,824 children; maintains that radiography 


of the chest in children is almost a total waste of time. .- 


In estimating the value of radiography we must 
remember its limitations. i oe 


(1) Latent. Radiographic Period.—Thompson (1944) 


regards this as a ‘‘ traditional gibe of the old school of 
wooden stethoscopes °? which ‘‘has never been sub- 
stantiated in other than a handful of freak. cases, and 
can usually be traced to poor X-ray technique or a 
clerical error in the bacteriological department.” He 
produced no evidence.to support this view ; yet Hebert 
(1927) said: ‘‘ Occasionally the X-ray films show no 
evidence of disease which is known to exist, either from 
positive sputum examination, from a large hemoptysis, 
or from a recent pleural effusion,” ... ‘6 In some cases 
of hemoptysis, pleurisy, and spontaneous pneumo- 
thorax, X-ray examination may be negative, but in 
others it may be only confirmatory evidence.” ... ‘‘ It 
is occasionally negative in incipient cases presenting 
a suggestive history, slight pyrexia, slight physical 
signs; and perhaps TB in the sputum.” The latter have 
been recorded in a number of cases by different workers. 


Webster (1941) reported the finding of tubercle bacilli | 


in 3 cases in his series of patients who had been subjected 
to mass radiography but in whom no radiographic 
evidence or clinical signs had been detected. Toussaint 
and Pritchard (1944) state: ‘‘ X-ray study of the initial 
stage of tuberculosis in adults shows how rapidly the 
tuberculous lesions are excavated ; it takes a few days, 
even a few hours, so that there is hardly any space left 
for an intermediate stage of excavation. This is prob- 
ably the reason why sputum appears so early, and why 
bacilli can be found in it almost from the beginning.” 
The advisers to the scheme have emphasised the 
importance of early diagnosis for the cure and eradica- 
tion of tuberculosis, but when I indicated (Brailsford 
1942), what can readily ‘be proved, that miniature 
photographs of the screen or fluoroscopy were inferior 
and would not detect the early lesion as soon as the 
direct radiogram, it was said that I was drawing “‘ a red 


herring across the trail,’’ for such cases must be very - 


few, and in any case it did not matter, and that my 
“ experience apparently differs from the rest of the 
civilised world ’’—a compliment less deserved than it 
sounds. Not a very few, but all, cases of the disease 


è 
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cases show prominent clinical signs. In 


„are proved to be of no real significance. 
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have, to have a beginning, and some authorities do not 
recognise that this is not immediately registered on the 
radiogram. That many show well-marked radiographic 
signs early, as in pneumonia, there is no doubt, but these. 
the more 
resistant, those who develop small lesions which gradually 
progress, those with symptoms and signs likely to be 
overlooked by doctor and patient, the radiographic 
picture is gradually built up from the normal, and it 
seems to me that, if we are priding ourselves on detecting 
cases. at the earliest possible time by radiography, we 
must appreciate the lessened efficiency of the miniature. 
Unless those of us who take part in any scheme of mass 
radiography recognise the latent radiographic period 
(Brailsford 1945), we shall mot appreciate the value of a 
second examination after a short interval. 

(2) Single Examination.—The single examination in 
many cases gives no idea whether the disease is active 
or healed ; it may not be possible to decide this without 
a very prolonged investigation. The work of tuber- 
culosis officers, already arduous, is likely to be materially 
increased by investigating the findings of mass radio- 
graphy without perhaps in many cases contributing any 
addition to prevention or cure. 

the. 


(3) Prognosis.—It is impossible to say from 


radiographic appearances of small lesions what the out- 


come will be. Some such lesions disappear within a 
few weeks, others remain unchanged for years. others 
are the precursors of an acute progressing fatal illness in 
spite of everything which is done. With any con- 
siderable use of one of these mass units many and 
varied unusual radiographic appearances will be seen. 
From the mere inspection of these, as with a legendless 
atlas of photographs, little will be learnt. However 
spectacular, they will become of value only when they 
can be viewed by the experienced in the light of the 
clinica] history and the findings of clinical methods, 
perhaps entailing very considerable time and trouble 
in their investigation.. In spite of the latter, because 
most of them occur in patients with no definite history, 
signs, or symptoms, they will teach us little. We must 


beware lest such poverty incite the inquisitive to adopt ` 


procedures which are ultimately to the patient’s dis- 
advantage or’ even disaster without materially con- 
tributing to knowledge or to the treatment of patients. 

(4) Multiple Lesions.—The radiographic appearance 
of widespread destructive tuberculous lesions in the lungs 
at the first examination is not always due to failure 
of the patient to seek medical attention or failure of 
the doctor to diagnose the condition, as has been often 
suggested. The disease does not always begin insidi- 
ously with a short period of activity followed by quies- 
cence and then with alternate periods of activity and 
quiescence until most of the lung is involved. It 
commonly begins acutely, like most infectious diseases, 
in a previously healthy person, and rapidly progresses 
to death within a year of onset. Toussaint and Pritchard 
(1944) confirm this, for they record: ‘‘ Those of us with 


extensive and ready facilities for repeated radiological] 


investigations are coming to realise also that these soft 
proliferative lesions, which in our opinion do account: for 
the bulk of pulmonary deaths (either unnotified or within 
a few months of notification), are not preceded by the ` 
small hard lesion now so frequently described as the 
lesions of asymptomatic pulmonary tuberculosis.” 


OTHER DEFECTS AND THEIR COSTS 


The possibilities of error of omission, particularly 
in any mass scheme, from the mere examination of a 
radiogram, and certainly a miniature, is greater than 
from a reasonable clinical examination ; and treatment 
should depend on the condition of the patient rather 
than on the radiographic appearances. The positive 
findings, on the other hand, may involve the tuber- 
culosis officer in considerable investigations before they 
Reference has 
already been made to the findings in the mass radio- 
graphy of the United States Army (Long and Stearns 
1943). In discussing that paper Ernst made the follow- 
ing comment: ‘‘ Let us not be unmindful of the mental 
anguish and economic stigma which will most certainly 
fdllow many of these rejected applicants throughout 
their lifetime.: In a group of 24 men observed during 
the past month and examined by me 3-5 years previously, 
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prior to their present examination, all of whom were 


rejected by\Army Boards as tuberculous subjects, not 
a single one presented suspicious history findings, and 
even now they show no evidence of clinical tuberculosis.” 
` We must not make light of the stigma of tuberculosis, 
for it may seriously affect the life of the individual. It 
is known to affect: insurance and the person’s livelihood 
(even such a matter as promotion in the civil service) 
and social contacts. It is the fear of it which prevents 
certain patients from seeking confirmation of their 
fears. Applied irregularly, as in these group examina- 
tions, the handicap of it may be very unfair, particu- 
larly if the patient derives no benefit from its publicity 
and if examination within the group is compulsory. 
The cost of the investigations occasioned by mass 
radiography is no small item. . Thompson (1944) 
dismisses it with the light comment: ‘‘ The method still 
demands an expenditure per caput equivalent to a 


-packet of twenty Woodbines, ʻa comparison which 


Garland’s -pertinent 


perhaps enables the question of cost to be viewed in 
proper perspective.” But, as was pointed out in the 
Journalof the American Medical Association, in the eastern 
part of the USA about 60% of the patients in tuberculous 
sanatoriums voluntarily ‘discharge themselves, even 
though bacilli are being found regularly. in their sputa. 
comment on this is: *“ it 


` seems futile to make expensive efforts to catch a few 


t 


open cases on the left-hand side of the room and to 
allow 60% of those you catch to walk out through the 
right-hand side to mingle with and infect the populace 
at large.” Over 75% of the patients discharged from 
sanatoria had tubercle bacilli in their sputa. Further, 
while there is all this endeavour, very much more expense 
in personnel, material, and accommodation to discover 
the early case than suggested by the authority quoted, 
we have not the accommodation or staff to treat those 
found in the ordinary way; and the chronic case is 
forced to work because he is not likely to benefit from 
sanatoria treatment. Over 50% of those who apply for 
allowances which would enable them to keep within the 
confines of their home are refused and forced to seek 
work where there is a good chance of them spreading 
infection to others. ; 


PROPAGANDA. 


I believe that the greatest contribution of mass ràdio- 
graphy to preventive medicine has been through its 
widespread spectacular advertising, including illustrated 
pamphlets, newspaper and periodical articles, hoardings, 
cinema shows, wireless. talks, and popular lectures. 
Unfortunately the propaganda of enthusiasts and from 
the Ministry has been strained to a degree of deception 
which may well bring discredit to the scheme and to 
radiology. Through these agencies it was taught that 
mass radiography would eradicate tuberculosis, and 
already, when the most it could have done was to 
indicate a greater prevalence, claims have been made 
that it has reduced the incidence, often by influential 
men who obviously do not understand the problem. 
Thus Prof. J. A. Crowther (1945) states, ‘‘ In a recent 
survey of some 20,000 operatives some 14% were found 
to be affected and were sent for treatment. Thus some 
three hundred workers will owe their escape from serious 
incapacity, and possibly from a premature death, to this 
development of Roentgen’s discovery of X rays.”’ 

From the point of view of the profession I regard the 
present teaching by certain chest specialists, that 
tuberculosis is asymptomatic and only radiography will 
detect it, as wholly unjustifiable, for it is not true of the 
active disease, and it teaches the student to seek radio- 
graphy instead of using clinical methods and focuses 
attention and treatment on the appearances of the 
radiogram rather than on the condition of the patient. 
Is it not possible that some persons with’ signs and symp- 
toms would be led to dismiss the possibility of tuber- 
culosis because the chest specialist says the disease is 
symptomless ? Would it not be more reasonable to 
teach the public the early signs and the doctor the 
importance of efficient investigation of those signs which 
are so much neglected today ? Thompson (1944) has 
stated : 
phthisical -ones would be diagnosed relatively late, for 
it is abundantly clear that early phthisis is for practical 
purposes asymptomatic and can only be detected by 
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cured himself. 


“ Even if every cougher were X rayed, the’ 
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routine examination. For this purpose our best instru- 
ment is mass radiography, and for mass radiography 
there is no substitute.” In support of the claim that 
the disease is symptomless and radiography essential, 


cases have been recorded which had been passed Al 
. by medical examiners, yet the radiograms revealed 
extensive tuberculous fibrosis and cavitation in both. 


lungs, and further examinations revealed the history of 
sanatorium treatment, tubercle bacilli in the sputum, 


and such prominent signs as repeated hemoptysis. If 


it were true, but I do not believe it is, that such cases 
could be missed by reasonably efficient clinical methods, 
the sooner such clinicians cease to waste time on teaching 
the humbug of clinical methods and transfer tuition to 
experienced radiologists the better. But even efficient 
radiography cannot make up to the patient for inefficient 
clinical medicine, though it obviously does delude the 
enthusiast. ro 

` Of the persons we know to have tuberculosis and who. 
have undergone a period of treatment, are we not 
satisfied when they become and remain symptomless ? 
It is the recurrence of symptoms which causes us to act. 
Even of the cases which have been referred by the 


medical practitioner or tuberculosis officer for periodical 


radiography and in whose radiograms abnormal shadows 
are shown, do we not eventually counsel them that there is 
no need tocome for further examination unless symptoms 
develop ? The a e of the mass-radiography scheme 
counsel its workers. to ignore radiographic evidence 
which suggests healing—certainly in such cases we are 
satisfied as long as they are symptomless, but it would te 
unwise if symptoms existed. Crowther and others who 
have so expressed themselves do not realise that even 


if the case is diagnosed at the earliest stage and given ` 


all the benefits of the best sanatoria treatment, the 
progress of the disease may not be checked. Healthy 
young people after careful and thorough clinical and 


medica] examinations have been accepted as nurses in- 


sanatoria ; have been periodically examined and found 
to remain ‘healthy until, perhaps only after a short 
interval following the last medical examination, suspi- 


cious clinical signs and symptoms have developed, with 
radiographic confirmation at the earliest possible date.’ 


Yet in some cases-in spite of prompt and continued 
sanatoria treatment, with all its medical and surgical 
possibilities, the disease has progressed to an early death. 


‘Even the enthusiast, Thompson, admits that ‘there 


may be no statistical proof that detection and treatment 
of a small lesion ultimately improves the individual 
prognosis.” i , | 
But, if we have proof of anything, it is that rest 
(mental besides physical), good food, fresh air, and sun- 
shine have the most beneficial effects on tuberculous 
subjects, and many patients with clinical tuberculosis 
recover, or are improved, under their influence. These 
good influences are not confined to sanatoria—they exist 
in many homes. Why not use them in these days of 
shortage of beds and nurses ? We have known for many 
years that most persons who contract tuberculosis 
recover without any treatment whatsoever—this has 
been abundantly proved by the findings of mass radio- 
graphy. We know also that patients can live for 20 or 
more years with chronic pulmonary tuberculosis, even 


though both lungs show an astonishing degree of destruc- 


tion, and there is nothing we know that can cure them. 

We have no proof that such active measures as pro- 
longed pneumothorax, pneumoperitoneum, and/or sur- 
gical attacks on the phrenic nerve or on the chest wall 
or lungs cure, for such ‘‘cure’’ on one side is not infre- 
quently followed *by development of the disease on the 
other, and yet the patient may live. In fact, the mest 
satisfactory surgical results appear to be on the healed 
but damaged lung of a patient who has, so to speak, 
Mental and physical rest appear to be 
the most effective factor in treatment. 
measures referred to may give enforced physical rest, 
but the mental anxiety must be considerable. Such 
measures would seriously inrpair the life of the strong 
and healthy, and it is difficult to believe that the tuber- 
culous patient who is failing and yet can survive them 
and the disease would not have made a ‘better ultimate 


recovery from the disease without them.. The spec- | 


tacular effect of radiography is largely responsible for the 
institution of such measures ; without it they would not 


The active . 
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be used. Probably with a better understanding of the 
radiogram they would not. Such treatment is therefore 
dictated by radiographic appearances and not by the 
condition of the patient ; judged alone the latter would 
often contra-indicate measures of interference. 


Since writing this paper the August NAPT bulletin has 
reached me and I have read the leader ‘‘ The Price of 
Victory ” in which the question is asked—‘ Is there any 
lesson to be gained from the present disquieting tuber- 
culosis situation ? Perhaps this: that we have not 
kept a proper proportion between the various elements 
of the Tuberculosis Scheme, but have concentrated 
too much on the spectacular, and too little on the 
unobtrusive methods of home and dispensary care, 
accompanied by adequate environmental hygiene. . The 
Tuberculosis Scheme has come to depend too much upon 
residential institutions, and too little upon building up 
of personal resistance in home surroundings. It is 
certain that the shortage of sanatorium beds in the next 
few years will give ample opportunity to redress this 
balance.” 

l SUMMARY 


Periodical mass radiography of groups of persons 
suspected of disease of the lungs, of contacts with open 
disease, and of persons whose lungs are subjected to 
noxious fumes or dusts is a useful and beneficial accessory 
to medical examination. i 

Periodica] mass. radiography of groups such as the 

services, civil or military, and the inmates of institutions 
will aid the detection, segregation, and exclusion of 
those with positive radiographic signs. 
_ Mass radiography of groups of civilians by one 
examination is essentially the initial stage of a research 
measure from which we may obtain more or less valuable 
information, but it cannot be regarded as a material 
contribution to preventive medicine. 


i 


203. 
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`. INGUINAL HERNIA 
THE NEW MUSCULAR INTERNAL RING 
. W. J. M. BRANDON, OBE, FROSE 
LIEUT.-COLONEL RAMO ' 


IN a recent article} I put forward a plea for the 
construction of a new muscular internal ring in the 
treatment of acquired oblique and large congenital 
oblique herniz ; but I did not give adequate proof that 
this new ring would be less liable to penetration and 
subsequent stretching than the original one. In the 
following supplement my reasons are presented in greater 
detail with one or two amendments. i 

After nearly 50 years of modern surgery no single 
method of operation has proved pre-eminent, except 
simple herniotomy, which has a limited application and 
possibly a temporary vogue. The one factor common 
to an otherwise highly varied system of repair has been 
the retention of the original muscular interna] ring. 
By way of contrast, simple closure of this ring together 
with the rest of the inguinal canal, after removal of 
the cord and testicle, has proved uniformly successful] 
even under the most adverse conditions. From this I 
deduced that the internal ring was the potential 
source of weakness in all the well-known repairs, and 
that the new hernia] sac, once initiated, would in time 
outflank and turn the most strongly defended posterior 
wall. It seems, therefore, that the primary aim in the 
‘treatment of inguinal hernia is to discard the old ring 
entirely, and construct a new one. But sufficient 


1. Lancet 1945, i, 167. 


LIEUT.-COLONEL BRANDON : INGUINAL HERNIA 


. direct recurrent herniæ ; 
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Fig. |—A, incision of internal oblique and transversalis muscigs ; B, con- 
joined tendon ; C, spermatic cord. l 


Fig. 2—A, incised muscles reconstituted to form new muscular internal 
ring ; B, entire inguinal canal ciosed by suture of conjained tendon 
to Poupart’s ligament. 


Fig. 3—A, portions of internal oblique and transversalis muscies sutured 
‘medial to cord; B, sutured conjoined tendon; D, transversalis fascia; 
E, lateral portion of internal oblique and transversalis muscles. 

Fig. 4—A, internal oblique and transversalis muscles incised; F, muscles 
separated in the line of their fibres. (Spermatic cord omitted.) 

Fig. S—New muscular internal ring full constructed. - | 

Fig. 6—A, B (sutured conjoined tendon), anterior blade of shutter 
giving full protection to true internal ring; C, spermatic cord 
emerging from new muscular internal ring after taking an S-shaped 
bend; D, transversalis fascia forming posterior blade of shutter and 
protecting new muscular internal ring; E, internal oblique and 
transversalis muscles; G, dotted lines showing path taken by sper- 
matic cord in all well-known posterior repair operations. 


evidence must be produced to show that the new ring 
will not suffer from the latent weakness of the old. 
There has been a tendency in the past to regard 
recurrences which follow the repair of oblique herniæ as 
but it will be found that, 
though in many cases the recurrent hernia appears to be 
a direct hernia, the internal ring is always invol¥ed, 
suggesting that these herniæ, like the more obvious 
oblique recurrences, have the same origin—a weakness 
of the internal ring; and it is the persistence of this 
weakness, regardless of the-age and condition of the 
patient, the type of repair, or the materials used, that 
has created the prablem of inguinal hernia. I do not 
intend to show why this is so, but to accept it as a self- 


evident fact and attempt to overcome the difficulty by | 


a simple adaptation. 


THE OPERATION 


The following operation is concerned primarily with 
the construction of a new muscular interna] ring. The 
type of repair to the posterior wall, on the other hand, 
remains the prerogative of the surgeon and will depend 
on his personal preferences, the type of patient, and the 
findings at operation. But it must be remembered that 
the cause of a recurrence is a weakness of the internal] 
ring, and the effect is the destruction of the posterior 
wall of the canal; hence, if the cause is removed, the 
repair of the posterior wall can be simplified without 
undue risk, and the operation in its simplest form 
becomes a modified Bassini. 


The steps of the standard operation are followed up to the 
point where the cremaster muscle has been incised and the 
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contents of the sone have been exposed. The internal 
oblique and transversalis muscles are now divided close to 


their origins from Poupart’s ligament in the line of the- 


inguinal canal for a distance of 1} in. or more if the mobilised 
cord has a sufficient amount of slack. The sac is then 
isolated, ligated at its neck, and excised. Two small retrac- 
tors are inserted, and the cut ends of the muscles are gently 
separated. This gives an unimpeded view of the stretched 
internal ring and allows a comparatively easy closure of the 
- torn or stretched transversalis fascia. 

Once this has been accomplished, the cord is brought well 
up into the V of the incision and held with slight tension while 
the two arms of the V are resutured with three or more 
interrupted catgut or silk sutures, thus reconstituting the 
. cut muscles round the cord, which now emerges through a 
well-fitting aperture placed well out in a lateral position 
(figs. 1, 2, and 3). (The construction of this new muscular 
internal ring may be modified as in figs. 4 and 5). The con- 
joined tendon is then sutured to Poupart’s ligament with a 
series of interrupted catgut or silk sutures, thus closing the 
old muscular internal ring and the entire inguinal canal. 
The external oblique muscle is repaired over the cord, and the 
skin incision is closed in the usual manner. 


The operation in this form will give adequate pro- 
tection in young healthy adults with good tnuscles, but 
variations in the development of the conjoined tendon, 
poor muscles, and increasing intra-abdominal tension 
will call for a stronger repair to the posterior wall. 
Tension on the conjoined tendon may be relieved by the 
Scott-Tanner rectus-sheath incision, or the posterior 
wall may be reinforced by any of the well-known methods. 
If, however, the muscles are very weak and the available 
fascial flaps are of poor quality, the Galli o or a silk-lattice 
repair will meet the case. 


- DISCUSSION 


‘The main purpose of this operation is to prevent a 
new hernial sac from entering the inguinal canal, and 
this is accomplished by staggering the points of emergence 
of the cord through the fibrous and muscular layers. 


In this way we avoid the underlying weakness of all 


the posterior repair operations, which is that the muscular 
internal ring is superimposed on the true internal ring 
so that neither of them receives adequate protection 
against the outward thrust of intra-abdominal pressure. 
But by placing the new muscular internal ring 13 in. 
lateral to its normal position both rings are protected, 
because the cord now emerges through a shutter with 
its two blades in a permanently closed position. The 
anterior blade is formed by the reconstructed posterior 
wall of the inguinal canal, and the posterior blade by 
intact transversalis fascia (fig. 6). 

The important feature is that the true internal ring 
now abuts against, and is fully protected by, an 
impregnable barrier of muscle, reinforced, if need be, 
with fascia or silk. The new muscular internal ring is 
primarily the means of obtaining this barrier and is, 
in itself, of secondary importance as a defence measure. 
It has, however, some advantages: it brings the cord 
through thick unfailed muscles at a point where the 
expulsive force of intra-abdominal pressure is less ; it 
is protected posteriorly by intact transversalis fa scia $ i 
it can be made to fit the cord accurately throughout 
its depth ; the cut surfaces of the muscles will become 
firmly adherent to the segment of the cord which lies 
‘within the ring; and’ the S-shaped bend imparted to 
the cord between its point of emergence through the 
true internal ring and its point of entry into the inguinal 
canal ‘will discourage all but the most dogged recurrent 
hernial sac. 

CONCLUSION 


Though the construction of a new muscular internal 
ring has been applied to two specific types of inguinal 
hernia, it is equally applicable to all; but for the 
moment it remains a thesis, and the proof must be left 
to the test of time. If we find in due course that the 
irreconcilable gap between statistical recurrence-rates 
and individual achievements has been narrowed, we may 
assume that the problem of inguinal hernia has at last 
left the treadmill and is treading the path of progress. 


I wish to thank Mr. W. H. Ogilvie, Frcs, for his help in the 
preparation of this article. Many of its salient features are 
the direct result of his suggestions. 
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DvuRING the last three years the heavy incidence of 
sprue among troops in India and South-East Asia Com- 
mand afforded a clinical experience which is probably 
unprecedented—for example, in 1944 alone we had to 
invalid home 675 cases. Working at the main base 
hospital of India one had at least a passing acquaintance 
with almost all of them and altogether probably well over 
800 patients in varying stages of the disease were seen. 
I mention these figures with humility rather than arro- 
gance, for throughout this time my colleagues and I have 
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been exasperated by our inability to add materially to 


knowledge of the true nature of the disease. 

The diagnosis of the syndrome presents few difficulties 
once one has realised that dysentery is not the only cause 
of diarrhoea in the tropics. On the therapeutic side our 
standardised methods have perhaps tended to make us 
complacent, and yet when viewed with a coldly scientific 
eye they can scarcely be considered entirely satisfying. 
The carefully adjusted diet does little more than rid the 
bowel of a mass of material it is unable to absorb ; the 
deficiency syndrome we can only hope to correct by 
the wholesale administration of all our vitamin prepara- 
tions, and even the most specific remedy, liver-extract, 
unknown. 


GENERAL FEATURES 


A dechon of classical sprue would be a waste of 
time ; but a few points from this survey which have not 
perhaps been fully realised before are worth mention. 
For some of the figures I am indebted to Major H. Elder 
(1944), wi has analysed some 400 cases. 

Race.—One finds reluctance in India to admit that 
Indians themselves suffer from sprue. Nevertheless, 
during these same years a mysterious malady has been . 
afflicting Indian troops on a big scale; to this was 
assigned the deliberately vague title of ‘* marasmic 
syndrome.” My own feeling is that when one has . 
eliminated the many coincident factors such as malaria, 
dysentery, hookworm, and malnutrition, which inevit- 
ably complicate diagnosis in the sepoy, the underlying . 
disease is indistinguishable from sprue. With regard 
to other coloured races, sprue has been seen on rare 
occasions in West Africans but I have no knowledge 
of its occurrence in East Africans. 

Tropical service. —Three-quarters of the cases had 
less than 2 years’ tropical service at the time they first 
developed symptoms. That length of stay in the tropics 
is scarcely a factor is well illustrated by one remarkable 
case admitted to hospital in Bombay straight from the 
ship with fully developed sprue; on his way out this 
man had spent 2-3 weeks in Durban. 

Season.—The season in Eastern India is strictly from 
March to September, with its peak incidence in June ; 
in areas of lesser incidence the season is perhaps less 
restricted. ‘These months correspond to the fly season, 
with consequent dysentery, and to a great extent to the 
transmission season of malaria also. 

Geographical distribution.—Sixty-five per cent of cases 
originated in Bengal, Assam, and Burma, but 15% came 
from Western India, 13% from South India and Ceylon, 
and 5 % from North India. Thus at least a third were in 
soldiers living under good conditions on full rations and’. 


- often in an entirely innocuous climate. 


Relation to dysentery.—In view of the fact that Manson- 


Bahr (1941) obtained a previous history of dysentery in 


40% of his sprue cases and more recently that Howat 
(1944) has ascribed steatorrhoea in Middle East cases to | 
the use of sulphaguanidine in dysentery, it is rather 
striking that in our series a history of frank dysentery 
could be obtained in only 9% of cases; of these, 4% 
were amoebic, 3:5% were bacillary, and the remainder 
“ clinical.” 

Onset.—In more than half the cases the syndrome was 
fully established within 2 months of diarrhæœá starting, 


- ° goaa at tne annuari meeting of the Gastro-enterological Club, 
London, on Nov. 2, 1945. 
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- found the fat-content normal. 
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while in 20% the interval was as short as 3 weeks; in 
the intervening period most of the cases had been 


ineffectively treated with anti-bacillary and anti-ameebic © 


remedies. 

Loss of weight.—This has been the outstanding feature. 
In 95% of cases the loss was not less than 20 Ib. 

Vitamin-deficiency signs.— Almost all the patients had 
changes affecting the mouth, lips, or tongue (there is still 
little agreement on their specific etiology). In addition, 
20% had skin changes; commonly these were of 
two types—‘‘ follicular hyperkeratosis,’ a vitamin-A 
deficiency sign, and ‘‘ parakeratosis,’’ almost certainly 
due to vitamin-B deficiency., Well-marked skin pig- 
mentation, especially of the face, was also occasionally 
seen but never the skin changes of pellagra. 

In a small series, dark-adaptation tests and slit-lamp 
examinations of the cornea were made by our ophthal- 
mologist, but he found no significant abnormalities 
(G. Gordon-Napier, personal communication). 

Signs of thiamine deficiency have not been seen. 


Dyspepsia.—Flatulent dyspepsia is invariably a com- - 


plaint ; this is most troublesome in the latter part of the 
day when it is accompanied by an increasing distension 
of the abdomen, to such an extent that it is common to 
see a patient in the evening unable to get his pyjama 
trousers. to meet. If you percuss these distended 
abdomens you find there is no resonance at all, and one 
presumes that a small intestine loaded with digested but 
unabsorbed food is the cause of the distension. Another 
common dyspeptic symptom is a burning pain behind the 
sternum, which is also apparently a feature of kwashi- 


orkor, that odd deficiency disease in. Uganda, as was- 


described by Scott Brown and Trowell (1944), 

Stools.—We have had to accept one rather important 
fact—that 20% of our cases, otherwise fulfilling all the 
criteria required for a diagnosis of sprue, had no apparent 
increase of fat in their stools. As explanation it has 
been suggested that owing to the increased bulk of the 
stoo] due to débris, bacteria, etc., a sample estimation of 
percentage fat-content does not give a true picture of fat 
‘excretion. Another pitfall concerns the. presence or 
absence of pigment in the stools; this is no indication of 
fat-content, for stools of normal colour have often been 
found to contain great excess of fat. 
also true—pale stools are commonly passed for several 
days after an attack of dysentery, yet in these we have 
Nevertheless in sprue 
the reduction of the normal] stool pigment to a colourless 
substance is a classical feature of the syndrome, and all 
our cases, at some stage at least, have passed pale stools. 
It is surprising that this phenomenon has received so 
little attention from investigators. l 

Test-meals.—On the biochemical side we have little to 
add to common knowledge, excépt perhaps on the rather 
controversial subject of test-meals; our findings have 
been that more than half the cases have acid curves at 
` least within normal limits. 


PROGNOSIS 


We have satisfied ourselves that full recovery can be 
made in India. Fairley (1936) laid a bogy when he 
denied that it was necessary to forbid the return of a 
sprue patient to India once he had fully recovered. 
Because recovery commonly takes at least 6 months, all 
established cases were invalided home from India and it 
would be interesting to hear of their final condition from 
anyone who has been seeing these patients in this 
country. | 

The term ‘‘ para-sprue ” has lately been much used for 
a condition which some consider to be different from sprue 
because it is mild and recovers spontaneously. But 
surely this is in fact sprue in the early recoverable phase 
before irreversible secondary changes have taken place. 

I can recall 7 fatal cases, which indicate a case- 
mortality of very roughly 1%. The cases which give rise 
to anxiety are those which are profoundly emaciated ; 
in these asthenia and a striking degree of hypotension are 
the rule ; systolic blood-pressures of 70 mm. Hg are by 
no means uncommon. They show, to some extent, 
clinical signs of dehydration, but hydration achieves only 
limited improvement. Desoxycorticosterone has been 
entirely without effect. Major Douglas Black (1945) 
investigated 8 cases of this type and found consistently 
a much-diminished plasma-volume with low blood sodium 


‘Chittagong there was a good example of this. 


The opposite is ` 


and chloride, the potassium level being normal. Plasma 
proteins were slightly diminished but not to the extent 
that was commonly found in starvation cases during the 
Bengal famine. ~~ . 

In the few cases in which hypochloremia was treated 
in addition to the dehydration the response has not been 
particularly striking. Plasma transfusion appeared to 
have little advantage over saline but protein hydro- 
lysates have not. yet been tried to any extent in these 
cases. It seems clear, however, that no form of paren- 
teral therapy is a substitute for food given by mouth in 
the form of a diet rich in protein and adequate in calories. 
This requires untiring efforts from the nursing staff, 
since patients in this condition are petulant and have lost 
all desire for food... A dramatic clinical improvement 
and steady rise in blood-pressure follows the breaking of 
the vicious circle. ; : . 


a 


É _ ETIOLOGY | 

Despite our utmost familiarity with the disease, the 
real problem remains to.torment us—its etiology. I ama 
venturing, nevertheless, to put forward a few personal 
views. aaa 

In-the first place, sprue behaves, in many respects, like 
an infection ; it occurs usually in sporadic form and yet 
occasionally attains epidemic proportions. .In 1943 in 
Nine 
separate units in the area were affected, and in some as 
many as 50% developed the disease. In one RAF unit, 
previously healthy, within 3 weeks of its arrival in the 
Chittagong area 10% of its personnel were down with 
diarrhcea which rapidly developed into the full sprue 
syndrome. This epidemic, which ultimately involved 
several hundred cases, was not fully investigated, but 
no basic cause was apparent although at the time it was 
suggested that the unsatisfactory condition of some tinned 


‘items in the ration might have been a factor by causing 


an initial enteritis. | 

There is a well-established tradition in India that 
“ sprue houses ” exist, particularly in cities like Bombay ; 
it is not unreasonable to ascribe this to an infection 
which spreads through a household. The widespread 
distribution of the disease also favours the infective 
theory, but the fact remains that unceasing search has 
failed to identify a specific infection. 
- Although much more common in tropical regions, 
where its incidence is usually seasonal, sprue is no longer 
considered solely a tropical disease; terms such as 
idiopathic steatorrhoea and non-tropical sprue are likely 


to go and there seems no justification for excluding 


coeliac disease from the same heading. 

‘Stannus (1942) in his excellently documented review, 
offered explanations which, even if they lack substan- 
tiation in all particulars, have an underlying thesis which 
is essentially reasonable. The failure in the absorptive 


‘process, he said, was of phosphorylation of fatty acids. 


It is now generally accepted that combination of fatty 
acid with phosphoric acid is an important and probably 
essential intermediate step in absorption and trans- 
port of fat. Defective absorption of carbohydrate, he 
suggested, can be similarly explained, for the two most 
rapidly absorbed sugars, glucose and galactose, are also 
commonly phosphorylated in tissue ,inter-reactions. 
According to this view, the fact that fructose is never 
phosphorylated offers for the first time a rational basis 
for the classical banana and strawberry diets used in sprue. 

Why does phosphorylation fail? To answer this 
Stannys turned to the important discovery by Rhoads 
and Miller in 1934, that parenteral liver-extract in 
sufficiently large doses will control a case of sprue. 
Liver-extract contains every known constituent of the 
vitamin-B group, and two of these, nicotinic acid and 
riboflavine, occur in the body in phosphorylated form 
as important components of tissue respiratory-enzyme 
systems, nicotinamide in the complex compound 
diphospho-pyridine nucleotide, which is known as 
coenzyme I (and with slight modification as coenzyme m1), 
and riboflavine as a constituent of yellow oxidase. It 
is suggested that in addition to their ability to accept 
and reject hydrogen, by virtue of which they catalyse 
oxidation, they can also accept and reject phosphoric 
acid and so catalyse the process of phosphorylation. 
What Stannus said, in fact, was that the primary failure 


in sprue was lack of vitamins of the B group (both known 
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and unknown), for without these phosphorylating 
enzymes could not be constituted. g 

If we accept this view we are at once in a difficulty, 
for in sprue a'history of inadequate vitamin-intake is 
seldom obtained. Our whole conception of vitamin-B 
deficiencies, however, must now be recast in the light of 
recent knowledge of biosynthesis by intestinal bacteria. 
For example, using the method of incorporating steril- 
ising sulphonamides in the diet it was shown that all 
the identifiable B vitamins (Mitchell and Isbell 1942), 


together with vitamins E and K (Daft et al. 1943,- 


Black et al. 1942), were synthesised in`a rat’s cecum. 
Similar metheds have provided fairly conclusive evidence 
” that thiamine (Najjar and Holt 1943), riboflavine (Najjar 

— etal. 1944), nicotinic acid (Ellinger et al. 1944), and biotin 
(Oppell 1942) at least are synthesised within the human 
gut. The quantity of vitamin produced varies greatly 
from ‘individual to individual and is sensitive to changes 
in diet, but it can be considerable ; in one riboflavine 
experiment, for example, ten times as much vitamin was 
excreted as was supplied in the diet. Ss 

Within the last few months Benesch (1945), who earlier 
was a member of the team that provided the first 
evidence that nicotinic acid was synthesised within the 
human intestine, has described experiments which if 
confirmed are of enormous importance. By culturing 
material from a patient’s cecostomy both aerobically 
and anaerobically he first confirmed that under aerobic 
conditions synthesis of nicotinic acid by intestinal 
bacteria took place ; secondly, when culture was allowed 
to proceed anaerobically the organisms grown destroyed 
a large part of the nicotinic acid originally present in the 
medium. These findings suggest that in health an equili- 
brium must exist within the intestine between organisms 
which produce and organisms which destroy vitamins. 

Perhaps now the ‘infective character” of sprue 

becomes capable of more liberal interpretation and -at 
the same time can be linked with the conception of sprue 
as a deficiency disease. If all we mean by infection is a 
disturbance of the bacteriological equilibrium within the 
small intestine it is not difficult to imagine ways in which 
this could occur. Swamping of the normal synthesising 
bacteria by organisms inert in this respect or actively 
antagonistic could be the result of an exogenous infection 
not in itself pathogenic. Alternatively, a similar effect 
might well result simply from a change in the intestinal 
media, such as might follow unaccustomed diet or altered 
gastric acidity. Finally, radiologists appear to agree 
that abnormalities of small-intestine motility are to be 
. associated with deficiency states (Golden‘1941), and this 
prompts the thought that stagnation in the small 
intestine would cause great upset in bacterial economy, 
if indeed these changes are primary rather than secondary. 

This hypothesis has at least one merit,, for unlike 
many others which have been offered it can be put to the 
proof. We had hoped to be able to undertake this in 
India but with the loss of staff following the end of the 
war in the East research programmes had to be drastic- 
ally cut. Some aspects of the sprue problem are being 
tackled—for example, the influence of individual mem- 
bers of the B-vitamin group on fat tolerance and also the 
fate of fatty acids of varying iodine number ; but vitamin- 
assay work has had to be shelved. 

In outline, what is required is, first, a series of vitamin- 
excretion estimations in sprue cases and controls on a 
standard low vitamin diet ; and second, an investigation 
of the small-intestine flora on the lines employed by 
Benesch to determine the relative proportions of aerobes 
and anaerobes and their ability to synthesise nicotinic 
acid and other members of the group. For this purpose 
samples must be collected by Miller-Abbott tube. I 


should perhaps say that intubation of sprue patients is a 


practical proposition. 

Someone with facilities for this type of work is urgently 
needed to give us these answers. Such an investigation is 
logical and would, I suggest, justify the labour it involves. 
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‘is the most satisfactory route. 


_ difficulty owing to the needle 


the vein. 


The skin is then incised through its. full thickness. 


- vein (fig. 2). 
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Tus article is written ‘primarily for newly-qualified — 


. housemen who may be called at short notice to administer 


saline, plasma, blood, or other fluids by intravenous 
drip. Although it is referred to as a simple operation, 
and therefore perhaps too insignificant for operative 
details to have appeared in popular textbooks, success 


-cannot be attained unless great care and attention are 


given to every part of the procedure, which, if followed 
in minute detail as described below, may be performed 
in five minutes. Pat f 

In cases where one has to give repeated small blood- 


transfusions it is better to employ the needling method, 


since the same vein may then be used again later if 
necessary ; but where it is necessary to transfuse for 
24 hours or more cutting down and exposing the internal 
saphenous vein at the ankle is the most satisfactory 
method. . With slight variations the technique may be 
applied to infants only a few months old, for whom this 
It has now: been used in 
hundreds of cases, so most of the pitfalls associated with 


it are known. 


TECHNIQUE 


A š 

The incision is made transversely to the line of the vein and 
is centred ł-1 in. above and in front of the tip of the internal 
malleolus (fig. 1). The vein can often be seen and invariably 
palpated and rolled on the bone here, but in any case its 
position is constant: it lies 
approximately in the centre : 
of this incision, whence it Fig.. 1—Ineision trans- 
runs upwards to the postero- haha 4; ne: ove 
internal border of the tibia, ‘ 
which it intersects at about in rene ot tip of i 
the junction of the middle 
and lower thirds. If the | 
incision is made more proxi- 
mally, one may encounter 


impinging against a valve in 


Procaine 2% is injected 
with a fine hypodermic needle 
at the site of exposure of the vein, care being taken not to 
penetrate this, as the field would then be obscured by: blood. 
To avoid 
incising the vein, it is advisable to grasp the skin in the neigh- 
bourhood of the incision with toothed forceps and to lift it 
upwards, since-the vein is closely adherent to the periosteum 
and does not lift with the skin. In infants and small children 
the incision should be relatively longer, sufficient for the 
insertion of the finger-tip under the vein, the reason for which _ 
is explained later. | 

After the subcutaneous tissues: have been exposed, the vein 
is cleared by inserting closed sharp-pointed scissors and 
opening their points longitudinally along the axis of the 
It will then be necessary to free the vein from 
its underlying attachments to the periosteum by inserting the 


scissors under the vein and again opening them longitudinally. 
“The vein should be free for $—} in. to’deliver it into the wound. 


At this stage an aneurysm needle is threaded with no. 0 
catgut (10-day) and inserted under the vein between the 
blades of the scissors, which have been left in situ to facilitate 
its entry. The loop of catgut is pulled through-to the same 
side as the tip of the needle (fig. 2) and cut, thus leaving two 
strands of catgut underlying the vein when the aneurysm 
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needle is withdrawn. The two strands of catgut are prevented 
from crossing by opening out the loop as it lies in the aneurysm 
needle before cutting. A single knot is then tied in each 
strand of catgut and left loosely surrounding the vein, the 
free ends being clamped in two pairs of Spencer Wells artery 


forceps, one above and one below the proposed site of 


insertion of the needle. The distal ligature is not tied off at 
this stage; otherwise, if some difficulty is encountered in 


arranging for the infusion fluid to drip satisfactorily from the . 


end of the needle, the blood-stream will be interrupted, local 
thrombosis will occur, and the fluid will not run after the 
introduction of the needle. 

A gauze swab is then applied to the wound while the 


infusion drip is prepared. It is important to make sure that. 
the dripper has not been connected with the tubing upside- ` 


down before introducing it into the bottle of infusion fluid. 


' When the drip system is full of fluid, the clip is tightened to 


stop the flow temporarily, while the opening is made into 
the vein through which the needle is inserted. 

A blunt-ended winged Hamilton Bailey or other suitable 
needle is used and should be tested before introduction to see 
that the fluid drips freely. In the average case the proximal 
Spencer Wells forceps is grasped between the index and middle 
fingers, and the distal Spencer Wells forceps between the ring 
and little fingers. By separating these two pairs of fingers 
the vein is rendered taut and incised obliquely with sharp- 
pointed scissors (fig. 3). By making sure that the incision 
extends over the middle of the vein there will be no doubt 
that the lumen has been entered ; this may be confirmed by 
temporarily relaxing the distal ligature, when blood should 
appear. This may seem an unnecessary precaution, but it 
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Fig. 3— Proximal Spencer Wells forceps held between index and 
middie fingers, and distal forceps between ring and little fingers; by 
separating these two pairs of fingers the vein is rendered taut, and 
incised obliquely with sharp-pointed scissors. ` 


is possible in a large vein to insert the needle between the 
layers of the wall of the vein instead of into the lumen, and 
this is a common cause of failure. l | . 

In children the large size of the needle relative to the. vein 
may be overcome by making a small longitudinal’ incision 
upwards from the oblique one described above. This has 
the effect of fashioning two small triangular flaps, which act 
as directors for the needle. In children or any patient with 
a small vein it is also advantageous to insert the tip of the 
index or little finger under the vein to render it taut instead 
of the ligatures, for the needle can then be pushed down- 
wards against the finger before being pushed upwards longi- 
tudinally (fig. 4). This technique will be necessary because 


the needle is of such a. size that it distends the vein as it’ 


enters. By this method I have had little difficulty in 
inserting an ordinary-sized Hamilton Bailey needle into the 
internal saphenous vein of infants a few months old; but 
I have since found that smaller needles of the same kind can 
be obtained. he a 

As soon as the needle has been satisfactorily inserted, the 
drip is allowed to run fast, until a good flow has been estab- 


. lished, and meanwhile the distal end of the vein is tied off - 


(fig. 5). The ligature is not cut short’ at this stage but is 


-again clamped in Spencer Wells forceps and pulled distally, 


so as to pull the vein well down over the needle and to facili- 
tate the tying of the proximal ligature. This is performed, 
and both catgut ligatures are cat short. A silkworm suture 
is inserted through the skin on either side gf the needle; the 
proximal ends of the two sutures are cut short and the distal 
left long. The latter are then threaded through the holes 


‘in the wings of the needle and tied together (fig. 6). This 


forces the needle well into the vein and ensures that, should 
any traction be exerted on the needle or attached tubing, 


it will pull on the skin, and the needle will not tend to be 

pulled from the vein. A small gauze swab is then inserted 
under the needle from below and another over the skin 
incision. These may be secured with a little strapping, and 
the rubber tubing may be conveniently placed in the gap 
between the bases of the first and second toes, thus ensuring 
that there is no kinking of the tube near the base of the needle. 


Fig. 2—Use of aneurysm needle to insert loop of catgut under vein. 


Fig. 4—Finger-tip under vein to render it taut, an alternative method 
to that shown in fig. 5 when vein is small, as in children. 


Fig. 6—Silkworm sutures through skin on either side of needie; prox- . 
‘mal ends of sutures are cut short; distal ends are led through holes 
in wings of needle and tied together to retain needie in vein. 


Saline and glucose-saline usually run satisfactorily for 
several days. With blood it is advantageous to intro- 
duce 1 c.cm. of heparin per litre. This prevents throm- 
bosis without increasing the danger of postoperative 
or other hemorrhage for which the fluid is given. If 
penicillin is being given intravenously, 3 c.cm. of heparin 
per litre should be given.’ 7 

If the dripper becomes full, thus preventing the observa- 
tion of the rate of drip, the tube should be clamped, the 
dripper removed from the bottle, the clamp opened, and 
the infusion fluid allowed to run down’ to a convenient 
level. The tube is then reclamped, the dripper inserted 
again into the bottle, and the rate of flow readjusted. 

If the fluid stops it may be due to several factors. 
The following are suggestions for dealing with these : 

(1) Allow the tube near its attachment to the needle 
to lie in contact with a hot-water bottle. 


Fig. 5—Inserting the needle ; the 
distal ligature not yet tied. 


(2) Elevate and warm the limb. | | 

(3) Make sure that the needle is lying longitudinally 
in the line of the vein, and that the tubing is not kinked. 

(4) Massage upwards in the line of the vein. 

(5) If the drip has only just stopped, squeeze the tube 
near the needle so as to obliterate the lumen completely, 
and then ‘‘ milk ” the contents of the tube between the 
needle and the gripped area, thus forcing fluid through 
the needle. If, however, the drip has been stopped for 
some time before one is called by the nursing-staff, there 
probably has been a little clotting in the needle, and this 


1. Martin, P. (1944) Brit. med. J. ii, 308. 
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method would then blow a small worm-like clot into 
the circulation. In this case it is better to disconnect 
the tubing from the needle, to clear the needle with a 
stylet, and to milk the vein downwards, or to apply an 
empty syringe to the needle and withdraw the piston, 
thus exerting suction. l 

(6) The introduction of the blood may be accelerated 
by attaching a bulb from a Shipway apparatus to the 
air-inlet tube, so increasing the pressure above the fluid 
in the bottle. 
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ASEPTIC NECROSIS 


AT SITES OF CONTINUOUS INTRAMUSCULAR 


PENICILLIN 
A. NELSON-JONES 


INFUSIONS 


G. E. O. WILLIAMS ` 
MDLOND., MRCP M D LPOOL, MRCP 
WING-COMMANDER RAF SQUADRON-LEADER RAF 


From a Royal Air Force Hospital 


. AFTER the. extraction of a tooth, a woman of 21~* 
developed a Streptococcus viridans septicemia with 
. temperature swinging between 99° and 106° F, and low- 

grade pneumonia of the right lower lobe with about 

@ pint of sterile lymphocytic greenish-yellow pleural 

effusion. Whether the pneumonia was secondary to 
the septicemia or the septicemia to the pneumonia is 
unimportant. Both were presumably secondary to the 
extraction of the tooth. What is important is that after 
6 weeks of hectic pyrexia, during which two courses of 
sulphonamides were given with no permanent effect, 
she was transferred to a Royal Air Force’ hospital for 
“penicillin treatment, during which several unusual 
features were noted. 

Penicillin treatment was started on the day of admission, 
by intramuscular drip into the lower part of the right thigh 
beneath the fascia lata. The site of the penicillin needle (a 
16-gauge lumbar-puncture needle) was changed every 4 or 5 
days. The rate of dosage was 120,000 units daily for 8 days, 
followed by 150,000 units daily for afurther 10 days. A total 
of 2,460,000 units was administered. The strength of the 
solution was 1000 units per c.cm. (of distilled water corrected 
to a pH of approximately 6-5): Except for a very small 
proportion, the penicillin was al] from the same batch, of 
American manufacture, issued in ampoules of dry product. 
It was used within the stipulated period of its optimal activity. 

There was obvious clinical improvement in the patient’s 

- general condition within a few days of the start of treatment. 
The temperature, however, continued to fluctuate between 
99° and 102° F until after the penicillin was discontinued. 
Then the temperature fell by lysis to normal within 3 days, 
although there was a considerable amount of fluid in the right 
chest and sterile abscesses had formed in the thighs (see below). 

On the 16th day of penicillin treatment swelling, redness, 
and tenderness appeared in the right thigh at the site of the 
original insertion of the needle, where there was a sensation 
of bogginess accompanied by a splashing sound on palpation ; 
15 c.cm. of dark cream-coloured purulent fluid with a slight 
yellow tinge, in part mixed with brick-red fluid, was aspirated. 
This proved to be necrotic debris with some degenerated 
pus-cells but was sterile on aerobic and anaerobic culture. 
The next day a similar condition was found in the left thigh, 
again at the site of a previous insertion of the penicillin needle, 
and similar necrotic material was aspirated. Neither of these 
necrotic areas at any time showed any sign of forming sinuses. 
After aspiration both of these lesions resolved uneventfully 
and, apart from a small area of analgesia on the outer aspect 

_-of the right thigh, left no residual traces. Two similar sterile 

abscesses appeared at 3rd and 4th sites of injection higher up 
each thigh and also resolved after aspiration of 15-20 ¢.cm. of 
dark brick-red purulent material from each. 

On the 24th and 28th days after admission the pleural 
effusion was aspirated. The pyrexia had disappeared before 
this. From that time recovery was uneventful, and the 
patient was discharged from hospital 5 weeks later, symptom- 
free, apyrexial, and having regained normal weight and colour. 


The case exhibits the following interesting features : 

(1) The successful treatment of Strep. viridans septi- 
ceemia with penicillin. 

(2) The persistence of the pyrexia. There was a 
temporary fall in the temperature about the 4th day of 
treatment ; but since this had been previously observed 
after the exhibition of sulphathiazole it was not accepted 
as an indication to discontinue treatment. It was only 
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after it had become obvious that the pyrexia was not 
going to respond to penicillin that the latter was finally . 
discontinued on the 19th day. Some hope was then 
entertained that the temperature would fall, in view 
of the clinical improvement that had taken place as a 
result of treatment, and this hope was fully justified. 
The existence of pyrexial reactions to penicillin, or to 
some of its accompanying impurities, has been well 
recognised (Lancet 1944, Florey 1944), and it appears 
highly probable that the pyrexia after the first few days 
of treatment was due to the penicillin. 

(3) The sterile abscesses which followed the intra- 
muscular infusion of penicillin: These also have been pre- 
viously described as forming in the vicinity of the needle 
when it has been in the same position for a long period, 
and were believed to be due either to the irritant effect 
of the needle or to some impurities in the penicillin. 
This case, however, differed from those previously noted 
in that the necrosis did not become manifest until some , 
days after‘ the needle had been removed from the affected 
site ; the needle had not remained in any of the affected 
sites for longer than. 5 days; and the nature of the 
material differed from the sterile pus obtainable in the 
lesser ‘‘ needle abscesses ” found in other cases both in its 
quantity, which was much greater, and in its composition. 


-In this case the material: was a mixture of necrotic 


muscle tissue and sterile purulent fluid and resembled ° 

that found in the chemical necrosis of ‘‘ quinine abscesses.” 
(4) The successful treatment of the abscesses by simple 

aspiration, and the freedom from any sequele. 


SUMMARY 


A case of Strep. viridans septicemia was successfully 
treated with penicillin. Aseptic necrosis developed in | 
the tissue surrounding the places where the penicillin — 
drip had been inserted. This complication appears to 
be due to an impurity in the penicillin and constitutes 
a definite hazard in the administration of continuous 
penicillin infusions. The frequent occurrence of com- 
plications of this nature would justify the abandonment 
of the drip in favour of intermittent injections of penicillin 
in procaine. i ; 

References—Florey, M. E. (1944) Brit. med. Bull. 2, 9. 
Lancet (1944) ii, 255. 


Medical Societies 
MEDICAL SOCIETY OF LONDON 


A MEETING on Dec. 10 with Sir James WALTON, the 
president, in the chair, was devoted to a discussion on 


Hormone Treatment of Cancer 


' Prof. E. C. Dopps, FRS, reviewed the experimental 


work which prepared the way for the treatment of’ 
carcinoma of the prostate with cestrogens. Late in the 
last century, castration was used as a method of treating 
benign hypertrophy of the- prostate, but the scientific 
investigation of prostate function has been a recent 
development. Huggins devised a method in dogs of 
separating the bladder from the prostate and leading — 
the urine via a metal cannula to the exterior, making it 
easy to collect prostate secretion. Secretion may be 
collected under resting conditions or after stimulation 
by pilocarpine. At the same time the Guttmans 
evolved a method for testing tissues and body fluids 
for phosphatase activity. The prostate and its secre- 
tion were found to be rich sources of the phosphatase 
acting maximally at pH5 (acid phosphatase). The 
concentration of this enzyme in the prostatic secretion, 
in the blood, or in the urine may be used as a measure 
of prostate function. It was found that androgen 
injections produced rises in blood acid phosphatase 
similar to those found in metastasing cases of cancer of 
the prostate. This led Huggins to adopt orchidectomy 
in these cases,. with very good results. Meanwhile the 
biological endocrinologists had shown that high doses of 
cestrogens would inhibit the secretions of the anterior 
pituitary. Inhibition of gonadotrophin secretion may 
be so great that all the symptoms of castration: are 
produced. This led Huggins to adopt large doses of 
oestrogen as a form of therapy in place of castration, with 
equally good results. 

Enumerating the principal natural and synthetic 
cestrogens, Professor Dodds said he thought that the 


BB 2 
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nausea they sometimes produce is an effect of overdose 
which may be likened to the nausea seen so often in 
pregnancy. The synthetic cestrogens are preferable to 


the natural cestrogens because they are much cheaper | 


and are active when given by mouth. Passing to the 
reasons for the benefits of cestrogen therapy in cancer 
of the prostate, he said he was not altogether convinced 
that’ there may not be some direct action on the cancerous 
process: a small proportion of breast cancers are 
undoubtedly benefited by oestrogen. 

Mr. TERENCE MILLIN reviewed his experience with 
200 cases of prostatic cancer. About 90% benefited 
from cestrogens. Most of those that failed to respond had 
apically situated tumours, which are difficult or impos- 
sible to operate on, readily give rise to metastases, and 
' are rapidly fatal. Mr. Millin’s experience does not 
extend beyond three years ; and no case can be regarded 
as cured until at least ten years have elapsed. He finds 
gtilboestrol more efficacious than orchidectomy, while 
castration almost never helps where oestrogen therapy 
has failed. Even where symptoms are relieved by 
oestrogens, bony metastases may recur despite continued 
treatment. ‘The value of determining serum acid phos- 
phatase is limited since raised values are found only with 
bony metastases; urinary phosphatase determinations 
may be more valuable. The chief question at present 
is when to start oestrogen therapy: Mr. Millin thinks it 
should be the final rather than the initial treatment, 
since its benefits tend to be reduced after two or three 
He is inclined to treat in three stages—(1) total 
prostatectomy, (2) perurethral resection plus orchidec- 
tomy, and (3) stilbcestrol therapy—waiting for symptoms 
to recur before starting the next phase of treatment. 
Orchidectomy results in increased gonadotrophin and 
17-ketosteroid excretion, pointing to pituitary over- 
activity and adrenal stimulation ; oestrogens have the 
opposite effects. Stilboestrol is given in doses of 6 mg. 
daily for the first three weeks and afterwards reduced 
to 3 mg. or less daily. Toxic manifestations such as 
nausea and cedema of the lower limbs are occasionally 


found. Side-effects such as gynecomastia and loss of — 


libido are common but not usually complained about. 

Mr. E. W. RICHES analysed 20 cases which have all 
been under treatment for between two and ‘three years. 
Of these 5 died of cancer and 2 of other complaints, while 
13 are still alive. Of the 7 that died 6 had metastases, 
compared with only 4 of the 13. survivors ; stilbcestrol 
alone will not prevent or cure bony metastases though 
visceral or glandular metastases may disappear during 
treatment. He finds acid phosphatase determinations 
valuable ; if raised they point to the presence of bony 
metastases. There is however an undoubted tendency 
for patients to start going downhill after two or three 
years in spite of continued cestrogen treatment. The 
doses of stilbcestrol used are 1 mg. thrice daily, rapidly 
rising to 5 mg. daily which is reduced when the scrum 
acid phosphatase is down to normal levels. 

Mr. P. C. WILLIAMS, speaking as a laboratory endo- 
crinologist, thought that pituitary depression is the most 
likely explanation of the action of cestrogens: the doses 
given agree with those used in animals for this purpose. 
The search for compounds without ‘cestrogenic activity 
yet capable of depressing pituitary function is in pro- 
gress but so far without success. . 

Dr. S. L. Suveson stressed -the importance of the 
adrenals as a source of androgens and thought that the 


urinary ketosteroid secretion should be estimated in ` 


cases of prostate cancer so that the role of the adrenals 
may be more clearly understood. American workers on 
the other hand have reported the regression of implanted 
tumours in mice injected with 17-hydroxy-11-dehydro- 
corticosterone. 3 

Mr. A. DICKSON WRIGHT reported briefly several 
of his own cases, including one of a tumour of the 
breast which responded well to oestrogens. 

Mr. R. OGIER WARD inquired whether stilbceestrol 
labelled with carbon isotopes could not help in elucidating 
the mechanism of action. Professor Dopps replied that 
this is a considerable research project which he hopes will 
be undertaken, but it will be some years before any re- 
sults can be obtained. Mr. MILLIN referred to American 
work showing that X-irradiation of the pituitary has the 
same action as stilboestrol in prostatic cancer, which is fur- 
ther evidence that cestrogens act by pituitary depression. 
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Reviews of Books 


Human Gastric Function 
STEWART WoLr, mD, captain usaMc; Harorw G. 
WOLFFE, MD, associate professor of medicine, Cornell 
University, New York. (Oxford University Press. Pp. 
195. 25s.) - 


A SECOND printing of this classic is now available. . A 
modern counterpart to Alexis St. Martin has been 
carefully and patiently investigated by. modern clinical 
and laboratory methods. Valuable information emerges 
about the motor and secretory activities of the stomach 
and its blood-filow, all directly observed and correlated. 
The effects upon these of many physical and chemical 
agents are detailed. The most fascinating chapter -is 
that on the life-history and, personality of the subject— 
a model study of an individual’s make-up and behaviour, 
observed with patience, thoroughness, and understanding 
and recorded in straightforward non-technical English. 
It leads on to a description of the striking changes in 
the appearance of the gastric mucosa, and in’ secretory 
and motor activity, that are associated with emotional 
disturbances, both brief and long-continued. . Sadness, 
discouragement, and self-reproach were accompanied 
by prolonged pallor of the mucosa and hyposecretion ; 
anxiety, hostility, and resentment by flushing and 
swelling, hypersecretion, and increased motility. In 
the latter circumstances the normal delay in gastric 
emptying produced by ingested fat did not occur. There 
is new information on the mechanism of production of 
gastric pain, which is clearly shown ‘to result from 
pinching an inflamed area of mucosa, whereas the same. 
stimulus applied to normal mucosa is not appreciated. 
Inflammation is here used in its strict pathological sense. 
Unusually vigorous contractions of ‘the stomach are also 
found to induce pain, and more readily when the mucosa 
is hyperemic and swollen—accompanying certain emo- ` 
tional states—than when it is quiescent. . 

This book does not prove that peptic ulcer is due to 
emotional disturbance ; but it shows with a new vivid- 
ness the extent of anatomical and functional change 
that emotional disturbance can produée in the stomach, 
and makes it more likely that those who see in peptic 


“ulcer the common extreme result of a still more common 


‘“‘ psychosomatic ” reaction are getting near the truth. | 


Health and Social Welfare 1945-46 


Advisory Editor: , Lord HORDER, Gcvo, MD;- FRCP. 
(Todd Publishing Co. Pp. 520. 21s.) : 


THIS new edition is more than twice the size of the 


first, and, so far as is possible in a rapidly changing 


world, is brought up to date—a supplement having been 
added since it was compiled in the time of the Caretaker 
Government. The book is a guide to the health services 
as they exist, with much information on what can be done 
and what needs to be done; and the references to 
countries outside Great Britain are restricted to what 
workers in these islands need to know. Each article is 
signed. by its author, and the 30 on health subjects 
provide an epitome not only of service and practice but 
of current ideals and aspirations. Thus, though it is 


_ mainly a reference book, it contains much reading matter 


and is one which all engaged in the medical social services 
will like to possess. i 


| The Rheumatic Diseases 


(2nd ed.) G. D.. KERSLEY, 
(Heinemann. Pp. 120. 15s.) 


A SECOND edition of this useful little book is welcome. - 
It is a short practical manual of the chronic arthritic 
diseases, fibrositis and sciatica, written for students and 
practitioners. The simplicity and clearness of its clinical 
descriptions are satisfying. Its accounts of treatment 
are as good as can be expected in the present state of our: 
ignorance ; the lack of precision in what we know of the 
rationale and the results of most forms of treatment now 
in use is lamentable. The experience of the war has 
emphasised the importance of measures to encourage 
active movement, and of the social aspects of reabling 
sufferers from the rheumatic diseases. The doctor who. 
wishes to do as much as is possible for his rheumatic 
patients will be well advised to consult this book.. 


MA, MD -CAMB., FRCP. 
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Penicillin in Pneumonia 
~ © Until recently papers devoted to penicillin therapy 


have consisted largely of descriptions of the results obtained’ 


with this new chemotherapeutic agent, and the interest 
with which the new reports were studied was enhanced 
by the great scarcity of the antibiotic. Now, however, 
we are reaching the ppint at which most descriptions of 
therapeutic triumphs are merely repetitive rather than 
informative. The important objective now is to become 
familiar with the limitations of our new weapon, to gage 
its usefulness in comparison with the agents it is replacing 
and to determine the optimal dosage and mode of adminis- 
tration for.various diseases.” 1 

RECENT reports leave no doubt that penicillin is 
effective in pneumococcal pneumonia, but it is difficult 
. to judge whether it is more effective than the sulpho- 
namides, and the dosage used has varied widely. 
The penicillin committee of the National Naval 
Medical Centre in America ? refer to 22 cases success- 
fully treated with 20,000 or 30,000 units given intra- 
muscularly every two hours until improvement was 
unquestionable (twelve to forty-eight hours) and 
thereafter every three hours for up to seven to ten 
days. ’ 
397 American naval patients treated with penicillin 
for lobar pneumonia. Only 11 died, 6 of those being 

moribund when penicillin was first given;. in 14 
others penicillin was reckoned a failure, and in the 
remainder a success. The patients’ ages are not 
stated, but it may be guessed that they were mostly 
young and fit and for that reason likely to have a 
favourable prognosis. The dose was usually 10,000- 
15,000 units intramuscularly every three hours, the 
total amount given varying from about half a million 
to nearly one and a half million units. Pleural 
effusions when present usually became absorbed ; 
` empyemata also often became absorbed under the 


influence of intrapleural injections of penicillin as 


well as intramuscular administration—only 4 out of 
16 required surgical drainage. The same writers 
report 192 eases of bronchopneumonia, of which 90% 
responded to penicillin, and of the remaining 10% 
half died. There is no account of the bacteriology 
of these cases, but most of the failures were among 
cases of bronchoprieumonia complicating measles. 
In general, early administration of penicillin produced 
better results in both forms of pneumonia, and with 
a smaller total dose of penicillin. 

KINSMAN and others! give a sample of Anean 
army results. They compare 100 cases of pneumo- 
_ coccal pneumonia treated with sulphadiazine and 75 
treated with penicillin, and find little difference in 
effect between the two groups. In respect of age, 
colour, duration of illness before treatment, and 
extent of lung involvement, they were alike, while the 
incidence of pneumococcal types and of early bacter- 


1. Kinsman, J. M., Daniels, W. B., Cohen, S., McCracken, J. P., 
D’alonzo, C. A., ann: S. P., Kirby, W. M. M. J. Amer. 
med. ASS. 1945, 1219, 
A Nuv. med. Bull., Wish. 1945, 44, 453. 
. Lueck, A.G., E dge, C. oO. Nav. med. Bull., Wash. 1945, 44, 480. 


Lueck and EpcE® surveyed the records of 


‘ sulphonamides) as in the others. 


æmia in the two groups was nearly the same. No 
patient in either group died. Penicillin caused a 
slightly more abrupt fall of temperature in the first 
eighteen to forty-eight hours, but this was sometimes 
followed by a transient secondary rise lasting a few 
hours. Unusually slow response, pleural effusion, 
empyema, and spread of consolidation occurred in 
both groups; there were 7 relapses after penicillin, 
but none at all after sulphadiazine—this was attri- 


buted to inadequate doses of penicillin. The dosage. 


was deliberately graded in an attempt to determine 
the minimum effective dose ; this appeared to be a 
total of 60,000 units given > three days. In Boston 
City Hospital, Maps, Harris, and FINLAND ‘ 
treated 54 cases’ of pneumococcal pneumonia which 
form a very different group. Two-thirds of the 
patients were over forty. The majority had. two or 
more lobes involved and were clinically severely ill. 
More than half had positive blood-cultures. Seventeen 
of them had already received sulphonamides for 
fourteen to thirty hours or more without improve- 
ment. Clearly the group as a whole was one with 
an unfavourable prognosis. Penicillin was given in 
two-hourly or three-hourly injections, at first of 


15,000 units, then of 10,000 units for a-further two — 


or three days after improvement became evident, 
the total ranging from 300,000 to over 700,000 units. 
Of the 54 cases 10 died (19%), 7 of them within a few 
hours of the beginning of penicillin treatment. Half 
of the rest were greatly improved within twenty-four 
hours, the remainder mostly within forty-eight hours. 
Improvement was as good in the 17 cases already 
unsuccessfully treated with sulphonamides (and 
presumed to be infected with organisms resistant to 
On another page 
Dr. THOMAS ANDERSON and Dr. MARGARET FERGUSON 
report from Glasgow a carefully conducted comparison 
of the effectiveness of penicillin and sulphathiazole 
in two matched series of cases- of pneumonia over 
thirty-five years old (126 in all). Penicillin was mostly 


given by continuous intramuscular drip, to an 


average amount of 420,000 units in three days. 
Judged’ by case-mortality (11:1% for penicillin, 


12-7% for sulphathiazole), clinical response, and 


occurrence of delayed resolution, the two drugs were 
about equally’ effective, although the writers had the 
impression that penicillin saved the lives of 3 patients 
who were so ill that they would have been unlikely 
to respond to sulphathiazole. 

In view of these findings, the choice which will face 
many doctors this winter—whether to treat pneu- 
monia with a sulphonamide or penicillin—will often 


be decided by availability and ease of administration ; - 


decided, that is, in favour of a sulphonamide. The 
dose, éertainly in the severer case, should be large. 


_ ANDERSON and FERGUSON gave 2 g. four-hourly for 
the first twenty-four hours and thereafter 1 g. 


four-hourly for six days, their first dose being given 
intravenously. Where, however, penicillin and the 
facilities for giving it intramuscularly are available, 
are there any cases in which it should be preferred ? 
Experience so far suggests the following. Patients 


_known to be sulphonamide-sensitive should have 


penicillin. In patients in whom a sulphonamide 
has not lowered the temperature and effected clinical 


Meads, M., Harris, H. W., Finland, M. New Engl. J. Med. 1945, 
232, 747. 
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improvement in about thirty hours, a switch-over to 
penicillin is indicated; so also in patients who 
develop serious toxic manifestations. In patients 
who have an initial leucopenia or a severe anæmia 
penicillin is preferable. The same applies to cases 
_ where a complication or a coexistent disease hampers 
urinary excretion of sulphonamides—e.g., congestive 
heart failure, cirrhosis of the liver, or acute or chronic 


nephritis. In all these the enhanced risk of toxic 


effects from sulphonamides is avoided by the use 
of penicillin. _ Finally there is the suggestion of 
ANDERSON and Frrevson that both a sulphonamide 
and penicillin should be given initially to those cases 
which have an evidently bad prognosis as shown by 
the clinical severity, the age of the patient, or a heavy 
bacteremia. Pneumonia is still a lethal disease. 
It is a medical emergency, requiring early and precise 
diagnosis, and prompt and discriminating treatment. 


Infant Mortality 


THE unduly high infant mortality in Scotland— 
“that distressed area ’’—has long been a source of 
anxiety to all who have the interests of the country 
_at heart. Assuming similar standards of obstetric 
care, it has been implied! that social and economic 
factors are responsible for the difference between 
Scotland and her neighbours. A more explicit 
statement of the problem comes from Aberdeen where 
Professor Barrp? has completed a survey of the 
influence of social and economic factors on stillbirths 
and neonatal mortality. His results display the 
differences in wastage of infant life between three 
social groups in Aberdeen—a series of patients 
delivered in a fairly expensive nursing-home mainly 
by their ordinary medical attendants ; 
of “ booked ” cases in the Royal Maternity Hospital ; 
and a smaller group selected from the first series 
because they had been under the continuous care 
of a specialist obstetrician. Thus the first and third 
groups were similar in their social status but had 
differing standards of professional attention, while 
the second and third groups, although differing in 
economic background, had similar opportunities for 
specialised care. The manner of control is perhaps 
less than perfect, since the wealthier patients differed 
considerably in age and parity from the hospital cases. 
On the whole, however, this should favour the latter, 
and it makes the mortality records all the more 
striking. 

The differences in stillbirths and neonatal mortality 
are greatest between the second and third groups 
with their similar standards of obstetric care and their 
divergent economic status. The hospital cases have 
a stillbirth-rate three times, and a neonatal mortality- 
rate four times as great as the nursing-home group. 


Further analysis shows that this disparity is almost . 


entirely due to the higher incidence of prematurity 
among the hospital patients. Their prematurity- 
rate is double the rate among the first series of 
nursing-home cases, most of whom had no specialist 
attention. As BAIRD points out, prematurity in 
itself is not the cause of death, but it predisposes to 
stillbirth and neonatal injury and asphyxia. The 
high proportion of unexplained premature births 
among the poorer women calls for study and BAIRD 
a etn cee a tee 1200 
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health of many working-class mothers. 


a large series 


has traced this feature back to its economic founda- 
tions. His argument may best be followed by retrac- 
ing this sequence in reverse. He shows how, at every 
stage, the woman brought up in poverty is dogged 
by the physical consequences of economic hardship. 
ORR’s work è has revealed the inadequacy in pre-war 
days of the diet of the poorer sections of the com- 
munity. The physical repercussions of this inade- 
quacy are seen in the stunted physique and poor 
Poor diet 
is associated with an increased incidence of.toxeemia. 


‘Toxemia causes prematurity. Prematurity ‘pre- 


disposes to stillbirth and neonatal death: The 
long-term effects of undernutrition result in pelvic 
disproportion, with the increased risks to the child 
inevitable in surgical interveftion. ‘ Breast-feeding 
is made less likely, while the return of the mother to 
the congested environment of her home exposes the 
infant to an undue hazard from infection. Experience 


‘in the troubled war years of 1940 and 1941 has 


demonstrated the evil effect of domestic disturbance 
on infant mortality. But the war has also shown how 
levelling up the dietetic standards of the poor may 
more than counterbalance the environmental defici- 
encies. Intellectual and educational factors are, of 
course, also important. (It is a sad commentary 
on our methods of health education that only 30% of 
the women avail themselves of the vitamin prepara- 
tions distributed by the Ministry of Health.) 
Barrp’s report should breed no complacency 


-about the standards of obstetric care -in Scotland, 


but it does emphasise the importance of the vicious 
circle which centres round poverty. We gather that 
the Ministry of Food, like the poor, is to be always 
with us. Bap has shown how one may benefit 
the other, and save for the nation the children it needs. 


A University Reborn - 


On August 15, 1945, medical classes began again 
in the University of Heidelberg. The occasion was 
significant not only in itself but because, for the first 
time in twelve years, the inaugural address‘ was given 
by a university rector who had been freely elected. 
He is KARL JASPERS, professor of philosophy at 
Heidelberg until he was dismissed by the Nazis. . 

Professor JASPERS.began by paying a tribute to 
the Occupying Power which has allowed the return 
of the medical faculty to its work. “ After uncon- 
ditional surrender,” he said, “ we have no rights,” 
but “ we can count on the toleration, and it may be 
the help, of the victors. Here is something 
that we can trust, if anywhere in the world there is 
still a place in which we can repose our confidence. . . .”’ 
These phrases, and others like them, in his remarkable 
address, tell us how deeply the catastrophe of Nazi 
domination and methods has affected some German 
minds; and we read on to learn how the collapse 
of all values, the robbery, deportation, and murder 
of the Jews, and the many other Nazi atrocities now 
being exposed at Nuremberg, led many self-respecting 
Germans to seek death. Other Germans, said 
JASPERS, lived on for the “ weak, even if justifiable, 
reason that our death could not in any-way have 
helped. It is our own fault that we are still alive.” 
“ The only value that remains to us . . . is sincerity,” 
3. Orr, J. B. Food, Health, and Income. London, 1936 


4. Christian News Letter, No. 247, Nov. 14, 1945. 30 Balcombe St., 
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THE LANCET] THAT FLU 
which prescribes for the future endlessly patient work, 
loyalty to “ our fathers, to our domicile, and to our 
fatherland,” without desire for retribution. If the 
new rector has his way, the future of Heidelberg 
will be guided by humane principles. He hopes that 
the former constitution and self-government of the 
university will be restored; and with them the 
clinical institutes, seminars, research, and (let it not 
be overlooked). the means to live. So much, at the 
least, will be expected by the world ; but it does not, 
as ‘he rightly said, constitute the renewal of a uni- 
versity. That renewal, he suggested, can come only 
through the individual efforts of scholars and students 
working in the fellowship of their: spiritual life, and 
that fellowship must be guided by the idea of a 
‘university. In present-day Germany this idea is 
not yet a living force. The perversion of medicine 
by the Nazis, the compulsion of doctors to sterilise 
individuals and to put to death mentally diseased 
people, were, he said, products of National Socialism ; 
but they could come about, he added, “ only because ` 
these possibilities were already present. Somewhere 
in our antecedent tradition there lay hidden what 
here found such disastrous expression.” These 
possibilities arose, he thinks, from: the unscientific 
trend which “runs through the greater part of our 
scientific and medical literature ’’ and he exemplified 
this by. reference to the “swindle” of the Nazi 
conception of race and the “‘ murderous acts ° which 
attempted to get rid of races declared to be inferior. 
7Professor JASPERS believes that the two pillars of 
medicine are science and humanity. Science is, he 
said, knowledge accompanied by a consciousness of 
the limitations of knowledge and by unceasing 
criticism and self-criticism ; humanity is respect 
for human nature and an understanding that man is 
always more than what is known about him. : The 
spirit of humanity makes a picture of man, and all 
the faculties of a university are required to make this 
picture: it is thus that medicine finds its place in 
university life and activity ; for the picture made 
provides a setting for the physician, as for everyone 
else, in which he exercises his special knowledge and 
skill. In this recognition that science alone is not 
enough for medicine JASPERS ranges himself with the 
authors of the Goodenough report on Medical Schools, 
with A. E. CuaRK-KENNEDY in his recent essay on. 
The Art of Medicine in Relation to the Progress of 
Thought, and perhaps with the leaders of medicine 
the world over. Although BILLROTH wrote in the 
‘70s that theology does not properly belong to a 
university, his heart, educated in the humanities, 
. prevented him from actually supporting its expulsion. 
It was a disaster, said JASPERS, when, in the second 
half of the 19th century, the universities lost the 
threefold unity from which they sprang—the faculty 
of theology for the salvation of the soul, the faculty 
of law for the ordering of the earthly community, and 
the faculty of medicine for health. As a consequence, 
the sciences were dispersed, the scientific spirit 
decayed, individual sciences wished to be themselves 
the whole, and eventually the disintegration culmin- 
ated, in Germany, in the National Socialist period. 
This lost unity, he argued, must be regained. The 
university must again be a whole, aiming at the 
education’ of the whole man. Only thus can it 
educate its citizens to take a healthy attitude to the 
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State; for a genuinely humane State self- limits its 
power, because it aims at justice. 

If we understand Professor JASPERS aright he 
would restore the faculties of theology, law, and 
medicine to their original supremacy, giving the 
leading position to theology. ‘ Apart from God and 
the soul,” he said, 
from putting to death the mentally diseased.” That 
statement must give us pause ; but it is true at least 
that the doctor who takes part in all the activities 
of a university thus constituted would have an 
opportunity to become “a doctor in the noble sense 
of HriprocraTEs, who said that the physician who is 
at the same time a philosopher resembles the gods.”’ 


_ Annotations 


THAT FLU VACCINE 


Some time ago the United States workers published 
a preliminary report of promising results obtained there 
in’ 1943 in trials of an anti-influenzal vaccine. A 
description of these trials in detail occupies the entire 
number of the American Journal of Hygiene for 
An introductory paper and six others 
relate what happened at six different centres, spread 
from New York ‘to California. The vaccine differed’ 
from those previously tested here and in America both 
in its source, being made from the embryonic fluids of 
infected fertile eggs rather than from whole chick 
embryos or mouse lungs, and in being concentrated ten- 
fold. Three strains of virus were incorporated, two of 
virus A (a standard laboratory strain and one fairly 
recently isolated) and one ‘of virus B. About 12,500 
persons participated in the trials, mostly students who 
were taking part in an ‘‘ Army specialised training 
programme.” In its planning:.and control the test 
was as nearly perfect as such trials can reasonably be 
expected to be. 


The results in five of the six “centres were unequi- 
vocally good. The outbreak which followed was pure A | 


and there was an all-over 3- to 4-fold reduction in 
incidence of influenza in the vaccinated as compared 
with control groups (X 2-3, x 2-3, x 3-5, x 4:3, x 4-9 
in the several centres). In ‘all of these an influenza 
‘outbreak began within a fortnight of the inoculations— 
in one actually 3 days before the inoculations. It may 
be argued that this fortunate coincidence alone explains 
the apparently great success which this vaccine achieved 
when compared with earlier trials; for the influenza 
came when, for most subjects, immunity would be 
expected to be maximal. Such a view would be sup- 
ported by the evidence from the sixth trial centre, in 
California, where the epidemic did not hit the community 
until 6-8 weeks after inoculation and the incidence of 
the disease was unaffected by the injections. If one 
takes the result at its face value as indicating that 
benefit from vaccination has passed away after 6 weeks, 
it is clear that the five good results were in a way ‘‘flukes”’ 
and that any future success would depend on very skilful 


‘timing of inoculations in relation to accurately forecast 


outbreaks. There are, however, reasons for looking 
into the matter more deeply. Serological studies, 
particularly those of the Michigan group, point to a 
definite relationship between: susceptibility to, attack 
and antibody titre against the locally prevalent strain. 
Vaccination raised the antibody level’ of most of the 
community out of the zone of high liability to a zone 
of relative resistance. Further, antibody titres remained 
up for several months after inoculation in a way not at 
all suggesting the likelihood that immunity would be 
very transient. The key to the failure in California 
may rather be that the virus in that state was antigenic- 


‘there is nothing to prevent us- 
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ally more remote from those incorporated in the vaccine 
than were the viruses in the rest of the Continent ; 
evidence in favour of this possibility is presented. Quite 
apart from what it tells us of the value of vaccination, 


this series of papers is full of points of interest, par- 


ticularly in emphasising that serological variety among 
influenza viruses may be epidemiologically all-important. 


Were it not for that variety it is not improbable that we 


could forecast influenza by “ Gallup polls” of our 
community antibody levels, but until we know much 
more of the antigenic repertoire of the influenza viruses 
they will be able to keep us guessing. 


ALARUMS OF AN ALLERGIST - 


DEALING as he does with a hypersensitive section of 
the community, the physician who specialises in allergic 
diseases must be prepared to meet with startling 
reactions to apparently trivial stimuli. Waldbott! has 
summed up some of the alarms he has encountered in 
a wide experience. In the first place it is essential to 
differentiate the non-allergic reactions which may result 
from any hypodermic injection. These include syncope, 
and febrile, focal, or toxic reactions. Reactions specific 
to the allergic individual may arise as a result of diag- 
nostic skin-tests or from treatment with allergenic 
extracts. Severe reactions from skin-tests are due either 
to an extreme sensitivity or to accidental introduction of 
some of the testing material into a vein. To avoid such 
risks Waldbott proposes four rules. Intradermal. tests 


should never be carried out in children under the age of. 


six years, since it is in them that the severest reactions 
occur. Ifa patient says he is sensitive to.any particular 
substance, then this substance should not be used for 
testing purposes except in very great dilution—e.g., 
1 in 1,000,000. Pollens are least likely to cause reac- 
tions, so they should be used first in diagnostic tests 
and the strength and scope of further tests should be 
decided by the response. The arm or leg are preferable 
to the back for the tests, because a tourniquet can be 
applied in these sites if necessary. Superficial veins 
should be carefully avoided. A fifth.rule might be more 
effective than any of these—to use the prick method 
advocated by Harley. Three types of reaction must be 
differentiated if the correct treatment is to be applied— 
the overdose reaction, the intravenous reaction, and 
the back-seepage reaction. The intravenous reaction, the 


most dangerous of all, occurs within 10-20 seconds of the. 


injection, and there is no cedema at the site of injection. 
The back-seepage reaction takes several minutes to 
develop and is accompanied by intense localised edema 
which spreads quickly. The treatment of both these is 
the immediate injection of 1-2 c.cm. of adrenaline, 
followed by aminophylline, 0-2-0-5 g., intravenously. 
Overdose reactions are always accompanied by edema 
-at the site of injection, and the generalised cdema that 
follows may take an hour to develop ; the application of 
a tourniquet is often beneficial in treatment, or small 
doses (0:1-0-2 c.cm.) of adrenaline may be given ; 
careful inspection of the site of injection 10-15 minutes 
after it has been given may reveal signs of an 
impending reaction. 


Other emergencies may be equally dramatic but are. 


fortunately rare. Asthina may be so severe that it does 
not respond to adrenaline or aminophylline; here the 
introduction of a bronchoscope for the aspiration of 
accumulated mucus may be a life-saving measure. 
Waldbott mentions three cases of severe cyanosis during 
an asthmatic attack when the patient has suddenly 
fallen unconscious on the floor; recovery was spon- 
taneous, and the loss of consciousness may have been due 
to cerebral anoxia. Even adrenaline is not without its 
risks ; in one patient intravenous adrenaline given for the 
relief of allergic shock resulted in aphasia, athetotic 


1- Waldbott, G. L. J. Amer. med. Ass. 1945, 128, 1205. p 
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movements, and facial palsy for two days. Among 
drugs which give rise to trouble in hypersensiti ive persons, 
Waldhott gives pride of place to aspirin, with opiates 
a close second. Sclerosing agents for varicose veins 
may also be responsible for violent reactions. If such 
drugs are to be administered regularly to allergic sub- 
jects they should be given daily or weekly ; if given at 
longer intervals—e.g., every 10 days or once a month— 
they are more likely to result in sensitisation. Wald- 
bott thinks that nitrous oxide is the safest anesthetic 
for the allergic patient ; if spinal anesthesia is used, the 
use of a drug to which the patient is sensitive may prove 
disastrous. For minor procedures, such as broncho- 
scopy, intravénous anesthetics may provoke a trouble- 
some spasm of the glottis, and Waldbott prefers a 
barbiturate given by mouth. 


DIPHYLLOBOTHRIID TAPEWORMS OF BIRDS 
AND MAN l 
Last year Duguid and Sheppard! demonstrated that 
a highly fatal outbreak of peritonitis in trout and 
sticklebacks in a South Wales reservoir in 1942-43 was 


caused by plerocercoid larve of a diphyllobothriid tape- 


worm. Duguid and Sheppard fed the plerocercoids to dogs 
and rats and obtained from these hosts adult tapeworms 
which resembled, but were not identical with, D. latum 
of man. They also fed eggs from these experimentally - 
reared tapeworms to the crustaceans Diaptomus gracilis 
and Cyclops strenuus, which are intermediate hosts of 
D. latum’of man, and obtained procercoid larve in the 
crustacea. They failed, however, to infest fish with the 
experimentally-reared procercoids. Later, Hickey and 
Harris? found plerocercoids of diphylobothriid tape- 


- Worms in trout in Poulaphouca reservoir near Dublin and 


reared these to maturity ina kitten. In cormorants and 
gulls in the same area they also obtained all the st ages of 
the life-cycle from the plerocercoids found in the trout to 
the adult tapeworm. Unsworth,® who received material 
from both South Wales and Dublin, successfully reared 
the whole life-cycle of the tapeworms in the crustaceans 
Diaptomus gracilis and (especially well) Cyclops strenuus 
as the first intermediate hosts, in sticklebacks and pike 
as the second, and in dogs as the definitive host. The 
adult tapeworms thus obtained by all these workers were 
who concluded that none were D. 
latum of man, but that they all belonged to the species 
D. dendriticum, which is normally parasitic in 

except that the tapeworms obtained from the Dublin 
cormorants may have been D. ditremum—if they were, 
the cormorant is a new host for this species. 

There was therefore no reason to suppose that any of 
the plerocercoids found in trout in South Wales and the 
Dublin area were those of D. latum of man, and the sug- 
gestion made in our annotation! that D. latum might 
have been brought to this country by refugees from 
Norway or Poland seemed to have little support. Nor 
did it seem likely that either the plerocercoids found in 
trout from a Northamptonshire reservoir by Gibson 5 
or those which, according to Dr. Peterson of Yell (see 
Duguid and Sheppard), are endemic in trout in some of 
the Shetland Islands were other than those of diphyllo- 
bothriid tapeworms of birds. 

The possibility. that D. latum may be found in‘ these 
islands has now been raised again by the announcement 
by Harris and Hickey ê that they have received from 
Dr. T. V. McLoughlin a specimen of D. latum from a boy 
who had eaten perch from Gardice Lake, co. Leitrim. 
Harris and Hickey examined 79 perch from this lake 


and found plerocercoids in 38 of them. When, more- 


1. Duguid, J. B., Sheppard, E. M. J. Path. Bact. 1944, 56, 73; 
see Annotation, Lancet, 1944, i, 475 

2. Hickey, M. D., Harris, J. R. Brit. med, J, 1944, ii, 310. 

3. Unsworth, K. Ann. trop. Med. Parasit. 19 tt, 38, 213. 
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over, these plerocercoids were fed to dogs, specimens not 
of diphyllobothriids of birds but of D. latum of man were 
obtained. It is clear, therefore, that whether or not the 
plerocercoids of diphyllobothriids of birds occur in 
Gardice Lake, those of D. latum of man do occur there 
and man can be infested by them. Autochthonous 
human infestation with D. latum is apparently recorded 
in the British Isles only from the West of Ireland,’ but 
a look-out should be kept for it elsewhere. One diffi- 
culty of such a search is, of course, that it is not easy to 
distinguish between the larval stages of the different 
species of diphyllobothriide. Harris and Hickey,’ 
however, found that the plerocercoids of the species 
parasitic in gulls in the Dublin area were translucent, 
glistening white, active, and not much wrinkled ; they 
- always relaxed and evaginated when they were killed 
in tap-water; and some of them showed segmentation. 
Only one out of the 198 trout examined had these 
plerocercoids in the skeletal muscles; the remainder 
were in the viscera or subserous tissues of the abdominal 
cavity, with bloodstained granulation tissue . around 
them. The plerocercoids of D. latum from the perch of 
Gardice Lake were opaque, dull white, sluggish when 
alive, and deeply wrinkled; they failed to evaginate 
‘when they were killed in tap-water; 71 out of 81 of 
them were found in the skeletal muscles of the fish 
rather than in‘the peritoneal cavity or its viscera, and 
there was no inflammatory reaction around them. 
Harris and Hickey have found plerocercoids resembling 
those of the diphyllobothriids of birds in trout, salmon, 
and char from various waters of the counties of Dublin, 
Wicklow, Galway, and Donegal. Further comparisons 
of all the larval stages of the diphyllobothriids of birds 
and man should enable us to prove the occurrence of 
D. latum of man in any locality without following the 
whole life-history a OACREN i 


| UNO AND HEALTH | 
` TuE United Nations Information Organisation (UN10) 


has done well in issuing an 8-page pamphlet on Inter- | 


national Health Organisations. This does not propagate 
any particular opinions but describes the present organi- 
sations and summarises their activities. Attempting to 
define the scope. of international health relations, it 
rightly says that ‘‘ the extent to which official inter- 
national coöperation in health work has developed during 
. the past 20 years or so, is not always recognised. Noris it 


fully appreciated how wide a field had beén covered up ` 


to the outbreak of war in 1939.” Accounts are given of 
the history of the international sanitary conventions and 
the functions of the International Office of Public Health 
(Paris), the Health Organisation of the League, and the 
Pan-American Sanitary Bureau. Proportionately per- 
haps too much space is given to the work of the League, 
and UNRRA certainly deserves more mention than the 
Anglo-American Caribbean Commission and the Arab 
League receive; but these are small blemishes on a 
production which is particularly necessary at present to 
instruct public opinion, now that some progress in setting 
up the new International Health Organisation is at last 
in sight. 


Various articles in the San Fand charter deal 


with health, and one of them empowered the United 
Nations Organisation (UNO) to negotiate ‘‘for the creation 
of any new specialised agencies required for the accom- 
plishment of the purposes set forth in Article 55.” A 
declaration proposed by Braziland China and unanimously 
approved, recommended that a general health conference 
‘should be held within the next few months. ‘‘ The next few 
months ” since the San Francisco conference have gone 
by, and it has apparently proved impossible to convene 
the conference until the Economic and Social Council has 


7. Brufmpt, E. Précis de Parasitologic, Paris, 1936. p. 809. 
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been established. That will be done at the UNO meeting. 
in London in January, and the Economic and Social 
Council will presumably take immediate steps to conven¢é 
Meanwhile in the United States 
a large and somewhat heterogeneous advisory committee 
has been set up to study the subject, and this should prove 
useful in informing the public on the issues.® The 
permanent committee of the Paris Office will meet on 
April 24, for the first time since 1939, and the French 

government is believed to be calling an international 
conference in May to discuss the conventions. But the 
1944 conventions expire on July 15, and the United 

Nations will have to decide before then whether the pre- 
sent dual administration by the Paris Office and UNRRA | 
should be continued or whether they should revert to the 
Paris Office until such time as the new International 


Health Organisation of the United Nations can take 


them over, if that is to be done. 


DETECTION OF RH AND OTHER IMMUNE 
AGGLUTININS 


THE detection of Rh antibodies in the sera of mothers 


of infants with erythroblastosis has not hitherto been 


possible in all cases. Levine and his colleagues” in their 
original paper reported anti-Rh agglutinins in only 30% 
of such Rh-negative mothers, but in a considerable 
number of these cases the search was made some months 
or years after delivery. In England, Boorman, Dodd, 
and Mollison™ found anti-Rh agglutinins in 93 out of 97 
Rh-negative mothers of erythroblastotic infants, but here 
the vast majority of the tests were performed soon after 
pregnancy and the technique was probably more sensitive. 
The failure to detect anti-Rh agglutinins has, for some 
cases, since been explained. The Rh antibody may be 
present in an ‘incomplete ” form,!? also called the 
“ blocking antibody.’ 13 The complete agglutinating 
form and the incomplete form may be present together 
and the agglutinating fraction may only be detected 
when the technique is very sensitive. 

Recently, other .tests have been devised for picking 
up Rh antibodies, whether complete or incomplete. 
Using such methods, in 500 sera Diamond and Abelson ™ 
found agglutinating Rh antibodies in .53%, incomplete 
or blocking antibodies in 24%, and both in 15-8%— 
a total of 92-89%. With the open-slide test that they had 
described, Rh antibodies were detected in 99-89%. 
In this test two drops of a 40% suspension of the appro- 
priate red cells in serum are mixed on a glass slide with 
one drop of the serum to be tested. If complete or 
incomplete Rh antibodies are present, agglutination 
occurs within 1-3 minutes on rocking the slide. With 
this test, however, rouleaux formation may give false- 
positive results. A similar test has been reported by 
Wiener.'® The agglutination is here performed in tubes, 
and instead of the usual saline suspension of red cells a 
2% suspension ‘of red cells in inactive serum is mixed 
with the serum to be tested. Wiener calls this the 
“ conglutination °? test. As with the slide test of 
Diamond and Abelson, clumping, which is probably not 
true agglutination, occurs both with: complete and 
incomplete antibodies. Coombs, Mourant, and Race" 
admit the value of Wiener’s test, but object to the term 
‘* conglutination ”? because it has already been used for 
another phenomenon. They themselves have produced 
an apparently still more sensitive test. Cells sensitised 
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by a weak agg elutinin or incomplete antibody are made to 
agglutinate strongly by mixing the washed sensitised 
‘ cells with an anti-human globulin. 

It now appears that inactive serum, besides i increasing 
the activity of an antibody so as to cause clumping of 
sensitised cells, as in Wiener’s so-called conglutination 
test, has other effects. Boorman, Dodd, and Morgan 18 
have used compatible human sera, diluted 1 : 3, in place 
of saline as a diluent for the iso-agglutinin in iso-agglu- 
tinin titrations. When naturally occurring iso- agglu- 
tinins were thus titrated the titre was found to be the 
same as when saline was used as diluent; but with 
immune iso-agglutinins the degree of agglutination was 
gredter when the serum was employed and in most 
cases there was a definite increase in the agglutinin 
titre. 
Wiener’s conglutination, and the factor responsible in 
the inactive serum in both -cases is heat-stable. Wiener 
thinks that the success of his test depends on avoiding 
the introduction of saline into the mixture. The 
difference may lie in the observation of Boorman and his 
colleagues ‘“‘ that sera varied markedly i in their power to 
amplify the immune agglutinin.” These workers go on 
to suggest that the phenomenon they have noted may 
prove valuable in differentiating natural from immune 
antibodies. Such antibodies as Rh are always immune, 
but antibodies such as anti-A, anti-A,, anti-B, and 
anti-O have hitherto had to be judged as natural or 
immune on circumstantial evidence. 


WORD-BLINDN ESS 


INCREASING attention has been given in the last few 
years to the education of illiterate adults. The causes, 
remedies, and principles of treatment of illiteracy have 
been discussed by Burt, and backwardness-in reading 
among men in the Army by Wall. The War Office, 
realising that illiterate soldiers could not be fully efficient 
and might be a liability, undertook measures to correct 
their defect. In 1943 a committee was appointed as a re- 


sult of which basic education courses for illiterate soldiers 


were established in each command. Specially prepared 
readers (English Parade, books 1 and 11, and Instructor’s 
Pamphlet) were used. Only men who were totally 
illiterate were sent to the courses, yet the results were 
astonishingly good. = ; 

The serious handicap of. “ word-blindness ” to the 
school-child, and the word-blind child’s stark terror of 
being called on to read aloud and reveal to the whole 
class his inability to do so, are vividly described by Hill.” 
He had the personal experience of being unable to read 
up to the age of fifteen years. ‘“‘ The lifting of this 
handicap,” he recalls, ‘‘ raised me from being nearly 
bottom at school to passing with ease top into a branch 
of the Civil Service where everyone who passed in below 
me had taken an honours degree at Oxford or Cambridge.” 
It is unfortunate that he does not tell us how he overcame 
his disability, nor does he give evidence to support his 
view that word-blindness can be overcome in almost 
every case. 

It is evident that there are multiple causes for delay 
in learning to read and spell, and that distinction needs 
to be drawn between backward readers and the extremely 
rare condition of specific reading disability. Orton ?3 
attributed the latter to failure to train the brain to work 
exclusively from the leading or dominant hemisphere. 


Macmeeken ” found a significant relation between reading 

18. Boorman, K. E., Dodd, B. E., Morgan, W. T. J. Nature, Lond. 
1945, 156, 663. 

19. Burt, C. Brit. J. educ. Psychol. 1945, 15, 20. 

20. Wall, W. D. Jbid., D. 28.. 

21. Ment. Hith, 1944, 5, 33. 

22. Hill, R. Brit. J. Ophthal. September, 1945, p. 467. 

23. Orton, S. T. Reading, Writing and Speech Problems in Children, 

London, 1937 


24. Macmeeken, M. Ocular Dominance in Relation to Develop- 


mental Aphasia, London, 1939. 


This phenomenon in some respects resembles 


will no doubt need further thought. 


disability and left-eyedness, while more recent studies by 
Schonell suggest that ‘the manuahocular theory of 
disability is an over-simplification of the problem. The 
exact nature of the more serious forms of reading 
disability is still in doubt, but the need for early recogni- 
tion and remedial treatment of the educationally sub- 
normal pupil has been recognised by the Education 
Act, 1944, and closer observation of these cases may clear 
up.some of the obscurities. 


TRAINING IN RHEUMATIC DISEASE 


For the first time since 1938 the Empire Rheumatism 
Council last week held a full meeting. It was pointed 
out that an effective national plan for the treatment of 
rheumatic disorders, ‘‘ which is now in a highly pı ‘onlising 
stage of development,” will call for strenuous work in 
the education of both the profession and the public. 
Lord Horder, in delivering his annual report as chairman, 
pointed out that the plan must not be hampered for lack 
of practitioners to staff the new centres that will be set 
up. On the long-term view education of the profession 
must be the task, primarily, of the university medical 
teaching schools; and he welcomed the example set 
by Bristol University and the West London Hospital. 
But there is also immediate need of “a comprehensive 
series, of postgraduate courses to give a selected number 
of practitioners special training in the diagnosis and 
treatment of rheumatic disease, ” which clearly must not 
be restricted to a London centre. A beginning has been 
made this autumn, and extension of the work will have a 
high priority in 1946. At the same time public opinion 
has been aroused : “ no longer is rheumatism regarded as 
a misfortune inevitable because of our climate, nor as 
something which is comparatively trifling in the c ategory 
of the ills of mankind.” The Council, whose address 
is Tavistock House North, Tavistock Square, London, 
WCIl, appeals for renewed support of its v ery necessary 
efforts. Í 

AT -LEAST FIVE- THOUSAND 

IT is now an open secret that a month or twò ago the 
medical departments of the Services were invited to 
review their plans so as to expedite the release of doctors 
from the Forces. The startlingly large number which 
they were asked to return to civil life by Christmas may 
not be fully forthcoming ; but the Minister of Health, as 
reported in our parliamentary columns, is now able to 


- tell us that -at least 5000 serving medical officers will 


have been released by the end of the year. The rate of 


_ medical demobilisation, after a slow start, has thus become 


comparable .with that of the United States Army, 
which had released 13,320 doctors, from a peak strength 
of 45,000, by the middle of last month. (Our own peak 
strength was roughly a third of this.) A sound feature 
of the Goverument’s policy is that it aims at reducing 
the ratio of doctors to total strength, in alł three Services, 
to a definite figure—about 2 per 1000. All will agree 
that efficient and sufficient care for the Services is im- 
portant in peace as in war, and the figufe finally chosen 
“But we have now 
become aware that it is equally important to provide 


efficient and sufficient care for the civilian population ; 


and so long as a shortage of doctors prevents their 
having this care we shall be unable to look with equa- 
nimity on any Service that does not make full and 
economical use of the medical resources placed at its 
disposal. 


25. Schonell, F. J. Backwardness in the Basic Subjects, London, 


Recent elections to the associate membership of the 
French Academy of Medicine include: Prof. E. D. Adrian, OM, 
Prof. C. H. Best, FRS, Sir Henry Dale, om, and Sir Alexander 
Fleming, FRS. 


~~ 
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x INCIDENCE OF 
INFECTIONS IN WAR-TIME DAY NURSERIES 
A PRELIMINARY STUDY 
G. M. ALLEN-WILLIAMS, M D CAMB., D P H 
Institute of Social Medicine, Oxford 


THE war-time -day nurseries arose necessarily as a 
result of the increased mobilisation of women to meet an 
urgent national`need. With the release of women from 
national service and the resumption of a more normal 
home life, the question of the future of the day nurseries 
in the life of the nation arises. 

The day nurseries have done excellent work in feeding, 
training, and caring for the children during the war, thus 
releasing their mothers for other duties. But, in spite 
of these material benefits, the day nurseries have been 
adversely criticised on various grounds, the most obvious 
being that in them children run a greater risk of infection 
than they do at home. It is the principal object of this 
paper to present evidence bearing on this criticism by 
comparing the incidence of infections in a group of 
children in day nurseries with that in a control group 
selected at random from those attending infant-welfare 
centres. The children of both groups were living at 
home, but the day-nursery group spent.on an average 
4-8 hours daily away from home. . 


METHOD OF INVESTIGATION 


In all, 438 records of children in 11 day nurseries 


during the first: quarter of 1944 were taken from the 
day-nursery attendance registers, medical cards, and 
notes taken from the mothers. These children had been 
admitted at various times. since 1941. The records 
kept by the health visitors of a group of 443 children 
regularly attending the welfare centres or visited at 
home at least four times a year (in many cases more 
frequently during infancy, when needing advice and 
when ill) were taken at random from the registers in the 
districts where the day nurseries were situated. These 


children (born between April, 1939, and April, 1944) 


formed the control group. The incidence of infection, 
according to their ages in 1942, 1943, and the first 
quarter of 1944, was contrasted with the experience among 
the children attending the day nurseries over the same 
period. The children in the day nurseries in 1941 were 
too few for a profitable comparison to be made for that 
year. The control series is admittedly not perfect but 
is the best obtainable in the circumstances. As far as 
could be ascertained, the groups were comparable. 
They were alike in sex distribution, and each age 
between 0 and 5 years was represented in the population. 
The children had: been under observation for the same 
period and lived in the same locality. They differed only 
in their day-time environment. No allowance could be 
made for occasional absences in the day-nursery popula- 
tion, as these details were not recorded. Children 
transferred from an infant-welfare centre to a day 
nursery during the period studied were excluded. Hence 
the comparisons are.between children who had spent 
part of their lives in day nurseries and’ those who had 
never been in one. 

It was necessary to make the analysis for separate 
calendar years because, during the period under review, 
the annual incidence of infectious diseases (scarlet fever, 
diphtheria, enteric, dysentery, measles, whooping cough, 
and pneumonia) varied considerably in Oxford city, 
as is shown below : 7 


1941 2869 total notifications 
1942 1026 ,, i 
1943 2844 ,, 3 


-~ As the children were admitted to the day nurseries 
at different times during the years in question, the 
denominator for the calculation of the incidence of 
infection was taken as the child-months exposed to risk 
—j.e., the number of children multiplied by the length 
of stay during the calendar years. 

The infections studied were measles, whooping-cough, 
scarlet fever, pneumonia, and otitis media arising as a com- 
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' 2 years. 


A 
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plication of these diseases; german measles, chickenpox, 
scabies, impetigo, and mumps. No child in either group 
developed diphtheria. Gastro-enteritis occurred in some 
of the nurseries, but it was impossible to get reliable 
information of this disease in the infant-welfare group. 
For this reason the incidence of gastro-enteritis was 
excluded in both series. The infectious diseases were 
considered together; for, although measles and whooping- 
cough occurred most frequently, the numbers were 
insufficient for a separate analysis to be “made for 
individual infections. The common catarrhal infections 
were not recorded. ` The results are given in table I. 


TABLE I—INCIDENCE OF INFECTION IN GROUPS ATTENDING 
DAY NURSERIES (DN) AND INFANT-WELFARE CENTRES 
(IW) DURING 1942, 1943, AND IsT QUARTER OF 1944 


Ist quarter R 
Age | group 1942 1943 185 ATLET | Total period 
(years) E E EEE E DER (ere tee oes 
Al|BI|A B A |B A |B 
0-2 | DN | 134| 7-5] 410 | 61-0] 207 |242| 751 | 41-3 
IW | 2199 | 10-0 | 2386 | 13-8 | 622 | 12-9] 5207 | 12-1 
2-4 | DN | 335 | 26-9] 1535 | 57-3] 636 | 15-7] 2506 | 42-7 
Iw | 723 | 6-9| 1718 | 22-1] 538 | 13-0] 2979 | 16-8 
4-5 | DN 405 | 32-1] 285 |24:5| 690 | 29- 
20:4 , 395 | 7 


346 5:8 


A, Number of child-months exposed to riek. 
B, Number of infections per 1000 of A. 


RESULTS 


The statistical experience shows that, with one 
exception only, the infection-rate in the day nurseries ` 
was very much greater than that in the infant-welfare 
centres. The exception was in 1942, in the age-group 
0-2 years, when the incidence among the children attend- 
ing the infant-welfare centres was greater than that in 
the day nurseries. In all other cases, particularly in 
1943, the day-nursery incidence of infections: was 
higher. In that year the infection-rate among the 0-2 ' 


years old was nearly 43 times that among the control 


group, the values being 61-0 and 13-8 per 1000 respec- 
tively. The totals for 1942-44 show that in the age- 
group 0-2 the comparable rates in the two series are 
41-3 and 12-1 per 1000. In the age-group 2—4, where 
the number of child-months exposed to risk. is more | 
nearly equa] in the two series, the values were 42-7 and 
16-8 per 1000 respectively. . 

These divergencies between the two groups are greater 
than those which would arise by chance ; for, when the 
values of x? were calculated, it was found that in the 
age-groups 0-2 and 2-4 the value of p was less than 
0-001, and in the 4-5 group was less than 0-02, indicating 
that the risk of infection in the day nurseries at each 
age-period was very much greater than that in the 
control population living in the same area. i 

But there is an additional risk. The children in the ` 
day nurseries are exposed to infection at an earlier age 
than those living at home. This is especially marked 
in 1943, when the highest case-rates occurred in both 
groups at different age-periods; namely 61-0 per 1000 
among the day-nursery population aged 0-2 years, 
and 22-1 per 1000 among the infant-welfare children 
aged 2-4 years. Owing to the fact that there are only ` 
a limited number .of places in the day. nurseries for 
children under the age of 2 years, the former figures 
are based on small-numbers. At the welfare centres, 
in contrast, most of the children are under the age of 
But the higher case-rates among children: 
admitted to the day nurseries nevertheless syiggest that 
among these the infections occur at an earlier age. 
Although much remains to be learned about infant 
immunity and degrees of hazard in the successive years 
of infancy and childhood, these increased risks at the 


earlier ages must be given due consideration. 


It was noted that certain of the day nurseries had 
more frequent infections than others, and it was thought 
that this might be correlated with the type of building. 
The day nurseries are not all constructed on exactly 
the same lines. Two of them are converted playing- 
field pavilions, whereas the others are new buildings 
erected on a plan approved by the Ministry of Health. 
‘These latter have separate nurseries: (a) for the babies ; 
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(b) infants aged 18 months to 3 years, and (c) children tions these suggestions and criticisms, for some of which 


aged 3-5 years; but there is no “ barrier” system. 
The children have some contact with each other, especi- 
ally in the cloak-rooms and in the gardens. In the con- 
verted buildings there is no strict separation, and the 
children mix even more freely. The infection-rates 
in the day nurseries with separate and mixed accommo- 


dation were compared, and the results are shown in. 


table m. The following infections were included: 
measles, whooping-cough, scarlet fever, mumps, dysen- 
tery, meningitis, tuberculosis, scabies, impetigo, german 
measles, chickenpox, and pneumonia, and otitis media 
developing as complications pf other diseases. 


TABLE II—INOCIDENCE OF INFECTION IN “MIXED” AND 


“ SEPARATE ” NURSERIES 1942—44 


i (A) Number of (B) Number of 
Age (ycars) Nursery | child-months | infections per 1000 
exposed to risk of (A) 
0-2 Mixed 127 31-5 
Separate G24 43°3 
t 
2—4 Mixed 1183 41-4 
Separate , 1323 47:6 
4-5 Mixed | 404 34-7 
S ’ Separate 286 28-0 


From this table it is apparent that there is little 
statistical evidence to show that the infection-rates 
differ in the mixed and the separate day nurseries. For 
training and discipline it appears advisable to ‘have 
separate nurseries for the under- and over-twos, but 
in practice it is almost impossible to prevent the children 
mixing; and, so far as the incidence of infections is 
concerned, the separation of the age-groups does not 
seem to offer any advantage. 


DISCUSSION 


The validity of all studies of this kind must naturally 
be related to the validity of the original records. Where 
several persons are concerned in the collection of data 
the likelihood of error increases. Morbidity studies 
have less finality than those relating to mortality. In 
this inquiry it appears that the information collected 
from both sets of records would be likely to lead to an 
underestimate of the infection-rates, because the records 
had not been kept for this specific purpose. The nursery 
records must be assumed to be more complete, as the 
children are under daily skilled supervision. Further, 
although the records selected for analysis show that the 
home group of children had been visited with reasonable 
regularity and the health visitors concerned appeared 
to know their families well, the pressure of war-time 
work necessitated a less close supervision than is possible 
in times of peace. Although measles is a notifiable 
disease, a doctor is not necessarily called in, and the 
mother may omit to notify the health visitor at a sub- 
- sequent visit. In the case of alt notified infections, how- 
ever, the health visitor makes a special visit. Evidence 
on the non-notifiable infections was necessarily obtained 
from the mothers in both series, but at least in the case 
of pneumonia and otitis media it would commonly have 
had medical backing. There were defects in both series, 
but how far their adjustment might have modified 
the picture cannot be stated. The different standards 
of supervision in the two series is probably the most 
serious criticism. 'The numerical assessment recorded 
must, as always in such studies, be accepted as an ap- 
proximation, but even so an approximation based on an 


.analysis of the materials available has value in compari- ° 


son with ‘‘ impressions ” having no basis in actual figures. 
In this case the figures support the impression. Pre- 
liminary studies of this nature have other uses, including 
the discovery of a need for better systems of recording 
and of the advantages which may be expected to accrue 
from collaboration between workers in a health service 
and an academic department. 

To increase the accuracy of future studies the health 
visitors and day-nursery supervisors would need to be 
specifically instructed and provided with appropriate 
cards. In large-scale investigations infectious-disease 
notifications could be used as a check on the health 
visitors’ cards, and mortality-rates could be compared. 
For the assistance of others making similar investiga- 
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` staffs and health visitors for their willing coöperation. 
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I am indebted to my colleagues working in the health 
department of the city, have been recorded in some detail. 


| CONCLUSIONS 

From the records analysed it appears that children 
at any age attending a day nursery are more liable to 
contract infections than are children living at home. 

Infections in the day-nursery population appear to 
occur at an earlier age than infections in a comparable 
control series resident at home and under the supervision 
of health visitors. . 

The incidence of infection among -the children is 
similar in day nurseries in which the different age-groups 
are mixed or in some degree segregated. | 

No attempt is made in this study to balance the dis- 
advantages attaching to a high infection-rate in day 
hurseries against certain recognised individual advantages 
to mother and child. Itis merely an attempt to evaluate 
a particular hazard in a way which has not, so far as can 
be determined, been attempted hitherto in this country. 

It is desirable that these observations should be 
repeated on a larger scale, with the precautions noted 
and a more detailed study of the two groups, in other 
areas of the country. 
in such a study would be of great value. 


It is a pleasure to record my thanks to Dr. G. C. Williams, 
medical officer of health, Oxford city, for the facilitiés which 


The inclusion of nursery schools — 


made this inquiry possible, including access to the public- | 


health records ; to Dr. Nora Archer, assistant medical officer 
of health, for permission to make these observations in the 
day nurseries under her charge; and to the day-nursery 
I am 


also indebted to Dr. W. T. Russell for statistical assistance, 


and to Professor J. A. Ryle for advice and criticism. $ 


, 
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IN September, 1939, tke clinic was evacuated to 
Westfield College, Hampstead, from its Bloomsbury 
premises, which were later destroyed by enemy action. 
Although over 40 of its doctors were serving in the Forces 
it remained open throughout the war, and on Dec. 11 it 


celebrated its 25th birthday by the inauguration of its 


new home at 2, Beaumont Street, W1, formerly the 
Duchess Nursing Home. | 

Speaking at the opening ceremony, Dr. J. R. REEs, the 
medical director, said that about 30% of all medical 


discharges from the Services had been made on psychia- 


tric grounds. Most of these men and women were suffer- 
ing from neurotic illnesses and less than 4% had had a 
serious mental breakdown. To deal with the neuroses, 
facilities for treatment must be provided throughout the 
country, and medical education, especially postgraduate 
education, would become more and more important. 


The clinic, he felt, should therefore aim at becoming an — 


educational institution rather than a body which tried 
to treat as many patients as possible. Indeed perhaps 
its chief function in the future would be preventive work, 
and it would seek to do more in the way of diagnosis and 
treatment for groups and for the community at large. 

General Sir RONALD ADAM said that he always felt 
that in Great Britain we paid more attention scientifically 
to material than to human problems.: When he became 
Adjutant-Genera] in 1941 the main difficulty of the Army 
was man-power, and two problems had to be solved 
against time. The first was the selection of leaders and 
the second was the selection of personnel. 
period of experiment the War Office Selection Board 
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After a short | 


procedure was set up, and it immediately became 


popular with candidates for commissions. 
selection of personnel required a preliminary job analysis 
of the Army; then they had gone ahead, and their 
methods had proved successful. Problems of discipline, 
he continued, had also needed scientific help, and in 
morale problems, particularly in the Far East, the advice 
of psychiatrists was constantly used by commanders at 
all levels. A fine job had been done by the formation. 
under the advice of psychiatrists, of unarmed Pioneer 
Companies, including men of very low intelligence. A 
final task in which the psychiatrist and psychologist had 
done great work was in the civil resettlement units where 
the returned prisoner-of-war was turned back into a 
civilian in employment. It was even proposed to take 


Scientific . 
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into these establishments ex-Servicemen who had found 
it hard tò readjust themselves to civil life. On the cura- 
tive side of psychiatry the medical authorities had been 
most ..successful in dealing with what was called shell- 
shock in the last war and exhaustion in this. ‘‘ I think,” 
Sir Ronald concluded, ‘‘ from what I have said it will be 
clear that the Army has found it essential to use scientific 
advice on human problems. ... Canindustry learn from 
what we have done in the Army? ... I am quite 
certain that groups from this clinic could make great 
contributions in solving the human problems which are 
always with us, and at no time more urgent that at the 
end of a long war, and thereby adding to the contentment 
of the average man in the future.”’ l 

_Lord ALNESS, the chairman of the council, who 
reviewed the history of the clinic, appealed for help in 
continuing the work. | : 


COLONIAL DEVELOPMENT AND WELFARE 


AN Act passed this year provides for expenditure of 
£120 million on development and welfare in the Colonies 
‘during the next ten years, with a maximum of £17} 
million in any one year, including not more than £1 
million on reseatch. The Secretary of State for the 
Colonies points out! that owing to the shortage of 
first-class staff it is unlikely that the full scale of expendi- 
ture on research will be reached for some time, and 
` the total to be spent under this heading is thus put at 
£8} million. Though research grants may be made to indi- 
vidual governments, and it is by no means intended that 
all research schemes shall be under direct central control, 
they will be included for convenience in the central 
budget of the Colonial Office. The central schemes 
include in addition a proposal for establishing in London 
a nutrition organisation for the Colonial Empire. 

Of £85 million to be allocated to Colonial Territories 
for their own use, £154 million will go to the West Indies, 
£74 million to the Far East (including £5 million for 
Malaya), £23 million to Nigeria, and £16} million to 
East Africa. These sums are not, however, to be taken 
as the total to be spent on development in the next ten 
years, for each Colony will be expected to supplement 
them, either from public funds or with the assistance of 
private trade and enterprise. Colonjal governments 
are reminded that the war has “ entailed a most serious 
worsening of the financial position of the United Kingdom 
quite unparalleled in any other part of the Common- 
wealth or in any Allied country.” The contribution to 
be made from the Imperial Exchequer will be a real 
burden on the taxpayer in this country; but this will 
be gladly borne, because of the desire to see Colonial 
development advanced, provided the Dependencies play 
their part in the joint effort. : 

It is hoped that the grants from the United Kingdo 
will enable Colonial governments ‘‘ to achieve steady 
and sustained progress towards the great goal of raising 
the standards of living and well-being of their people.” 


CHANGE OF DOCTORS 


INSURED people in Scotland who. chose their present 
doctor after the war began are to have it made easier for them 
to transfer to another doctor, especially one who has been 
away On.service. | 7 a 

In the ordinary way an insured person wishing to change his 
doctor must either get the agreement of his present doctor, or 
else give notice to the insurance committee a month before the 
end of a quarter. As many people have had to choose their 
doctor since Sept. 3, 1939, at a time when other doctors 
were away, the ordinary procedure is being relaxed for the 
present, and anyone in this position wishing to change to a 
doctor who has returned to his practice need only ask the 
selected doctor to accept him. This relaxation does not apply 
to people who are temporarily on the list of their present doctor 
simply because their usual doctor is away on service, unless 
_ they chose that doctor after the war began. Allsuch people are 
restored to the care of their usual doctor when he comes back. 

A further step will be taken when most doctors have returned 
from service and have resumed their own practice’ Then the 
insurance and panel committees in each area will fix a period 
of three months during which people who have chosen their 
present doctor since 1939 can transfer to any other doctor 
without going through the ordinary procedure. 

1. Cmd 6713. 
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TAKING STOCK 
BY ‘‘ GROUP 23” 


- THE second world war has ended, leaving the. world 
in a mess. ‘The tumult and the shouting dies, the cap- | 
tains and the kings depart by degrees in their age-and- 
service groups. At such a time everyone stops to think 
a little, to look back on the war years, to assess what 
he has gained and what he has lost, and to take stack 
of his present position. 

I, as a physician in the fourth decade of life, one who 
has spent nearly six years in uniform in different parts 
of the world, have been taking stock from a professional 
point of view. 'I have had an average Service career; not 
particularly dangerous, not especially distinguished, not 
entirely uneventful. Ihave been luckier than most medical 
officers, perhaps, in that I have spent a good deal of time 
as a medical specialist in hospitals, with quite a lot of 
interesting clinical work to do. But I also served my 
time as a ‘‘ general stooge ” in the wilderness ; a literal 
wilderness, sometimes, lacking almost completely any 
natural, intellectual, or spiritual interest. Et ego in 
inferno vixi. . And I believe that my reactions to the 
war have not been very different from those of most 
Service doctors. 

GAINS 


As a doctor, I should say that my chief gain from a 


. Service career has been the opportunity to study at 


close quarters a very large number of my fellow, men ; 
men of all types and in all stations of life. In civil life, 
unless one is very lucky, one meets only a limited selection 
of men; and one does not actually. live among them, 
nor normally see them closer to, except when they are ill. 
In this war I have supped with peers, played cricket 
with plumbers, and got drunk with professional pianists. 
I have seen their reactions, not only to illness, but to 
boredom, danger, discomfort, and death ; observed their 
attitude to wine, to women, and to Wagner; and censored 
letters containing their intimate thoughts and ambitions. 
I think I have learned quite a lot of toleration for their 
weaknesses, and some understanding of their difficulties. 


I don’t think I should have learned so much about men 
in six years of civil life. 


There the doctor is always a 
little apart, an adviser and a counsellor, but not a fellow 
worker in the same way that he is in the Forces. There 
can be few Service doctors who have not benefited, 
perhaps unconsciously, from close contact with so many 
of their countrymen. 3 

I have gained, too, from meeting so many fellow 
doctors. Not just meeting them at clinical conferences 
or cocktail parties, but living and working with them on 
equal terms, It has often been a chastening experience. 
Men from the London teaching hospitals (I am cn2) tend 
a little to self-complacency. We are conscious of having 
been educated at a hospital than which there is no better, 
and whose traditions and teachings are revered through- 
out the world. We are perhaps a little inclined, now 
and then, to thank God that we are not as other 
men (from provincial and county-council hospitals) 
are. It is salutary to find that these other men 
can quite often wipe our eye, and that the gospel 
according to St. Barthomas is not necessarily the one 
true faith. 

Another advantage has been the opportunity to 
observe how effective, from the patient’s point of view, 
is a large health organisation run without regard to 
trouble or expense. There has been a great deal of 
talk lately about the advantages to the patient of our 
present system of unfettered private practice. Let us 
clear our minds of cant and admit, as we must, that the . 
ordinary sailor, soldier, or airman during the war was 
far better cared for medically than he ever was ‘in. 
civilian life. No large organisation is perfect, and the 
Service medical organisations had many faults. But 
their primary job, the preservation of the health of 
Messrs. T. Atkins, J. Tar, and P. Erk, was on the whole 
done supremely well. Let us not be too hasty in assum- 
ing, however, that a State medical service in peace-time 
would be equally successful. It is almost certain that 
it would not—at least not for a long time. And while 
the patient would no doubt benefit in the Jong run from 
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such a service, it is a much more open question whether 
. the. doctor would. But. it has been stimulating and 
instructive to see a completely organised health service 
at work; and, if it has taught us little else, it has 
at least opened our eyes to the deficiencies of our 
pre-war system, and perhaps given us some ideas about 
remedying.them. 

In the field of purely clinical medicine the Service 
MO, unless he has been very fortunate, has probably 
been considerably less well off than his colleague in the 
EMS. One thing he should have.learned, however— 
the importance of rehabilitation. All this means, of 
course, is the continuation of treatment till the patient 
is completely well, instead of only until he is fit to leave 
hospital. Non-medical considerations are here as 
important as medical ones, as is the case in all questions 
of social medicine. But it has been pleasant and 
satisfying during the last few years to be able to say 
“This man is now as fit as he can be,” instead of ‘‘ This 
man is now reasonably well and, given certain circum- 
stances over which I have unfortunately no control, will 
doubtless recover completely in time.” Well, we can but 
try to bring about a similar state of affairs in peace-time 
too. 

The other Jesson most of us who had not much pre-war 

experience have learned during the war is the immense 
importance of the patient’s mental attitude. More and 
more does one come to realise the large part psycho- 
logical factors play in the etiology and prognosis of 
what were once regarded as purely somatic or “ organic ’ 
-= disorders. Obvious examples of this are peptic ulcer, 
post-meningitic headaches, pulmonary tuberculosis, 
and thyrotoxicosis. 
is brought very forcibly to the attention of the Service 
doctor because of his close contact ‘with his patients. 
He is also very often the father-confessor of his unit, 
and men may unburden their minds to him rather than 
to the chaplain or to a ‘“‘ proper officer.” He thus learns 
a great deal about his patients’ characters and can 
hardly fail to realise how much their ailments are 
conditioned by psychological factors. And if he is 
intelligent and perceptive he soon learns to be quite a 
competent psychologist. This is not difficult, because 
a large part of psychological medicine is simply common 
sense and experience of mankind. 

All this must seem platitudinous to any experienced 
ractitioner. But it wasn’t taught to most students 
efore the war, and I wonder if it is now. Itshould be; 

by the bedside, and not in formal lectures or courses in 
psychological medicine. 


LOSSES ws 

Now for the debit side of the ledger. Well, there are 
a good many items, but for most doctors in the Services 
the greatest evil has been boredom, largely due to lack 
of interesting work. The majority has for long periods 
had far too little to do, and what work there was has 
been clinically dull and intellectually uninspiring. There 
were compensations, of course; travel, possibly even 
adventure, and duty-free gin. But they did not alto- 
gether make up for the dreary monotony of sandfly, 
scabies, and sore throats. The inevitable grumbles 
drew sharp rebukes from persons in high places. ‘‘ The 
bored MO was dull and lazy. He had plenty to do, what 
with inspections, reports, lectures on hygiene, reading 
journals, writing up his cases, keeping up the morale of 
his troops, &c., &c. Good heavens, the keen man’s 
life should be full to the brim with all these fascinating 
occupations!” But the toad beneath the harrow 
muttered darkly that that was all very well, but such 
work was still damned dull, whatever the brass-hatted 
butterflies said; and how. the deuce could he read 
journals when all he could get were three-month-old 
Lancels and BMJs, or write up cases that didn’t exist ? 
The brass-hats were doubtless right. But the fact 
remains that very many Service MOs outside hospitals 
(and only a fortunate few managed to spend mucli time 
in hospital jobs) were often for long periods bored to 
extinction. Perhaps they shouldn’t have been; but 
they were. And five or six years of boredom is bad for 
any man, and must go down as a big item on the debit 
side of the account. 

Another item has been the lack of contact with a 
large part of medical practice—that dealing with women 
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and children and with old people. I have finished the 
‘war with an excellent knowledge of, for example; infective 
hepatitis, glandular fever, and toe-rot, but I have alniost 
forgotten which way up a baby is born, and I am mortally 
afraid of missing the next carcinoma of the colon I meet. 


_ It is a large gap, and I hope that the organisers of post- 


war refresher courses will bear it in mind. I hope, too, 
that there may be facilities for some of us to relearn our 
“ bedside manner,” sadly rusty after years of dealing 
with horny-handed ‘“ stripeys’’ and column- dodging 
“old sweats. ' But perhaps the ‘‘ bedside manner,’ 
that social emollient, redolent of morning coats and 
gold hunters, is no longer necessary in the Brave New 
Socialised Atomic World to which we shall shortly be 
returning ? 

One frequent complaint among Service doctors has 
been that of lay interference in medical matters by the 
executive branch. Well, there were some irritating 
episodes, it is true, but I personally never found such 
interference very serious. ` It depended mainly on the 
personality of the parties involved. A medical officer 
who was tactful but firm seldom had much trouble. 
in: getting his own way., Moreover, his power was very 
great, if he cared to use it, and more than one recalcitrant 
commanding officer has eventually found himself in 
hospital under a diagnosis of ‘“‘ Obs. Mental ” ! 


NO GOING BACK TO 1939 


Finally, what has been the gain and loss in what one 
might call ‘ spiritual values’’? Here again it is a 
matter of individual personality. To some doctors in 
the Services the last six years have been a period of 
futility and waste, of frustration. in their careers, of 
intolerable separation from their families; a period 
lacking those cultural and civilised amenities which 
made life for them pleasant and attractive. To others 
they wére an opportunity of escape from a humdrum 
life ; a time of comradeship, of gay irresponsibility, of 
excitement and adventure, maybe. For many of us 
the war has been an interval of curious suspension, 
when one felt that one was living another life, not one’s 
own, and which ended, one would resume where one 
left off in 1939. Such a feeling is entirely illusory. 
There can be no going back, and all of us, whether we 
like it or not, have been profoundly affected by our 
years in uniform. Iam an optimist, and believe I may 
be a better physician because of my experience in a 
fighting Service. I hope so, anyway. 

Malta. 


WORK FOR THE TUBERCULOUS 


Speaking at a conference held in London on Nov. 29 by 
the National Association for the Prevention of Tuberculosis, 
the Duchess of PORTLAND, who presided, pointed out that 
there is no reason why tuberculosis patients should not produce 
first-class work of commercial value—not merely something 


sold on the charitable appeal of the sad label “ work by the 
disabled.” 

Sir WILLIAM CRAWFORD approved the quality of British 
goods, but said they were not presented attractively enough, 
lacking colour, form, and design. Here was a field offer- 
ing a continual new interest to the patient and one in. 
which the work was both light and remunerative. Mr. 
Puitie JAMES (director of the Council of Arts) spoke of 
two essentials: (1) that instructors should be experts who 


would encourage ¢reative design, not slavish copying; and 
(2) that goods should be of commercial value and not “‘just 
Christmas presents.” Mr. H. W. YoXALL (managing director 


of Vogue) advised concentration pn industrial design, for 
which there was an assured market, rather than on arts and 
crafts, which required specialised selling. Dr. W. C. FOWLER 
believed that about 10% of patients have definite artistic 
potentialities, while every tuberculous patient would benefit 
from the raising of the general standard of culture, All 
articles made could be easily and quickly disinfected, Dr. 
R. R. TRAIL pressed for the appointment of artists to teach 
people on an agreed scheme, and the obtaining of definite 
offers from commercial firms to consider the designs and work 
produced. 

The NAPT intends to make a practical scheme through 
which any tuberculous patient needing help, coaching, and 
assistance in exploiting his talent to the full will not fail to 
get it. 
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In England Now ' 


A Running Commentary by Peripatetic Correspondents - 
WE couldn’t help noticing how very different was our 


release from the Army compared with our joining it. 


I went up to Millbank on the day when it all started, | 


and was shown into a room with three other doctors to 
wait for my examination. 
‘ancient magazines and all studiously ignored each other. 
. There was no conversation. Our examination, when it 
came, was thorough, but little was said between the 
examiner and the examinee, and the RAMC OR, who 
tested the urine, failed to inspire confidence. The 
atmosphere was one of boredom. Finally I went in to 


see the CO, who with a curt ‘‘ Sit down,” informed me . 


that I had been passed for overseas_service. Overseas ! 
I hadn’t yet got the length of the Army. l 

But our release! With what gaiety did we approach 
the Release Centre! There were again four of us. We 
had never seen each other before, but we talked freely.. 
There was common ground : Middle East, Italy, Austria. 
-< . . We arrived at the Centre. ‘‘ This way, Sir.” We 
were conducted to quite a decent waiting-room, were 
given a fair lunch, and could buy beer and gin. Coffee 
was served in the anteroom. We collected again and 
the sergeant was on time waiting for us. We went 
across the square into another waiting-room, where 
another sergeant made a little speech. He must have 
repeated it many times a day, but he seemed interested 
in getting it across. It was a neat little speech. He 
told us how the Release ‘Centre worked. How we would 
go into a large room with ten tables, where details 
would be taken for pay, health insurance, gratuities, 
unemployment benefit, &c. It all came to pass as he had 
said, except that we were given six shillings at one table. 
What for, no-one was very clear, but it contrasted with 
our examination at Millbank, where we had to pay our 
own fare up to Town.. There was a pleasant touch at 
the last table, where a civilian dealt with health insurance. 
. Then more conducting sergeants to take us where we 
could get our cigarettes and chocolate for our two 
months’ leave. Everywhere we went it was, ‘“ This 
- way, Sir.”- There’ was only ‘one’ part, of our journey 
where we went alone, and that was so well sign-posted 
that we might have been on the Highland Division Axis 
again. At last we reached the suit department. This 
was run by civilians and I wondered if it was a symptom 
of the times that.the man who measured me never 
_ stopped talking to one.of his mates. Were all civilians 
going to be so uninterested in us? But I was in so 
amiable a mood that nothing ruffled me. There were 
rows and rows and rows of suits. The choice however 
was easy, because although there were thousands of 
suits the varieties were few.’ The ties were so many 
that a real choice was impossible. And so at the end, 
with a neat box containing a pair of shoes, two pairs of 
socks, a shirt with two collars, a suit, a hat, a mackintosh, 
studs and sleeve links (but no braces), we ventured forth. 
Again, ‘‘ This way, Sir,’”’ and ‘‘ A truck leaves for the 
station every eight minutes.” 

* * x 

“Your annotation of Dec. 1 on “ Occupation at a 
Glance,” reminds me of an incident when I -was working 
at the dermatological clinic of Prof. M. Oppenheim in 
Vienna. Oppenheim was extremely interested in these 
occupational skin callosities and was also a very keen 
fisherman. One day after a clinical a doctor rushed up 
to him excitedly saying that he had just discovered a 
skin callosity peculiar. to fishermen, Oppenheim, on 
being assured that it did not occur on the hand, ‘as he 
expected, entered into wild conjectures as to its localisa- 
tion. Finally the doctor told him. It occurred on the 
left upper arm only, and its cause was the. fisherman’s 
habit of indicating the size of his catch, or of the ‘‘ one 
that got away,” by using the left arm as a measure and 
bringing the right hand sharply across to land somewhere 
along the left biceps. i eg 

Not since a black-and-white mouse with peculiar head 
markings in the animal department at Whiteley’s 
tempted me at the age of nine to stray be yond the bounds 
of financial prudence have I had quite the same sort of 
mental struggle as I did yesterday when I saw that old 


letter in a shop at Rye. It was written by Florence 


We all attempted to read | 


. Rushcliffe hear about the treacle ! 


. 


still . ... It lies before me. o 
Dear Miss Tebbutt, | l 


Thos. Roberts is very much obliged to you for all your . 
kindness about Mr. Cherry. I hope the poor Mother will 
never know how he died. Ifyou want any assistance to sit up- 
with your remaining sick Officers I would send you a Nurse. 

I was very glad you gave Montague to poor Mr. Cherry; I . 
think Miss Ecuyes would be delighted to be asked to sit up. 

I send 3 doz. Toilet Soap = 

©, 3 doz. Jams X E. 

Whether for Officers or Nurses you will decide. But I do ` 
not allow the Nurses jams here, onlytreacle. (However, now 
and then, I should be sorry that you should not indulge.) 

I am better, thank you, but I cannot expect much 


Nightingale on March 8, 1856. I couldn’t afford it, but 


alteration from day to day. We lost two cases here last. 


night owing I suppose to the severe weather.— Yours ever, 
F. Nightingale. 

I wonder what Mr. Cherry and Thos Roberts had in 
common. Did they come from the same village? And why - 
shouldn't the mother know ? I am: afraid it is because 
that miserable, supine Government killed him. iI am 
ignorant about Montague—did he write sermons? I 
must say I too rather suspect Miss Ecuyes’ motives in 
being so eager to sit up with the officers. We mustn’t let 
Jam, jam, jam only, 
please. Still I love that concession to the flesh in 
brackets, and that hardy last sentence but one, and the 


starkness of the last. 


_ Well. I’ve got only a few weeks to gloat over it, gain a 
little healing from what isthe source of a succouring and 
swelling stream, arid then it goes as a Xmas present to a 
certain matron I know, who swings a very effective lamp. .- 
She can be a bit of a Tartar, but then Florence without 
the asperity would have been like rum punch without | 
the lemon—no, no ; without the rum, beer without hops, 
some Victorian nonentity, Miss Nightingale. Yes, I 
believe her name was Florefice. 

* * * ! - 

It was an interesting collection of outpatients that 


_ steamy African morning, and as the next patient entered 


I recognised my steward-boy’s wife no. 2. The boy 
having -previously been a churchwarden had prospered 
and had bought himself a second wife. She now 
explained that she “de catch belly,” a fact I already 
suspected by observation of her swelling abdomen: so 
after the usual questions and uncertain answers about how 
many children she had had before and how many months 
since her last period, I asked her to lie up.on the couch. 

On examining her abdomen I discovered that she was 
wearing.a pair of my pants. My first impulse was to 
drag them off her, but I restrained myself, for that surely 
would have been an assault. I thought I would bring 
her to justice before the District Officer; but.then I 
sadly realised that I was in a privileged position to see 
those pants and could not divulge what I had seen. I 
have swallowed my anger, but I shall reduce the boy’s 
Christmas tip by their second-hand value. 

3 k * * 


For the first time in five years I had the opportunity to 
spend a week-end in the country: .I did not travel 
Incognito—I am not so conceited as to imagine myself 
well enough known for that precaution to be necessary ; 


although if T describe myself as “ Dr.’ I do not suppose 


I may be mistaken for a doctor of music, literature, or 
divinity. That my comparative obscurity did not 
protect me must be attributed to the misfortune of 
encountering as the solitary person I knew in that 
country hotel that good-natured interfering old busybody | 
Pogson-Browne. Heit was who came rushing over to me. 
during dinner to drag me downstairs to the head waiter 
who in opening a bottle of wine had cut. his hand. By 
the time I had bandaged him far less efficiently than any 
tyro with an elementary knowledge of first-aid, I returned 
to a congealed mass of meat and vegetables and the 
acute indigestion which always afflicts me if I am 
violently interrupted at a meal. 
At 6 aM came a frantic knocking at my door. The 
porter who had just come on duty had found his night 
colleague dead in the office. I felt nearly bad-tempered 
enough to protest that I could do great things, almost 
miracles, but not impossibilities, and raising the dead was 
in the last category. But one does not expect accurate - 
diagnosis from hotel porters; so, miserable and shivering, 


? q 


a 


830 _THE LANCET] 


WHITHER MEDICINE ? 


[pec. 22, 1945. 


I proceeded to discover that the man was in fact dead. 


I ascertained later that he had been a sufferer from angina 


pectoris for the past three years.: I had no more sleep and 
I spent no inconsiderable portion of the morning dealing 
- “with his panel doctor, the coroner, and various relatives. 

I went for a siesta after lunch and—believe it or not—I 
was fetched to an old dowager who, descending from the 
lift when a foot from the ground floor, had fallen and 
fractured her femur. Then I packed my bag and 
returned to London in self-defence. 

It would, I suppose, be useless to protest that in none 
of these instances was I under the slightest obligation to 
give my services. Had I not been in the hotel, local 
doctors would have beencalled. But it is univers- 
ally supposed that we are compelled to render immediate 
assistance anywhere, and at any time, and that even if 
there is no legal obligation there is_a strong moral 
obligation. You may occasionally see this emphasised 
in. the coroner’s court when it is alleged that a doctor 
summoned refused to attend or delayed his arrival : and 
whether or no the deceased was beyond human aid it is 
always suggested maliciously rather than truthfully that 
something could have been done. And the coroner 
almost invariably observes, ‘‘ We know that a doctor is 

“not compelled to go but ... ”’ and then he shrugs his 
shoulders and the aposiopesis conveys all the censure 
that- he and everybody else wish to inflict on our 
unfortunate colleague. . 

. Take the case of a doctor confronted with a street 
accident. 


If in his humanity he lays a finger on the’ 


sufferer by way of treatment he undertakes the responsi- 


bility of continuing that treatment. He may thus become 
involved in considerable inconvenience and indefinite loss 
of time, possibly without remuneration of any kind. It 
is not remarkable that the prudent doctor who sees such 
-= an accident in his vicinity bolts round the nearest corner. 

I was once awakened at three in the morning by the 
telephone bell. ‘‘ This is the sergeant at Dash police 
station speaking.. We have a man here brought in 
drunk when in charge ofa motor-car. Will you come and 
examine him?” ‘‘ What the blank do you mean? ” J 
asked. ‘‘ I’m not a police surgeon.” ‘‘ Oh, no,” agreed 
the Law and Order ; ‘‘ the police surgeon has certified 
him as drunk. It’s another déctor’s opinion that’s 
wanted.” ‘* But why the asterisks do you hit on me ? ”’ 
I demanded, by this time smelling the burning rubber as 
the telephone wires began to fuse under my language. It 
then appeared that in such circumstances the accused is 
given the opportunity to employ ‘‘ his own doctor ” and 
if, as is generally the case, such a privilege is beyond his 
understanding, the letter of the law is obeyed by selecting 
one for him. They consult the list of registered practi- 
tioners:in tlre neighbourhood, begin with the letter A, 
and proceed down the alphabet-until they find some mutt 
to undertake the job. ‘‘ Of course we can’t compel you 
to come,” said the sergeant. My acquiescence in this 
was emphatic but not gentlemanly. 

: * * * 

Now and again the ready wit of counsel brightens the 
long days when one has to sit as medical assessor in the 
county court. In a stuffy provincial court one particu- 
larly gloomy day, the case was rather exceptionally 
tedious. It concerned the overlong ‘‘ convalescence ”’ 
of a workman who had suffered from a blow on the knee 
at his work. The injury was admitted by the employers, 
but not its severity. The issue therefore depended on 
the amount of inflammatory damage during the first few 
days after the accident. For this the evidence rested 
entirely with the man’s own doctor, who had_,been in sole 


charge of himat that time. This was Dr. Z, a white-haired 


country practitioner who was evidently unaccustomed to 
the ways of courts and unfamiliar with modern text- 
books. He gave a clear and straightforward account 
of the man’s condition after the accident, which had 
obviously been severe. The cross-examination had little 
or nothing to work on except to try and tie-up the old 
doctor as regards inflammation. ‘Textbook definitions 
of the most modern kind were one after another hurled 
at the poor man, until he became thoroughly rattled, and 
unfortunately blurted out, ‘‘ Everybody knows that red- 
ness and swelling mean inflammation ! It is as old as the 
hills! Why, Hippocrates taught us that!” ‘* Thank 
you, Dr. Z,’’ bleated counsel, as he collected his papers, 
preparatory to sitting down, ‘‘ we are not interested in 
what you were taught in your student-days.”’ 


Letters to the Editor 


WHITHER MEDICINE ? p 

Sm,—In the past 10-15 years medicine has achieved 
increasing technical perfection. The sulphonamides, 
penicillin, and the flavines have joined issue with the 
bacteria ; -new and improved surgical technique has 
made accessible seemingly remote parts of the body ; 
electro-encephalography is a new physiological and 
diagnostic tool; psychosomatic medicine has attracted 
many fresh recruits; the natural history of disease is 
being studied from many angles; while statistical 
method has a big réle in the evaluation of biological 
data. Yet, is the emphasis on technica] progress not 


—— 


. becoming too great ? 


‘We -are witnessing the birth-pangs of medicine as a 
sclence—the use of the scientific method to study disease 
and human behaviour. “Many have criticised this trend 
as being away from the best traditions and interests 


‘of medicine, and like most well-informed criticism this 


bhas'much truth in it. If the scientific method becomes 
the end rather than the means, then the future is indeed 
gloomy. 

In our older universities the chair of physics is styled 
the chair of natural philosophy. The necessity for the 
philosophy’ became great, when, towards the end of last 
century physics was making rapid technical advances 
and was faced by a dilemma such as now faces medicine. 
From that former dilemma emerged the writings of 
Jeans, Eddington, and Whitehead. These men recognised 
the fundamental réle of philosophy in the relation of 
mathematics and physics to human affairs. Medicine is 
in danger of losing its philosophy. Thomas Browne, John 
Brown, Oliver Wendell Holmes, and more recently 
Trotter and Osler, have made a distinguished line’ of 
medical philosophers. Tragedy would follow the extinc- 
tion of this line. ` - : 

Does present-day medicine allow for contemplation 
and the development of a philosophy ? Has the speed 
of the train, the car, and the aeroplane robbed the doctor 
of the chance afforded by his-quiet ride on horseback ? 
Would we still remember Erasmus Darwin and the Lunar 
Circle if these eminent men had travelled in Rolls-Royces 
and “Meteors? The answer to this last question is 
without doubt ‘‘ yes.” These men bad been brought 
up on, and had appreciated, the humanities in their wide 
sense. To them the treasures of Greece and Rome were 


no mere grammatical exercises but memorable for their . 
- thought content. 


Plato, Marcus Aurelius, and in our 
own tongue Shakespeare had each a message greater than 
the language in which it was conveyed. . 

The hour is late but not too late.. If we arc to keep 
philosophers in our midst, less attention must be focused 
on an almost exclusively scientific education at the pre- 
university stage. Youth and adult must be encouraged 
to, think and see—not merely to absorb large quantities 
of relatively indigestible factual knowledge. G. F. 
Watts’s picture of Progress is a useful illustration, though 
his idea was rather different : the philosopher is the man 
awakened and looking upward at the passage of the 
brilliant horseman ‘‘ Progress,” the technician the man 
searching diligently in the dust. Medicine then must 
have its philosophers if the patients are to be treated as 
human beings and not as a series of laboratory exercises. 

To achieve this desirable end prospective and actual 
medical] students should be encouraged to study the 
history of thought as well as the history and present-day 
activities of science in its broad sense. This does not 
mean that all must be first-class scholars of Latin and 
Greek. Both languages have their value in education, 
but it would be unfortunate if.those who failed to 
achieve the mastery were deprived of a knowledge of 
the content. l 

Medicine with 1% philosophy and 99% technique 
would be almost as futile as medicine 99% phélosophy and 
1% technique. With the impetus of war and recent 
studies on atomic energy, medicine leans much more 
to the former than the latter. Most reactions in Nature 
tend towards equilibrium and this one is doubtless no 
exception. It is imperative, however, if medicine is to 
retain its soul and with it an objective that philosophy 
must not be relegated to the scrap-heap. 

Future education in general, and médical education 
in particular, must be real education and stimulate 
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thought. Granted the team of philosophy and technical 
excellence, medicine has a great and glorious future. 
Without it she must perish. To enter into our inherit- 


ance each and all of us must contribute according to his- 


means, and no contribution .can be too small. . 
Oxford. JOHN GRIEVE. 


PAYING FOR TREATMENT 


Sir,—One of the many difficulties with which doctors, 
and in particular. general practitioners, are faced from 
time to time is that of assessing a patient’s capacity 
to pay for treatment by consultants and specialists. 


Should. a, patient be recommended for free hospital 


` fees for medical, surgical, and other services incidental to 


- will be welcome. 


treatment, including the gratuitous service of the con- 
sultants and specialists who will render it ? È 

Many patients themselves find difficulty in deciding 
whether they should seek to enter the general wards of 
a ‘hospital or whether their financial position really 
enables them to follow the course they prefer and to 
obtain treatment under private or semi-private conditions, 
and sometimes they are not.as helpful as they might be 
in indicating the true position. 

These difficulties would to a large extent be solved if 
the Hospital Service Plan, established some three years 
ago under the auspices of King Edward’s Hospital Fund, 
were more widely known. Its object is to enable the 
public by insurance arrangements to make provision for 
hospital pay-ward and nursing-home expenses, including 


inpatient treatment. 
We believe that doctors in the London area could help 
themselves and their professional colleagues by making 


more widely known the provisions of this excellent plan. 


‘Literature is available from the offices at 10 Old Jewry, 
EC2 (Clerkenwell 7261-2) and any inquiry at that address 


= Hvonn Lert, 
W. RUSSELL BRAIN, 


Medical members, council of management, London Association 
for Hospital Services, Ltd. i 


NUTRITION IN NEWFOUNDLAND 


Sır— The recent report. (Adamson, J. D., et al. 
Canad. med. Ass. J. 1945, 52, 227) by a team of British, 
Canadian, and American workers on nutritional con- 
ditions in Newfoundland has been discussed in the 
scientific press on both sides of the Atlantic (Lancet, 
annotation, 1945, i, 760; Nutr. Rev. 1945, 3, 251). These 
discussions have induced us to put forward ideas which 
might be useful in finding an explanation for some of 
the observations made during the survey. , 

Two facts seem particularly striking. First, symptoms 
of vitamin-B deficiency appear to be common in New- 
foundland, although the intake of these vitamins does 
not seem particularly low by present’‘accepted standards. 
The figure for nicotinic acid—15 mg. per day—is cer- 
tainly not lower than in the UK. The second fact, 
stressed in the Lancet annotation, is the very high intake 
of salt in the form of salted meat and salted fish. You 
pointed out that these dietary articles have been bound 
up with dietetic deficiency symptoms in northern 
climates for a very long time, yet no explanation has 
been: found for this striking association. While it is 
difficult to conceive of a primary effect of the salt on the 
vitamin content of the food, a possible explanation of 
the problem might be forthcoming by interpreting the 
observed facts in the light of recent discoveries on the 
biosynthesis of B vitamins in the human gut (Ellinger, 
P., Coulson, R. A., Benesch, R. Nature, Lond. 1944, 
154, 270; Ellinger, P., Benesch, R., Kay, W. W. Lancet, 
1945, i, 432; Briggs, A. P., Singal, S. A., Sydenstricker, 


V. P. J. Nutr. 1945, 29, 331; Najjar, V. A., Holt, L. E., 


jun., J. Amer. med. Ass. 1943, 123, 683; Najjar, V. A., 
Johns, G.. A., Medairy, G. C., Fleischmann, G., Holt, 
L. E.,.jun. Ibid, 1944, 126, 357). 

From these discoveries it is concluded that a variable 
but significant contribution is made by the intestinal flora 
to the requirement of man for some of the B vitamins. 
If we take nicotinic acid as an example (keeping in mind 
that the intake of this vitamin in Newfoundland was 
consjdered adequate by all the authorities concerned) 
we Know from the experiments of Ellinger and Benesch 


that sterilising sulphonamides reduce ‘drastically the 


biosynthesis of this vitamin in the bowel. But we also 


- its disgraceful past. 


know from the work of Gant and colleagues (Gant, O. K., 
Ransone, B., McCoy, E., Elvehjem, C. A. Proc. Soc. exp. 
Biol., N.Y. 1943, 52, 276) and others that the sterilising 
sulphonamides are only effective against . coliform 
organisms in the bowel. These two findings take on a 
special significance when considered in conjunction with 
the findings of Eppright et al. (Eppright, E. S., Valley, G., 
Smith, A. H. J. Bact. 1937, 34, 81), that an inverse 
relationship exists between the intestinal coliforms and 
the salt content of the diet. Thus a high salt diet could 
perhaps account for “the mild, acute, and chronic 


niacin deficiency of frequent occurrence in the population ' 


examined ” by interfering with the nicotinic-acid- 
synthesising intestinal coliforms, in spite of the apparently 
satisfactory dietary intake. 


It is also conceivable that the suppression of coliforms - 


by the dietary salt results in a shifting of the ‘biological 
equilibrium in favour of nicotinic-acid-destroying 
organisms, discovered by Koser (Koser, S. A. 1944, 
J. infect. Dis. 75, 250) in vitro and among the intestinal 
flora’ by Benesch. (Lancet, 1945, i, 718). As Benesch 
pointed out (Proc. R. Soc. Med. 1945, 38, 679), “ the 
nicotinic-acid content of the diet cannot be regarded any 
longer as the principal factor in the causation of the 
avitaminoses under discussion,” : (i.e. 
deficiency. syndromes) ‘‘ since the body can apparently 


rely to a large extent on an exttadietary source of the 


vitamin, although admittedly large variations occur 
in this respect. It must, however, be stressed that the 
type of diet should more than ever be regarded as being 
of crucial importance since the substrate for the vitamin- 
synthesising intestinal flora is naturally derived from 
the ingested food.’ | 7 

The observation. remarked on in your annotation, 


that the deficiency symptoms on a high salt diet can be- 


made more severe by increasing the flour in the diet, 
agrees well with our knowledge about the increased 


E _B-vitamin requirement on higher carbohydrate intakes, 


although a primary effect of the carbohydrate on the 
intestinal flora cannot be excluded (Mannering, G. J., 
Orsini, D., Elvehjem, C. A. J. Nutr. 1944, 28, 141; 


Schweigert, B. S., McIntire, J. M., Henderson, L. M., | 


Elvehjem, C. A. Arch. Biochem. 1945, 6, 403). 

Considerable light could readily be thrown on the 
whole problem from the experimental point of view by 
the complementary techniques of saturation tests 
(Ellinger, P., Benesch, R., Hardwick, S. W. Lancet, 
1945, ii, 197) and the direct study of the vitamin synthe- 
sising and destroying activities of the intestinal flora. 
obtained from enterostomy patients (Benesch, R. 
Lancet, 1945, i, 718). k 

We hope that this short communication will stimulate 
work on the lines indicated in an attempt to solve a 
problem which is as interesting from the academic as it 


‘is from the practical point of view. > 


E R. BenescH. L. E. GLYNN. 
University College Hospital Medical School. 


PROSTATECTOMY 

SıR,—Mr. Terence Milin has done a great service 
in, his endeavour to rescue the disorderly prostate from 
The late Dr. Hugh H. Young, of 
Baltimore, once said that he had ‘‘ boxed the compass ”* 
in his attacks on the prostate: ‘‘I relinquished the 
prevesical or anterior prostatic route before I descended 
to the inferior perineal which gripped me.” On the 
cadaver I find the route narrow and cramped ; there is 
no freedom of movement and total extirpation, so 
necessary in early cancer, would be impossible for me ; 


and the more difficult the work the poorer is the asepsis.. 


Now the wall of the urinary tract has to be opened 
somewhere in every prostatectomy, and that breach 
has to beclosed if continued infection has to be eliminated. 
It is doubtful if union is likely to be more secure in the 
relatively thin prostatic: capsule and anterior vesical 
fascia than in the bladder wall. Is it not possible that 
Mr. Millin is creating difficulties for himself by attacking 
the prostate from in front instead of by the usual trans- 
vesical method from above? His gifts can overcome 
these difficulties, but surely the simpler and more direct 
the approach the better both for the prostatectomist and 
for asepsis. His good results must be due entirely to bis 
closure of the urinary tract, which prevents continuing 
infection. His ‘procedure, however, is still septic 


nicotinamide- 


ra 
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because he infects his operation area and the bladder by 
passing catheters through the infected urethra. 

Neither Mr. Millin nor your leader-writer can be aware 
of the recent advances in prostatectomy by the supra- 
pubic route (Brit. J. Surg. July,. 1945). Your lurid 
picture of the stinking suprapubic prostatectomy has 
for six years in over 600 cases been with me a thing of the 
past. The results as published in The Lancet of the 
‘‘retropubic ? operation do not in any particular, 
except speed, equal the standard of those of my ‘“‘ aseptic 
prostatectomy ”’ ; this is due entirely to the fact that 
‘ technique and route are merely the handmaidens of 
asepsis in any operation. With absolute asepsis almost 
every sufferer applying can be accepted. Men with far 
higher blood-ureas and more damaged bodies can pass 
- through the operation successfully with an aseptic 
procedure. 

The suprapubic leakages are fewer and the discharge 
from hospital is earlier. No suprapubic» drainage in 
prostatectomy,- either temporary or permanent, has 
occurred in my practice for six years. The same prin- 
ciples and application apply to most other operations 
on the bladder. Prevention of access to the bladder of 
microbes, and especially of fresh strains of already 
-existing microbes, is more important than route. When 


urology equals neurology in asepsis Mr. Millin’s, or 


anybody’s, route will be safe. 
Manchester. Wason H. HEY. 


TUBERCULOSIS IN CHILDHOOD 


Sm,—I should like to follow up Dr. Brian Thompson’s 
excellent letter (Dec. 8) expressing his views as a tuber- 
culosis officer on Dr. A. A. Moncrieff’s Varrier-Jones 
lecture. Dr. Moncrieff quoted two cases where brief 
contact of a child with tuberculous infection had had 
disastrous results. As the medical superintendent of a 
tuberculosis hospital to. which many children have been 
admitted during the past 15 years, suffering from various 


types of primary infection, I can produce records of a> 


considerable number of cases where children have been 
in close and prolonged contact with the disease and have 
nothing to show for it but a benign type of primary 
infection which heals rapidly under sanatorium con- 
ditions. From our records there is no evidence to suggest 
that these children in later life develop phthisis or other 
tuberculous lesions. 

- This is not to say that the tragedies which Dr. Mon- 
crieff describes do not happen and should not be guarded 
against most carefully, but such tragedies fortunately 
form a small minority. For example, a partial follow-up 
of infants born to tuberculous mothers in the maternity 
unit at Black Notley, and discharged to their homes 


under war-time conditions, shows that of 70 infants . 


2 have subsequently died of generalised tuberculous in- 

fection, although 11 mothers were sputum-positive on dis- - 
. charge. The problem is to determine on which infant, 

and on which household, the danger pressés most heavily. 

I would strongly agree with Dr. Thompson that the tuber- 
culosis officer and the private practitioner are the persons 
who can most efficiently solve this problem from a full 
knowledge of all facts. Most tuberculosis officers would 
agree that the facts in each case vary considerably, and 
it is not possible to form generalisations on which to 
adopt a policy. Ina leading article on Nov. 24 you have 
stressed the evils that may follow removal of infants from 
their families. As a good pediatrician Dr. Moncrieff 
would be the first to agree that there are more dangers 
that threaten the young child than the tubercle bacilus. 


: M. C. WILKINSON. 


A POINT IN THEATRE TECHNIQUE | / 


Sır, —It is the practice of many theatre sisters "to 
keep their scissors, knives, and needles in pure ‘ Lysol.’ 
Before handing them to the surgeon these are washed 
in a bowl of saline. Asking for an abdominal pack the 
other day, I noticed that the theatre sisters wrung out 
the pack in the same bow] of saline in which the scissors, 
&c., had been washed—by now a weak solution of lysol. 
As my skin is particularly susceptible to lysol, and will 
blister with a very weak solution, I can imagine what 
the peritoneum of an equally susceptible patient may 
suffer. I bring this point to notice, because, like 
Chesterton’s postman, we so often overlook the obvious. 


London, W1. MORTIMER REDDINGTON. 


TUBERCULOSIS IN ‘CHILDHOOD.—PARLIAMENT 


[pEc. 22, 1945 
Parliament- 


ON THE FLOOR OF- THE HOUSE 
’ MEDICUS MP 


THE Christmas recess is approaching, and never was 
a recess more badly needed ; for there is a jam of work in 
the demobilisation field, a jam of work in the health 
field, a jam in the international ficld and probably in all 
the highways and byways that lead down to meetings 
of the Houses of Parliament, Lords and Commons, in 
the Palace of Westminster. Ministers often feel that 
if it were not for the recesses they would never get any 
work done. For them question time means hours of 
preparation to supply the information which any me ro ber 
may demand in writing at two days’ notice, and since _ 
the new Parliament was elected with its many young 
and vigorous new recruits: questions have flooded the 
order paper in unprecedented volume. The stress of 
the work on the structure and machinery of Parliament 
will be felt more and more, and proposals for reform of 
procedure are more likely to be outmoded before they 
appear than opposed because they are too far-reaching. 

In this week alone the Finance Bill has been passed, 
and seventeen acts have received the Royal Assent. In 
the field of Foreign Affairs the composition of the Anglo- 
American Committee of Inquiry on Palestine, and the 
visit of the British Foreign Secretary to Moscow, have 
been announced, and there has been the upheaval of 
the vote on the American loan. All this in one week, 
not to mention such matters as the settlement of the Anglo- 
French-Levantine difficulties and the announcement 
of the setting up in Newfoundland next year “ as early 
as climatic conditions permit” of an elected National 
Convention of Newfoundlanders to consider the bringing 
into existence again of the Dominion status of their 
country. And even that is not all; but those who wish 


to pursue matters further must begin taking in Hansard 


themselves and trying to grapple with it. 

The USA loan debate, which aroused passionate 
interest, was unreal] in the sense that acceptance of the 
terms—hard terms they were called—was inevitable. 


~ Without the loan we should have been so short of money 


as not to be able to pay our daily way, and our austerity 
might have come closer to that of present-day Germany 
than is at all reassuring. The loan gives us a breathing- 
space, and the international conference in trade and 
employment which arises out of the negotiations offers 
a fair hope of arrangements for trade of : l-round benefit. 
The truth is the whole world is in a spot, no less than 
Europe and the United Kingdom. And in this complex 
world greater efforts than ever before are being made, 
from Washingtom.to Moscow and London and back 
again, to solve world difficulties on a world scale. 


‘QUESTION TIME 
Demobilisation of Doctors: 


Sir PATRIOk HANNON asked the Secretary of State for War 
if he would consider the outlook of RAMC officers, whose 
demobilisation had been indefinitely delayed, who were anxious 
to return. to their professional duties, and who, in many 
cases, might suffer loss of practice ; and if action would be 
taken to expedite the release of those officers——Mr. J. J. 
Lawson replied : I am unable to agree that there has been any 
general delay in the release of medical officers. On the con- 


trary, since the oflicer deferment scheme did not apply to 
them, they are at present being released more quickly than 
officers in other arms, apart from a few individual specialists, 
who have been held back on grounds of operational necessity, 


until ‘replacements can be obtained. 

Colonel StopparRT-ScotT asked the Minister of Health 
what were the principles upon which had been based the 
acceleration of the release of medical officers from the Forces 
under Class A in order to relieve the inadequacy of medical 
services available for the civilian population; how many 
doctors would have been demobilised under existing arrange- 
ments by Jan. 1 under A and B; and how many would be 
demobilised from the Services during the first six months of 
1946.—Mr. A. BEVAN replied : In accelerating the release of 
medical officers from the Forces the aim has been to reduce 
the ratio of doctors to serving personnel to about 2 per 1000. I 
cannot give the exact number who will have been released 
by Jan. 1, but it is expected to be at least 5000. . I regret that 


f 
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I cannot yet give the figure asked for in the last part of the 
question. ` l D W l “ 

Colonel Stoppart-Scort : Is the Minister aware that in the 
Navy there is one doctor for every 300 personnel, whereas in 
some parts of this country there is one doctor. for every 3000 
persons ; and is he satisfied that this acceleration is enough 
to catch up with this discrepancy ?—Mr. Bevan: I am 
satisfied that very considerable acceleration has been and will 
be achieved. The comparison of the number of doctors per 
1000 of persons in civil life with the number of doctors in the 
Navy is obviously unfair, becatise there must ‘be a certain 
number of doctors per ship. i 


Motor-cars for Doctors 


Mr. G. C. Tovon asked the Minister of War Transport if he 
was aware of the long delay experienced by doctors in obtain- 
ing new motor-cars essential for their work ; how many such 
applications were still unsatisfied ; and the average length of 
time between the receipt of an application by his department 
and the delivery of the motor-car.—Mr. A. BARNES replied : 
The delay referred to is due to- the comparatively small 
number of new cars so far produced. My department has 
issued licences at a rate to cover anticipated production, and 
high priority has been given to doctors. On a rough estimate I 
have granted some 3500 licences to doctors out of the total of 
14,000 licences granted, and some 500 applications from 
doctors are outstanding. I am unable to give the average 
length of time referred to in the last part of the question. 


_ .Psychiatrist for Colonial Mental Hospital 


Dr. STEPHEN TAYLOR asked the Secretary of State for the 
Colonies if he would consider appointing to his medical staff 
a psychiatrist to inspect Colonial mental hospitals and advise 
thereon.—Mr. G. Hatt replied : I am unable to agree that such 
an appointment should be made in present circumstances 


and I propose to continue the arrangements whereby medical | 


officers on leave from the Colonies are enabled to visit modern 
mental hospitals in this country and to study their methods. 
The knowledge thus gained should be of considerable value 
during the subsequent service of these officers. These arrange- 
ments can besufplemented, whenever the Colonial government 


so desires, through a visit to the territory by a specialist from . 


this country. 


Diphtheria Immunisation in Scotland | 


Replying to a question, Mr. G. BUCHANAN stated it is esti- 
mated that the average numbers of children aged under five 
and bétween five and fifteen protected by immunisation 
against diphtheria throughout the first half of 1945 were 
137,000 and 611,000 respectively. The numbers of cases of 
diphtheria among immunised children of these age-groups 
were 131 and 458 respectively during the half-year. 


UNRRA Help for AGstria $ 


Mr. P. FREEMAN asked the Secretary of State for Foreign 
Affairs whether any Government programme of help from 
UNRRA had been arranged for Austria ; and if not, would he 
consider the desirability of putting a temporary emergency 
programme into operation forthwith in view of the position 
threatening that country during the coming winter.—Mr.:H. 
McNEIL, under-secretary of State for Foreign Affairs, replied : 
I understand that Unrra has not yet received a definite 
invitation from the Allied Council in Austria to undertake 
relief and rehabilitation operations in Austria. As a first step, 
however, the Allied Council recently invited UNRRA to send a 
technical fact-finding mission to Austria. This mission is still 
exploring the problem in consultation with the Allied authori- 


ties in that country. The delay in the issue of an invitation 


and in the drawing up of a programme by UNRRA has been 
partly due to uncertainty which still exists as to the future 
availability of Unrra’s resources. I know that the admini- 
stration is nevertheless fully alive to the urgency of the need, 
and as soon as the invitation has been issued and the necessary 
funds are known to be available no time will be lost in beginning 
operations. Be 


WoopsIpE HOSPITAL, opened in 1930, representing an 
endeavour by the ancient Foundation of St. Luke’s Hospital 
(751) to provide a hospital for the treatment of the neuroses: 
and -milder psychoses, has been partly released from its 
obligation to take only Service cases. It is now prepared to 
receive a limited number of civilian patients. The address is 
Woodside Avenue, Muswell Hill, London, N10. l 


Obituary 


LEWIS CAMPBELL BRUCE 
MC, MD EDIN., FRCPE 


Dr. Bruce died on Dec. 3 in his 79th year. The follow- 
ing account of his work and life reaches us from’ Dr. 
Henry Yellowlees. PO i 

The death of Lewis Campbell Bruce seyers almost the 
last link with the supreme period of Scottish psychiatry 
in the closing yéars of the last 
century and the early ones of 
this. There were giants in the 
land in those days, and it is 
strange to reflect that Bruce 
was regarded by many of them 
not only with respect as an 
original thinker. and worker, 

- but also, and even chiefly, as a 
dangerous innovator and some- 
thing of a revolutionary. 

He qualified at Edinburgh 
in 1894 and had an Army > 
career as his goal. He had the 
great misfortune in those days 
of few vacancies and severe 
tests.to fail to gain entrance 
either to the Royal Army | 
Medical Corps or to the Indian 
Medical Service.: In the ‘ 
examination for the former he 


Forgan 


was the seventh candidate for six vacancies, and he was” 


rejected for the latter on account of an old fracture- 
dislocation of the elbow which produced a very trifling 
limitation of movement. He turned his attention to 
psychiatry, and joined the staff of Morningside under 
the late Sir Thomas Clouston. Here he developed that 
combination. of clear scientific thinking with. intense 
energy and enthusiasm which characterised his whole 
life. In 1899 he was appointed medical superintendent 
of the 400-bed Perth District Mental Hospital at Murthly 
in succession to the late Prof. G. M. Robertson, who had 
been appointed to Larbert. Six or seven years later he 
suffered the crowning disappointment of his. career 
when, to the general surprise, Robertson, and not he, 
was appointed to succeed Sir Thomas Clouston at 
Morningside. As it happened this apparent setback was 
the proverbial blessing in disguise, for Bruce, with all 


‘his brilliancy, would have been miserable in the post. 


He was without doubt rather embittered for a time, 
and one or two further opportunities of promotion were 
practically thrown away by him, apparently by his 
completely offhand “ take it or leave it” manner, but 
perhaps actually because he was already realising that 
he was the ideal man for Murthly and Murthly was the 
ideal place for him. Into that small country hospital 
beside the river Tay 12 miles from Perth he threw all his 
abilities and energies, and for 35 years made it a model 
- of efficient and enlightened administration, a place of 
humane and skilful psychiatric treatment, and a source 
‘from which proceeded first-rate scientific work. He 
established and equipped a small laboratory which was 
his constant joy and pride. 
staff to do the work of laboratory ‘technicians, prepare 
media, look after the animals for’ experiment, and so 
forth, and was one of the first medical superintendents, 
if not indeed the very first, to put out his own original 
work from the hospital of which he was in charge. 
He was fond of recounting that, in his early days at 
Murthly, he made contact with only one superintendent 


in England who took an interest in his researches, but © 


that this gentleman wrote a couple of years later that, 
as the member of his staff who prepared his media had 
resigned, he had had to close down his laboratory ! 

It was Bruce who introduced the thyroid treatment of 
the insane. He was an enthusiast on vaccine therapy, 
and one of his chief lines of research was on blood 
changes in the manic-depressive psychosis—the subject 
he chose for his Maudsley lecture in London in 1935. 
His scientific work. never received all the recognition it 
deserved, partly because of the advances in knowledge 
and change in outlook during the. last 20 years, and 
partly no doubt because he worked in isolation and not 
in association and collaboration with others. But the 
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He trained members of his _ ` 
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memorable thing about his work is not its value and 
results so much as the amazing pertinacity and skill 
with which it was carried out in a tiny laboratory, often 
with improvised or home-made instruments and appar- 
atus, without the stimulus of colleagues, and in the teeth 
of obstruction and misunderstanding from an unin- 
formed hospital committee. 

Bruce was a devotee of`scientific method and clear 
thinking, and his other ruling passion was the open air 
and every form of outdoor life and activity. He wasan 
excellent shot, an enthusiastic curler, a keen tennis 
player and a very competent. medium-paced bowler. 
His knowledge of animal and bird life and of woodland 


lore was profound, but it was as a fisherman he excelled, | 


and he can have had few equals in the gentle art in all 
Perthshire. He combined his scientific and sporting 
instincts in a uniquely delightful fashion, and the 
morning walk round the grounds, which was the invari- 
able preliminary to the day’s work, was a fascinating 
and instructive experience.. In the cricket season the 
walk was varied three or four times a week by bowling 
practice in the garden. Single stumps were set up with 
whitewash lines at varying distances from one of them, 
and at these the ‘‘ Chief ” would bowl for half an hour 
on end, nominating the one on which the ball was to 
pitch, his assistant acting as wicket-keeper. This led to 
an accuracy of length which made him a really dangerous 


bowler, who could often be devastating .to the later. 


batsmen of the opposing team. 

He had one assistant medical officer, and, as a rule, 
liked a change every 18 months or so. Fortunate indeed 
were the men who had a period at Murthly as their intro- 
duction to psychiatry. The first practical result with 
most of them was the completion of an MD thesis, more 
often than not up to gold medal standard. . 

Bruce was forthright and outspoken to a very great 
degree. He was often the reverse of tactful; he was 
matter-of-fact and unsentimental, and he not merely 
could not suffer fools gladly—he could not suffer them 
at all. Doubtless, especially in his earlier days, he 
antagonised those who did not know him, and certainly 
very few people whom he disliked remained in ignorance 
of the fact; but a short acquaintance with him made 
it clear that his impulsive ways and his sometimes 
caustic words were expressions of a loathing of cant or 
affectation and a flaming scorn of anything mean or 
insincere. He had no use for “ sobstuff’”’ and a bitter 
contempt for the shirker, but his kindness to anyone 
who was sick or in trouble, and his understanding and 
toleration of human frailties and lapses, were unbounded. 
His administration was strict, and his discipline may have 
seemed stern and even harsh at times to outsiders ; 
but few, if any, medical superintendents can have been 
held in such affection by their medical and nursing staff 
as he. 
that he was a man with whom fair play was a passion, 
and to whom one could safely confide one’s inmost 
secrets and deepest troubles. 


No one who worked for him could fail to realise 
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Bruce’s mental and physical energy were alike amaz- . 


ing. The day’s routine at Murthly, with its altogether 


delightful mixture of work and play—both at full pres- 


sure and express speed—may perhaps seem a little old- 
fashioned to modern neuropsychiatrists ; but it was a 
uniquely pleasant and beneficial experience to the succes- 
sion of assistants who enjoyed it year after year, until, 
as he characteristically remarked, the time came when 
they became more trouble to train than they were worth, 

and he carried on the work of the hospital single-handed. 
i Bruce never -forgot that his assistant was without 
colleagues and somewhat isolated. The assistant was 
always welcome on the morning walk, if he could rise in 
time to join it, and also at precisely 2 o’clock every 
afternoon when, summer or winter, rain or shine, there 
were a couple of hours of outdoor activities of a remark- 
ably varied kind. There was a standing invitation to 
tea at the ‘‘ Chief’s ’’ house, a place at that meal being 
always laid for the assistant. 

After the outbreak of war in 1914 he gave his com- 
mittee no peace until he obtained their permission to 
join the Forces. ‘He went to Gallipoli at the age of 
almost 50, acquitted himself gallantly and was awarded 
the Military Cross. On his return he ran Murthly as a 
-war hospital fora year or two and then settled down again, 
with characteristic lack of fuss, to civilian life. 
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Bruce was a born teacher, concentrating on the physi- 
cal aspect of mental disease. He bad no use for psycho- 
pathology, nor did it interest him, As a clinician, how- 
ever, he was in the first rank. He had many friends 
'in -the medical faculty of Edinburgh University, and 
made a point of keeping in touch through them with 
every development in clinical medicine and biochemistry. 
Above all he insisted upon the great principle, which is in 
such danger of being neglected in present-day psychiatry 
—namely, that it is impossible to understand the psy- 
choses, or even to talk sense about the psychoses, unless 
one has lived among psychotic patients. Slovenly 
work or muddled thinking he abhorred, and few ‘people 
would willingly risk his displeasure twice. On the other 
hand, few indeed of those who ever worked for Bruce 
left his service without feelings of gratitude and affection 
and none’ without feelings of respect. To have made 
himself generally recognised during so many years in 
that small country hospital as one of the keenest scien- 


-tific minds, and certainly the most vivid personality, 


in Scottish "psychiatry was a supreme achievement. 

He retired in 1936 and carried on his country pursuits 
near Lockerbie in Dumfriesshire, where the local people, 
once they appreciated that here was a man whose know- 
ledge of country life was unsurpassed, made him very 
welcome. The old impulsiveness and irascibility had 
become mellowed, but the clear-thinking brain was alert 
to the very end, and his interest in every psychiatric 
development was as keen as ever. The last time one of 
his old assistants visited him, the “‘ Chief” put him 
through a gruelling examination upon the details of 
electric convulsive therapy, and asked a-number of 
pertinent questions about  electro-encephalography, 
which resulted in his giving more information than he 
received. 

He leaves a widow, a daughter and “two sons, one of 
whom is in the medical profession. ‘Both saw active 
service abroad in the recent war, the elder being awarded 
the Military Cross like his father before him. Il. yY. 


i A & 
GEORGE ARBOUR STEPHENS 
M D, BSC LOND. 
. THE death of Dr. Arbour Stephens at the age of 75 


removes a well-known figure from the medical and public 
life of Swansea. He had practised there for many years 


and was especially interested in problems of industrial 


medicine, cardiology, child welfare, and nutrition. His 
inclination was to be heterodox, nor did he lack the 
combative spirit both in professional and public matters, 
frequently manifested by letters and articles in the 
medical and lay journals. It was a source of pardonable 
pleasure to him from time to time to see some of his 
pioneeting views achieve acceptance in later years. An 
enthusiast with an agile mind, he was not too tolerant 
of more pedestrian critics ; but he was well capable of 
sustaining: with vigour his opinions wheter these were 
firmly based or more speculative. 

Born at Carmarthen, Arbour Stephens was educated in 
Cardigan, at Aberystwyth, and at University College, - 
London. He graduated from University College Hos- 
pital, with honours in medicine, in 1892, and held house- 
appointments at the hospital before settling in practice 
in Swansea. Here in due course be became hon-physi- | 
cian to the Royal Cambrian Institute for the Deaf and 
Dumb ; lecturer on biology ; surgeon (for lead processes) 
under the Factory Act, and certifying factory surgeon ; 
medical] officer to a coalowners’ association, toa collieries’ 
rescue station, and to various insurance companies ; 
manager of a savings bank ; vice-president and president 
of local societies; and surgeon captain in the volunteers 
(afterwards major RAMC T). Later he was appointed 
consulting physician to the Cardigan and District 
Memorial Hospital, and consulting cardiologist to the King 
Edward VII Welsh National Memorial Association, and 
practised chiefly in cardiology. His lively mind and 
lively pen continued, however, to range over innumerable 
medical topics in which he had suggestions or experience 
to offer, while his leisure pursuits included sailing, golf. 
and archeology, and he set old Welsh poems to music of 
his own. All this he combined with active participation 
in the public life of his town as guardian and councillor, 
and for many years he was chairman of the Swansea 
education committee. The development of the Univer- 
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sity College in Swansea also had his warm advocacy. In 
Medical Association, which later was affiliated -with the 


his last years he showed a sustained energy and unabated 
resource of mind. He expressed special concern for a 

- bold policy in tackling the social and medical needs of 

. India, which he had visited many years ago. 

_ Dr. Stephens married in 1922 Miss Mary Williams, 

- professor of French language and literature at Swansea 

| University College. He leaves no family. 


VYNNE BORLAND. 
M B, BSC GLASG., DPH 


`` Dr. Vynne Borland, medical officer for Bethnal 
. Green, who died.on Nov. 28 at the age of 60, was a skilful 
, and well-informed practitioner of public health. After 
. graduating at the University of Glasgow in medicine in 
1912 and in science in 1914, he held a demonstratorship 
ra - in histology there before taking 


the Sick Children’s Hospital 
at Sunderland and later at 
Marloes Road Infirmary in 
London. He obtained his DPH 
in 1917, but active service 
interrupted his public-health 
work till, on demobilisation, he 
Willesden later. for 
Woolwich. 

In 1929 he was appointed to 
Bethnal Green. His unassuming 
and sociable manner suited this 
typical East London borough, 
and he had great success there, 
especially in developing the 
maternity and child welfare 


and 
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service and in promoting slum - 


i clearance. His robust common sense challenged many 
” accepted routines, and he had the courage to test his 
' views in practice. A sound administrator, his. staff 
found him approachable and appreciative, and he 
showed the same genial spirit outside his own ,depart- 
ment—notably as president ‘for many years of the 
„ metropolitan branch of the Society of Medical Officers 
< of Health. The late war laid heavy responsibilities on 
“ the public-health staffs of all the London boroughs, but 
£ he kept abreast of the new duties which fell to him, 
s though he was himself a casualty in one flying-bomb 
< incident. , 
| Borland was a shrewd thinker, expressing his own 
" opinions logically, but also respecting the honest opinions 
‘ of others. His occasional writings in professional 
`“ journals on the public-health aspects of persona] hygiene 
; and on school meals were practical and to the point, 
7 but perhaps he was at his best in his pungent educational 
- leaflets, whether he was explaining how to catch a cold 
‘op using the leaning tower of Pisa to demonstrate the 
* evil effects of high heels. In his early years one of his 
. hobbies was gymnastics, but later this activity was 
- translated into golf. l o aa j 


j- DAVID GALLOWAY ` 
7 |: KT, MDEDIN., FRCPE 


. Sıxcre 1885 Sir David Galloway had lived in Malaya, 
y where he had won a unique position in the confidence 
x and affection of the people and their rulers. The Sultan 
1 of Johore increasingly sought the advice of his physician- 
« extraordinary on complicated and often controversial 
n affairs of State. Galloway was also for long a member 
"of the legislative council and later of the executive 
council, the Governor’s inner advisory ‘body. As a 
leading unofficial, his independent advice was valued by 
m both the Colonial Office and the Sultan, and in 1924 he 
;; was knighted, having earlier. received the order of the 
y Crown of J ohore. | 


crowded his consulting-room. 


up resident appointments at. 


became an assistant MOH for- 


In 1890 he took a leading part in founding the Straits 


British Medical Association. 


A member of many 


commissions on public affairs, he was in 1925 chairmen 
of the committee of inquiry into the medical department 
of the Federated Malay States, and it was largely due to 
his influence with the Governor that the report of this 
committee was adopted. He was also vice-chairman of 
the Straits opium commission in 1908. His views on 
preventive medicine were unorthodox but practical. 
From long experience among the Chinese he held that 
opium was less of a social evil than alcohol, while the 
increase in venereal disease among the mixed races of 
Singapore convinced him that there was too much talk 
of education and too little control of what is after all an 


infectious disease. 


The Japanese in the last few years seem to have 
respected his age and position, and he died in a house at 
Singapore, on March 5, 1943, at the age of 85. 


Appointments 


ALSTON, D. M., MB EDIN., DPA : examining factory surgeon, Loan- 


head, Midlothian. 
BROCKINGTON, C. 
Yorkshire. 


F., MD CAMB., DPH: 


MOH, West Riding of 


FODDEN, J. H., MB LEEDS : temp. asst. pathologist, Royal Salop 


Infirmary, Shrewsbury. 


MACINTYRE, I. R., MB GLASG. : examining factory surgeon, Lochgoil- l 


head and Kilmorich, Argyllshire. 


Royal Masonic: Hospital, London.-—The following appointments 


are announced : 


Hunt, T. C., DM OXFD, FRCP: physician. 


Ld 


DONALD, CHARLES, OBE, CH M ABERD., FRCS: surgeon. 
PORRITT, A. E., OBE, M CH OXFD, FRCS : surgeon. 

ROQUES, R. W., MD, M CHIR CAMB., FRCS, FRCOG : gynecologist. 
MILLIN, TERENCE, M CH DUBL., FRCS: urologist. 

Burns, B. H., MB CAMB., FRCS : orthopeedic surgeon. 


Low, W.- ALEXANDER, MC, MRCS, DA: 


anesthetist. 


Births, Marriages, and Deaths 


BIRTHS 


BECKETT.—On Dee. 6, in Manchester, the wife of Dr. S. R, A. 


Beckett—a son. 


CoFFEY.—On Dec. 6, in London, the wife of Dr. W. J. Coffey—a 


hter. 


CRITCHLEY.—On Dec. 8, in London, Dr. Dorothy Critchley (née 
Pope), the wife of Lieut.-Colonel C. F. Critchley, RaAMc—a 


daughter. 


GILBERT.—On Dec. 8, at Farnham, Surrey, the wife of Dr. E. T. 


Gilbert, D80, OBE—a daughter. 


MorGAN.—On Dec. 7, at Crickhowell, the wife of Dr. J. L. Morgan— 


a daughter. 


NEWMAN.—On Dec. 12, at Beckenham, the wife of Dr. R. E.- 


Newman—a daughter. 


PLUMMER.—On Dec. 13, in London, the wife of Brigadier N. S. 


Plummer, RAMC—Aa son. 


TURNER.—On Dec. 7, in London, the wife of Dr. A. C. Turner—a 
| MARRIAGES 


son. 


BATES—RUSHFORTH.—On Dec. 


10, at Newbridge, Midlothian, 


John Alexander Vincent Batgy, MB, to Diana Thorn Rushforth, 


MB. 


BROWNE—PONSONBY.—On Dec. 10, in London, Denis Browne, 


— FRCS, to Lady Moyra Ponsonby. 


DARBYSHIRE—D yson.—On Dec. 8, at Sherborne, Stewart Darby- 


shire, MRcs, to Winifred Dyson. 


` STEEN—MACFADDEN.—On Nov. 28, 


at Hutton,.Essex, Patrick 


Swan Steen, captain RAMC, to Mary MacFadden. 


DEATHS 


ACKERLEY.—On Dec. 10, at Llandrindod Wells, Richard Ackerley, 


MA, MB OXFD, aged 84. 
CooKE.—On Dec. 7, 


Owen Cunningham Preston Cooke, MRCS, 


lieut.-colonel RAMC, retd, of Teignmouth. 
DANBY.—On Dec. 9, at Kidderminster, Alfred Beuthin Danby, 


FRCSE, FRCOG. 


HvULBERT.—On Dec. 11, Henry Harper Hulbert, MA OXFD, MRCS, of 
Hogarth Road, London, SW5, aged 82.. 
LINDEMAN.—On Dec. 10, 1945, at Stober Military Hospital, Newton 
7 Abbot, Sidney John Liddea-Lindecman, OBE, MC, MRCS, RAMC. 


a ee ee SS SS SSS EE aaa 


“ |. . Despite the fact that United States troops lived 
and fought in some of the most disease-infested areas of the 
world, the death-rate from non-battle causes in the Army in 
the last two years was approximately that of the corresponding. 


age-group in civil life—about 3 per 1000 per year. 


The 


greater exposure of troops was counterbalanced by the 
general immunisation from such diseases as typhoid, typhus, 
cholera, tetanus, smallpox, and yellow fever, and, obviously, 
by the fact that men in the Army were selected for their 
physical fitness.’ —General G. C. MARSHALL, Chief of Staff 


of United States Army. 


836 THE LANCET] 


NOTES AND 


NEWS (pec. 22, 1945 


Notes and News 


VOLUNTARY HOSPITALS OF LONDON 

WHEN the general council of King Edward’s Hospital Fund 
for London met on Dec. 4 Lord Wicram, who presided, 
said that the Fund recognises the need to supplement the 
resources of the voluntary hospitals by support from public 
funds, and to weld the whole hospital service into something 
more of a system than it is today. Real freedom in planning 

_and spending, however, is essential, and is compatible with 
support from official sources. What i is urgently needed is a 
central. hospital board working through regional bodies 
entrusted with ample funds to build up and sustain all existing 
hospitals of good repute. These bodies would’ have a full 
knowledge of the local conditions, and if properly constituted 
could gradually develop a hospital service which would pre- 
serve a large measure of independence and variety in the 
individual hospitals. 

Sir Epwarp Pracock said that in 1945 the Fund received 
£75,000 from the Nuffield Trust for the Special Areas, and 
after deducting expenses its total income came to -£426,000, 
compared with £335,600 in 1944. The ordinary distribution 
has been restored from £280,000 to £300,000. 

Lord DonovuGHMORE spoke of the bursaries in hospital 


administration to be provided by the Fund. Valued at £600 


per annum, they will be for twelve months, renewable for a 
further six, and will be tenable at some of the larger voluntary 
. hospitals. Many applications have already been received. 
Lord Horper took the view that the more the Fund can do 
to maintain and raise the standards of hospital services the 
better for all concerned. Here, he said, are a number of 
hospitals which are accepted by the public as efficient, and the 
good work they are doing is the result of slow evolution assisted 
very greatly by the work of the Fund. He held that it would 
be a very foolish Minister who would hope to set up new and 
alternative machinery for a hospital service, whether in 
- London or the provinces, to replace the existing institutions. 


SIGHTS INTO SOUNDS ._ 

DEVELOPMENT of a sensory aid for the blind, which operates 
on electronic principles akin to radar, and which was first 
initiated at the request of the US Surgeon-General; has 
reached an advanced stage, according to an announcement 
by the war department at Washington. The experimental 
model, weighing 9 lb. and connected with a single earphone, 
contains a 3-watt lamp which focuses a narrow ray of light 
through a lens. Any object within 20 feet of the device 

. will reflect the light back toward a second lens, which in turn 

transfers the light to a photo-electric cell, divided into five 
units for computing distance. The cell then produces 
electrical bursts of energy or sound tones and these are 
transmitted to the ear through a standard hearing device. 
The handle of the device is parallel to the direction of the first 
light ray, enabling the user to detect, through the position 
of his hand, the direction of the object. 

Although the laboratory model has been completed and 
tested, it has not yet been sufficiently perfected for practical 
use, and further development is intended. 

In recent correspondence in the Times it is recalled that the 

- process of converting ordinary print into intelligible sounds 
was demonstrated many years ago by Fournier D’Albe, and 
an optophone was devised by which a skilful blind person 
could “read.” Sir Ian Fraser, MP (Nov. 29), states that 
St. Dunstan’s has lately set up a sensory devices committee, 
with Prof. E. D. Adrian, om, mp, as chairman, to investigate 
the substitution of sight by other senses. This committee 
will re-examine the practicability of reading ordinary print 
= by sound, “ possibly even by transforming the print into 

synthetic speech,” but the public is warned that “it will be 
a long and difficult task to produce an instrument that is 
reliable and inexpensive.” 


University of Oxford 


On Dec. 15 the Osler memorial medal was Presented to 
Prof. C. G. Douglas, FRS. 


Royal Faculty of Physicians and Surgeons of Glasgow 

Prof. R. A. McCance will deliver the Finlayson lecture 
in the hall of the faculty, 242, St. Vincent Street, Glasgow, 
on Wednesday, Jan. 9, at 4PM. He isto speek on bread. 


Medical Honours 

Dr. R. N. McKunistry, medical aice of health for Jersey, 
and Dr. A. N. Symons, health officer for the States of Guern- 
sey, have been appointed OBE for their services during the 
enemy occupation of the Channel Islands. 5 


t 


a scheme for voluntary surrender of rations. 


Royal College of Physicians of Edinburgh 


On Dec. 6 Dr. David Murray Lyon was elected president, 
and Dr. W. D. D. Small, Dr. L. S. P. Davidson, Dr. J. D.s. 
Cameron, Dr. H. L. Wallace, Dr. I. G. W. Hill, and Dr. D. k 
Henderson members of council. Dr. W. D. D. Small wa: 
nominated vice-president. 


European Association of Clinical Pathologists 


The annual general meeting will be held at Glaxo Labora. 
tories, Greenford, Middlesex, on Saturday, Jan. 12 , at 10 av 


London Women’s Parliament 


The sixth session of this assembly will be held at BM! 
House, Tavistock Square, London, WC1, on Sunday, Jan. 6, 
when the rebuilding of family life will be discussed? 


Chartered Society of Physiotherapy 


Dr. W. S. C.` Copeman has been elected chairman of th 
council of the society in succession to Sir Herbert Eason, wh 
has resigned. 


Society of Thoracic Surgeons of Great Britain an 
Ireland 
On Thursday, Jan. 24, at 3 PM, at a meeting of the societ; 
to be held at the Royal College of Surgeons, Lincoln’s In 
Fields, London, WC2, Dr. Clarence Crafoord of Stockhol 
will speak on congenital coarctation of. the aorta and it 
surgical treatment. 


Chair of Psychiatry-at Maudsley Hospital 


The board of advisers appointed to consider applications fo 
the University of London chair of psychiatry vacant since th 
death of Dr. E. Mapother in 1940 has unanimously recom 
mended that Dr. Aubrey Lewis should be chosen. If th 
senate agree, the London County Council will promote D: 
Lewis to be director of clinical psychiatry at the Maudsle 


_ Hospital. 


a 


Return to Practice 


The Central Medical War Committee announces that tł 
following have resumed civilian practice : 
Mr. H. W. APPLIN; M8, 83, Park Lane, Croydon (amended notice 
Mr. H. G. E. ARTHURE, FRCS, 50, Wimpole Street, # 
Mr. B. S. CARTER, FRCSE, 20, Sidmouth Avenue, The Brampto 
Newcastle. 
Mr. HAROLD EDWARDS, CBE, MS, FRCS, 86, Harley Street, v 
(Langham 2975). 
DES HUGE @: . GARLAND, Brotherton Wing, General Infirmar 
eeds 
Dr. K. A. LATTER, 41, All Saints’ Green, Norwich (Norwich 22738° 
‘Mr. ARTHUR L. McCerry, 7, De Montfort Strect, Leicester. 


Food for Europe ° 


The Manchester Guardian of Dec. 15 reports that t! 
Manchester University Union has passed by 111 votes to 24 
resolution urging that, except for miners and certain othe 

engaged in heavy industry, rations should not be increased 
this country while distress prevails on the Continent, and th 
any additional supplies should be directed to where the need 
greatest. It is suggested that the Government should spons 
Germa! 
would benefit by the scheme only so long as is necessary 
prevent starvation and disease. 

The Liberal Council on Dec. 12 declared that during t 
present winter-despatch of relief to'Europe should take priori 
over increased rations (except for children) of food a 
clothing in this country. 


University of Manchester 


Dr. Robert Platt has been appointed full-time professor 
medicine in the university. He will take up his duties 
the beginning of the next Lent term. 


Dr. Platt graduated MB in 1921 at the University of Sheff: 
when he was awarded a gold medal in clinical medicine and surge 
and a gold medal in pathology. He received the degree of MD t 
years later, and was elected FRCP in 1935. After holding reside 
appointments at the Royal Hospital, Sheffield, and the Ra: 
Northern Hospital, London, he became demonstr ator in patholo 
at the University of Sheffield and clinical pathologist in the Ro! 
Infirmary there, where he later served as medical registrar a 
clinical biochemist. After a period as assistant physician a 
medical tutor, he became in 1934 a full physician, and in the sa 
year he was appointed to the lectureship in medicine in the univ 
sity. During the war he has served in the RAMC with the rank 
licut.-coloncl, as officer-in-charge of the medical division of hospit 
in Britain, Algeria, Tunisia, and Italy; and since August, 1941. 
has been a consulting physician to the Southern Army in India Ww 
the rank of brigadier. His publications have been mainly 
diseases of the kidney and his textbook, Nephritis and Ali 
Diseases, appeared in 1934. 


Colonel A. H. HARTY, CIE, IMS, has been appointed honore 
physician to the King in place of Major-General W. C. Pat 
who has retired. 
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O SPEECH AND HANDEDNESS* 

. W. RUSSELL BRAIN, DMOXFD, FROP 7 

t PHYSICIAN TO THE LONDON HOSPITAL AND THE MAIDA VALE 

por Ty . HOSPITAL FOR NERVOUS DISEASES . 

; I HAVE chosen this subject for two reasons: first, 

S because of the variety and importance of its implications 

k for clinical neurology and education and for the biology 

l of man; and secondly, because the very diversity of 
its aspects makes it an excellent illustration of one of 

_ the crying needs of medicine today—synthesis. Walshe 

t: (1945) in an eloquent and cogent plea for integration in 

ù medicine says: ‘ All effective communication in thought 

“ tends to be broken between the users of the different 


exploratory techniques, and information accumulates . 


E while generalisation wilts and dies.’? There could be 
, no better example of this than handedness, which has 
“ been investigated and speculated on by many kinds of 

expert. Their facts are often valuable, but their inter- 


Bb: pretations suffer from their ignorance of the work of’ - 
other experts in equally important fields ; for, to quote — 


i Walshe again, ‘‘in the process of scientific thinking 
i» interpretation and synthesis must keep pace with 
i Observation if a coherent body of knowledge is to be 
n forged.” This lecture, then, is an attempt to put 


branches of science to the study of handedness and its 
relation to speech. i | os 
a i NATURE AND INCIDENCE OF HANDEDNESS 
ae . ; 
= what is meant by being right-handed or left-handed, 
p) but a little consideration soon shows that this very 
simplicity is a source of difficulty. We say that a 
person. is right-handed if he for preference uses his right 
“hand rather than his left to carry out the more skilled 
«: kinds of movement and is more skilful at such movements 
with his right hand than with his left. The converse 
s+ is true of a left-handed person. Handedness, therefore, 
‘| ig nothing absolute ; it is a question of degree, a prefer- 


tt ence based upon a difference in the skill with which the , 


;> two hands are used. Moreover it takes no account of 
_ the actual degree of skill present, nor'does it imply any 
Jt particular cause for the difference. 
rf There are several different reasons why a person may 
lr use one hand in preference to the other, but it is important 
at the outsét to point out that the fact that a person is 
_, right- or left-handed does not necessarily mean that this 
a is the result of a natural predisposition to be so. Innate 
© tendency may be obscured by training. In the past 
™ even more than today many “ naturally ” left-handed 
x people have been brought up to ‘use their right hands 
a in the same way as right-handed people and may not 
i know that they were ever left-handed. These have 
", been called ‘‘ shifted sinistrals.’’ There is no similar 
’ social reason for training right-handed people to use 
their left hands, though there used to be an “^ Ambi- 
dextral Culture Society °?” with this object. Hence. if 
t we try to ascertain what percentage of people are born 
r right- or left-handed we encounter this difficulty, and 
“it is probable that the percentage of people who are 
born. left-handed is higher, perhaps considerably higher, 
than the percentage who know that they are left-handed. 
š A whole battery of tests of handedness has been devised, 
_y but it is doubtful if the more elaborate are of much more 
= value than the simpler ones. Gordon (1920-21), working 
į: with young children, found that the hand used to rub 
wa desk with a duster and to throw the duster rolled 
Ù up into a ball was a reliable test of handedness. ` Adults 
"also may be asked which hand is used for throwing. 
u Cutting bread and dealing cards are activities which are 
it often still carried out with the left hand by naturally 
"left-handed people who have been brought up to be 
pt right-handed. The handwriting may possibly provide 
Wa clue. Whenever it is important to determine the 
n handedness of a patient, left-handedness should be 
,tinquired for in the family history. When present it 
i: Should suggest the possibility that one may be dealing 
ze with a shifted sinistral. l ; 


du 


* The Bradshaw lecture, delivered at the Royal College `of 
y Physicians on Nov. 8, 1945.  . 
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Ambidexterity, similarly, describes a state in which © 


together and interpret the contributions of various. 


At first sight it seems a fairly simple matter to say 


— 
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neither hand is preferred or used with more skill than the 
' other. Usually the ambidextrous person prefers to use 
one hand for some purposes and the other for others. 
But, though ambidexterity implies that both hands. are 
equally dextrous, there. may: be an opposite reason for 
. not preferring one hand: both: hands.are equally clumsy. 
Such people were well named ‘‘ambilevous ”’ by Galen. 
It seems certain that the truly ambidextrous are usually 
shifted sinistrals, traizied to use the right hand but, still 
naturally skilful with the left. -` ere ee: 
. Estimates of the incidence of left-handedness in the 
general population vary--considerably. eu a 


Wile (1934) publishes. a table including the findings of 
. various observers ranging from 1 to 30%. ‘Some of the 
higher figures are certainly based upon faulty inferences 
from special tests. - Burt (1921) in a survey of elementary 
school-childrerr found that 6-2% of the boys and 3:9% 
of the girls were left-handed, an average of 51%. Gordon 
(1920-21) found 7:2% of elementary school-children left- 
handed. Chamberlain (1928) obtained a figure of 4:3% 
for American college stiidents, sex unstated, described as 
freshmen. For reasons already piven the true figure for 
the naturally left-handed is probably somewhat higher, 


It is safe to say that between 5 and 10% of the population 

of Britain and America is left-handed, and that left- 

handedness is about twice as common in males as in 

females. ar cn 
ETIOLOGY OF HANDEDNESS . 

There is not time to discuss all the numerous theories, 
some of them fantastic, which have been put forward 
to explain handedness. There is no evidence that in 
right-handed people the left hemisphere is larger than 
the right, nor has any difference in microscopical struc- 
ture been described. Some anatomists have held that 
handedness could be inferred from naked-eye differences 
between the cerebral hemispheres.. Thus Keith (1929) 
has maintained that the handedness of primitive man 
can be discovered through an asymmetry of the occipital 
poles of the fossil skull, and ‘Elliot Smith (1927) put 
forward a similar view, holding that the sulcus lunatus, 
lying in front of the area striata, was deeper in the left 
hemisphere than in the right in the majority of human 
beings, both primitive and modern, and that this could 
be correlated with their right-handedness. These views 
seem difficult to prove, and a smilar hypothesis, that 
handedness could be inferred from the disposition of the 
cranial venous sinuses at the torcular Herophili, has been 
disproved by Le Gros Clark (1934) who also (1940) casts 
doubt upon the sulcus lunatus. | 


Association of Left-handedness with Mental Defect.— 
Gordon’s (1920-21) observations throw light upon a 
cause of left-handedness which is important in principle 
if not numerically. He found that, though only 7:2% 
of children attending elementary schools were left-_ 


handed, the corresponding. figure for.those attending | 


_schools for mental defectives was 18-2%, and here the 
~ girls, with 207%, were ‘25% more numerous than the 
boys. Gordon also studied 219 pairs of twins and 
found that, when one of:a pair was right-handed and the 
other left-handed, the left-handed member tended to be 
mentally defective, backward, or.nervous. These facts 
led him to take the view that, when left-handedness is 
associated with mental-defect, there is probably a lesion 
of the left cerebral hemisphere. which causes the mental 
defect and by leading also to some weakness or clumsi- 
ness of the right hand makes the child prefer the left. 
Similarly he supposes that,’ when the right-handed of 
a pair of twins is normal and the left-handed mentally 
defective, both were. originally right-handed. One 
suffered damage to the left cerebral hemisphere and in 
consequence became mentally defective and left-handed. 
This leads to the very important distinction between 
what may be termed natural. and pathological left- 
handedness. Natural or innate. left-handedness: is 
either inherited or, in the case of uniovular twins, 
produced by. mirror-imaging. The natural left-hander 
is the equal of, perhaps superior to, the right-hander 
in intelligence and. in athletic and manual skill. The 
pathological left-hander, however, is a natural right- 
hander with a damaged brain and is doubly handicapped 
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both by his brain lesion and. by having to use the hand 
which in his case is by nature the less skilful. 
Training.—I must amplify what I have already said 
about training as a cause of handedness. A person who 
is naturally left-handed may be trained to use his right 
hand. Such training may be given at home or at school 


in the belief that left-handedness is a .disadvantage in | 


a predominantly right-handed society, though more 
people are allowed to write with the left hand today than 
formerly. Congenital abnormalities or injuries of the 
right hand may necessitate left-handedness, though the 
subject is naturally right-handed, and so may disease, 
such as hemiplegia or hemiparkinsonism. Few right- 
handed people train thèmselves. to use the left hand 
without some such incentive, though I once had a patient 
with writer’s cramp who had been taught to write with 
the left hand at s¢hool. , 


Twinning.—The number of left-handers that twinning 
contributes to the population is not very large, but the 
study of the handedness of twins has brought to light 
several points of interest. Dahlberg (1926) has added to- 
gether Siemens’, Weitz’, and his own figures for uniovular 
twins, with the following result. Out‘of 124 pairs, in 
6 pairs (48%) both were. left-handed; in 89 pairs 
(71-38%). both were right-handed ; in 29 pairs (23-4%) one 
twin was right-handed and the other left-handed. This 
means that 16-5% of uniovular twins were left-handed 
instead of an expected 5%. Dahlberg explains this as 
the result of a reversal of asymmetry in a proportion of 
uniovular twins. In other words, one twin is the mirror- 
image of the other ‘and is therefore opposite-handed. 
If such a reversal happened in about a sixth of all pairs 
of uniovular twins, it would explain the figures found. 
Rife (1939) has shown that reversal is more likely to 
happen in uniovular and binovular twins alike if there is 
left-handedness in the family. 

Newman, Freeman, and Holzinger (1937) have pub- 
lished figures very similar to Dahlberg’s, and they point 
out that left-handedness in binovular twins, though only 
about a quarter as common as in uniovular twins, is 
nevertheless nearly twice as frequent as in the general 
population. Lauterbach (1925) has explained this by 
supposing that a proportion of binovular twins are the 
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Fig. I—Newman’s suggested division of 
the fertilised ovum giving rise to the 
Dionne quintuplets :: Y, Yvonoe; A, 
Annette; C, Cécile; M, Marie; E, Emile. 


survivors of triplet or quadruplet sets, some members 
of which were identical twins ; and the left-hander from 
one zygote has survived as the twin of the right-hander 
from the other zygote. This view receives some support 
from Jordan’s (1914-15) observation that the “ coin- 


cidence of left-handedness and twinning in the same 


33 


fraternity is frequent.” The most likely explanation 
is that the twinning is the. hereditary factor, and that 
the isolated left-handers are the left-handed survivors 
of pairs of uniovular twins. 

Mirror-imaging of handedness in identical twins may 
be compared with mirror-imaging of the hair-whorl 
pattern. One of the Dionne quintuplets, Marie, is 
left-handed, and she is in some respects the mirror- 
image of the others. Newman (1940) suggests that she 
is the product of a later cell-division (fig. 1). Mirror- 
imaging is exceptional in uniovular twins. 

Siamese twins are usually the mirror-image duplicates 
of each other, the right showing situs inversus. Situs 
inversus occurring as. a congenital abnormality in 
isolated individuals is not associated with left-handedness 


‘rose to 17-34%. 


(Cockayne 1938). The reason for this is made clear by 
Cockayne’s hypothesis. In the course of normal 
development the viscera undergo.a spiral rotation to the 
right. Situs inversus is due to the presence of a double 
dose of a recessive gene causing the twist to turn to 
the left. This rotation of a median structure is quite 
different from the determination of handedness by the 
localisation of a function in one or other of a pair of 
symmetrical structures, the right and left cerebral 
hemispheres. | 

Heredity.—-We are now in a position to consider the 
most important cause of handedness :` heredity. Most 
people are right- or left-handed because of the structure 
of the genes they have inherited. This is obvious when 
we investigate the inheritance of left-handedness. 
Chamberlain (1928) found that, when both parents were 
right-handed, only 2-1% of their offspring were left- 
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Fig. 2—Jordan’s pedigree 75: solid symbols, left-handedness ; 
others, right-handedness. ` 


handed; but, when one or both parents were left- 
handed, the incidence of left-handedness in the children 
In 33 families in which both parents 
were left-handed 46% 


points to the inheritance of Jeft-handedness as a men- 
delian recessive and right-handedness as a dominant, 


though he admits that there are difficulties in the way. 


of accepting this view. If left-handedness is a simple 
mendelian recessive, when both parents are left-handed 
(RR + RR) all the offspring should be so, which is not 
the case. Moreover, two apparently right-handed parents 
may have children who are all left-handed, and in-some 


‘families it is thought left-handedness may behave as a 


dominant. 

Fhere can be no doubt that the inheritance of right- 
handedness as a dominant and left-handedness as a 
recessive will explain most of the facts, and the ratio 
of left-handed to right-handed in groups of siblings is 
consistent with this view. Jordan’s pedigree 75 (fig. 2) 
is a good example of inheritance of a recessive character. 
Presumably the grandparents were all heterozygous. 
and the parents were homozygous recessives. and their 
children therefore necessarily also all homozygous 
recessives. In my view the explanation of most, if not 
all, of the apparent exceptions to the inheritance of 
left-handedness as a mendelian recessive is that handed- 
ness is caused by other factors than heredity. Hence in 
any pedigree some of the apparently right-handed may 
be’ shifted sinistrals who are left-handed by inheritancc, 
and in some left-handed the left-handedness may have 
been acquired and not inherited. Handedness, therefore, 
cannot be regarded simply as a hereditary character. 
Heredity is undoubtedly its most important cause ; 
and, so far as the evidence goes, right-handedness 
behaves as a mendelian dominant and left-handedness 
as a recessive. An analysis of Jordan’s pedigrees does 
not suggest the presence of sex-linkage or the partial 
sex-linkage described by Haldane (1941). The difference 
in sex-incidence may be due to some modifying factor. 


DOMINANT EYE AND HANDEDNESS 


Most people who possess equal visual acuity in the 
two eyes nevertheless prefer to use one eye rather than 
the other for ‘‘ sighting ’’—e.g., sighting a gun, looking 
through a telescope, and watching a football match 
through a hole in a fence. Why this should be so is by 
no means obvious at first sight, but the fact is important 
for our present purpose because Parson (1924) has put 
forward the view that handedness is the result of ocular 
dominance, in other words, that we are naturally either 
right- or left-eyed and only secondarily to this right- 
or. left-handed. In sighting, he points out, we have to 
bring into alignment three points: (1) the centre of the 


of the children were left- - 
handed. Jordan (1914-15) thinks that the evidence ` 


THE LANCET] | DR. RUSSELL BRAIN : 
macula, (2) the point of regard—i.e., the gunsight or 
the finger—and (3) the target. This is impossible if 
we use both eyes, because “if we fix one we double the 
others.” Hence binocular sighting is abandoned for 
sighting with the dominant eye; the hand is guided 
by the visual line of the sighting eye, and we use the hand 
on the side of the dominant eye. Parson found that 
about 70% of subjects were right-eyed, 29% left-eyed, 
and 1% showed no preference. Almost all the right- 
-eyed were also right-handed, but so also were 9 out of 
the 10 of the left-eyed, from which he concluded that 
these must have been naturally left-handed originally. 

. Parson’s theory, if true, would explain why we prefer 
one hand to the other, but it would ngt explain why we 
are mostly right-handed ; it would merely convert this 
into the unanswered question: why are we mostly 
right-eyed ? I cannot, however, accept Parson’s theory, 
some of the objections to which were well stated by 
Stevens (1909). The eye is not represented in the 
cerebral cortex as a unit for purposes of visual perception, 
space perception, or ocular movement. The two halves 
of each 
hemispheres, impulses from each being intermingled 
with those from the corresponding half of the other 
retina, so that normally we cannot distinguish-what we 
see with one eye from what we see with the other. 
eyes are equally closely linked for purposes of movement, 


and each cerebral hemisphere can only move the two 


eyes together. ‘The truth is that “‘ sighting ” is a quite 
exceptional visual performance. We do-not normally 
judge distances, absolute or relative, in this way but 
through a highly complex perceptual process of integra- 
tion, in which visual impulses from both eyes play a 
part which is of the essence of binocular vision. Sighting 
is a kind of pointing—we point a gun—and the primary 
activity in pointing belongs to the hand. Right-handed 


people point with the right hand and therefore usually: 


sight with the right eye, not conversely. .The association 
between ocular dominance and handedness, Eee, is 
not very close, as Parson’s figures show. 

Jasper and Raney’s (1937) “ phi ” test is a psycho- 
physiological. procedure which makes it possible. to 
determine which cerebral hemisphere is dominant in 
visual perception, besides which is the dominant eye. 
Comparing the results of this test with others they found 
a close correlation between hemisphere dominance 
determined in this way and handedness on the opposite 
side, but the correlation between hemisphere dominance 
and the monocular sighting test was little better than 
chance, and the same was true of the correlation between 
eyedness and handedness. Buxton and Crosland (1937) 
using four tests conclude that there is no evidence for 
the existence of “a unitary trait of eye preference.” I 
shall return to the subject of ocular dominance later ; but 
I cannot accept the view that it plays any part in 
causing handedness. 


CLINICAL IMPORTANCE OF HANDEDNESS 


- The recognition. of the predominant. importance of 
the left cerebral hemisphere for speech is attributed to 
Dax, who published in 1877 a thesis. which he had 
originally read before a medical congress in 1836 with 
the title ‘ Lesions of the left half of the brain associated 
with forgetfulness of the signs of thought.” His work 
was shortly afterwards extended and consolidated by 
Broca and by Hughlings Jackson in numerous publica- 
tions. The cerebral hemisphere in which are situated 
the neural pathways of speech has become known as 
the dominant or major hemisphere ; it is the left hemi- 
_ sphere in right-handed persons, and conversely. Natural 
handedness is important for neurological diagnosis, 
because it enables us to say in which hemisphere the 
lesion responsible for aphasia is situated. It is equally 


important to know whether there are any exceptions 


to this rule. Are the speech centres ever situated in the 
right hemisphere in a right-handed person ? Of course, 
if a naturally left-handed person is taught to use his 
right hand in preference to his left he may believe 
himself to be right-handed, and there may be no family 
history of left-handedness, yet his speech centres will 
be in the right hemisphere. The converse may also 
happen, the speech centres being in the left hemisphere 
in a left-handed person, perhaps because speech and 
handedness have become dissociated in inheritance. 
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retina are represented in different cerebral. 
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Gardner (1941) had a left-handed. patient with a right. 
frontal tumour but no aphasia. To determine whether 
the speech pathways were in the right hemisphere he 
injected procaine into the right frontotemporal region. 

No aphasia resulted, and he removed the right hemi- 
sphere without. producing any speech disturbance, 
proving that, in spite of the patient’s left-handedness, 
the speech pathways Were in the left hemisphere. The 
clinical importance of these exceptions is_ obvious. 

When the left cerebral hemisphere is damaged early in 
life, the right hemisphere usually takes over the speech 
functions of the left. Hence infantile right hemiplegia 
is not as a rule associated with aphasia. How late in 
life this substitution can take place we do not know, but 
it is much less likely to happen when speech pathways. 
are already established in the left hemisphere. Never- 
theless the faith and perseverance of the speech therapist 
e Aen much in the treatment of aphasia in 
c ood. . i 


SPEECH AND HANDEDNESS IN HUMAN EVOLUTION Z 


How and when in man’s development did the link 
between speech and handedness come into existence ; : 
“ This inquiry,” as Lord Monboddo (1773) said in the 
introduction to his study of language, ‘‘ becomes the 
more interesting as well as of greater curiosity, when we 
consider that it leads us back to what may be called the 
origin of the human race, since without the use of reason 
and speech we have no pretensions to humanity, nor 
can with any propriety be called men.” But it may be 
thought that any answer we may give must be mere 
guess-work, and that in any case the question is academic 
and of no practical importance. It is true that there 
has been much speculation on the subject, most of 
which, I think, can be shown to be ill-founded. Never- 
theless well-established facts of comparative psychology 
and neurophysiology enable us to dispose of a number of 
these speculations and point to the nature of the solution, 
even though we shall have to admit that there are facts 
which we do not know and perhaps shall never know. 
The question, moreover, is not entirely academic, for 
the answer we give to it has a bearing on the education 
of children with certain disabilities of speech. 

When and why did man become right-handed. ? 
Keith (1929) belie van that the skull of Piltdown man 
shows both that he spoke and that he was right-handed, 
and Elliot Smith (1927) on similar anatomical grounds 
says that right-handedness is characteristic of primitive 
as well as modern man. Whether the anatomy of the 
fossil skull will bear the weight of this hypothesis is. 
not for me to say. - Some archeologists have attempted _ 
to draw conclusions about the handedness of primitive 
man from the study of stone implements, but modern 
workers in this field tell me that it is extremely. doubtful 
whether it is possible to infer from either the shape or 
the flaking of a flint implement the gepacances of the 
user. 

Primitive art, however, provides some more reliable 
evidence. Stone-age artists made numerous drawings 
of men holding weapons in the right hand, though the 
earliest of these are probably late paleolithic (Ober- 
maier 1924), and statuettes and engravings exist from 
the stone age onwards showing the right hand raised or. 
holding an object. 

It has been thought. that man first became right- 
handed, that this conferred on him special manual skill, 


‘and that then in some obscure way, perhaps through the 


use of the right hand in gesture, he developed speech. ~ 
This seems to me unlikely, since neither handedness nor 
manipulative skill is peculiar to man. 

More than 80% of rats show a preference for the use 
of one forepaw over the other, most for the right (Tsai 
and Maurer 1930, Peterson 1931), and ‘‘ handedness ”’ 
in the rat depends on the functional activity of the 
opposite cerebral hemisphere (Peterson 1931, Peterson 
and Fracarol 1938).' More to our point is Finch’s 
(1941) study of handedness in chimpanzees, 25 out of 
30 of which showed pronounced handedness, right- and 
left-handedness being almost equally distributed in the 
group. Monkeys and apes, in spite of the fact that their 
hands are anatomically inferior to man’s, possess a 
high degree of manipulative skill. Yerkes (1913) says: 
“ Few if any mammals other than the primates can use 
hands and feet, fingers and toes with the versatility, 
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deftness, precision of codrdination, degree of adapt- 
ability and skill which are characteristic of the chim- 
panzee.’’ Yet inspite of their handedness and dexterity 


the anthropoid apes, as Lord Monboddo (1773) said, 


“ have not come the length of language.” 

Now let us turn to speech. What is speech, and how 
does it differ from mere vocalisation? Many living 
creatures utter sounds under the stress of feeling, and 
these sounds may communicate the feeling to others 
of the species and influence them to appropriate action. 
Fhis is vocalisation. In speech the sound produced 
has become a symbol—i.e., it has become related to 
something else in a special way. A word or a sequence 
of words stands for an object, an action, a state of mind, 
and as a rule the relation of the word to the thing it 
stands for is purely linguistic. There is no connexion 
between the word “ chair ” and the thing chair but. the 
arbitrary one that they have come to be associated in 
the English language. Any other collection of sounds 
would have done as well. It is the symbolic function of 
speech, first in the spoken word and later in writing, 
that has rendered possible the development of thought 
and more than anything else raised man above his 
fellow primates. 

Comparative psychology makes this clear. Yerkes 
(1943) and Köhler (1925) give very similar accounts of 
the mentality of chimpanzees. The cries of these 
animals communicate their feelings, and by gesture and 
bodily manipulation they seek to direct the attention. 
of their fellows and orient them. But the symbolic 
element in their utterances is rare or non-existent. 


Experiments show that, in spite of considerable inteli- . 


gence, chimpanzees fail in the simplest tasks calling for 
the retention of elements of a situation in memory by 
means either of visual images or symbols, though 
“ various other types of sign process than the symbolic 
are of frequent occurrence and function effectively in 
the chimpanzee ”? (Yerkes and Nissen 1939). ° 

Why should the function of speech have introduced 
asymmetry into the nervous system and have become 
localised in one cerebral hemisphere, and that normally 
the left ? 

Let us return to vocalisation. The emotional noises 
are simple involuntary performances both in man and 
the animals. Vocalisation in the monkey persists in a 
simple form after decortication (Kennard 1944). In the 
human infant, ‘‘ with no language but a cry,” crying is 
mainly an affair of subcortical] centres directly connected 
with the muscles of vocalisation. Higher levels exert 
an inhibitory influence on these reactions in man, as 
‘we see when damage to descending pathways leads to 
involuntary _ laughing and crying. Such relatively 
simple reactions can utilise symmetrical and bilateral 
pathways. In contrast to this, speech calls for articula- 
tion, the precise integration of the small muscles of the lips, 
tongue, palate, and larynx besides the respiratory 
muscles, so that these contract synchronously on the 
two sides with such delicacy that a variety of sounds 
can be differentiated through a range of fine gradations. 
This motor integration seems to require that the motor 
cortex of both cerebral hemispheres should be under the 


control of a higher “‘ centre,” ? the motor speech “centre,” 
and that such a “‘ centre ” must be single. Speech, 
in other words, necessitates a Broca’s area.. Even in 


man the distinction between propositional and emotional 
speech persists, as Hughlings Jackson pointed out, and 
the aphasic patient may still swear when excited. 

Why should Broca’s area be associated with handed- 
ness, being situated in the left cerebral hemisphere in the 
right-handed, and conversely ? We have seen reason 
to doubt the primary importance of handedness in the 
development of speech. Is it not, on the other hand, 
more probable that it was the appearance of a motor 
speech ‘* centre ”? in the left hemisphere in man that 
made that the dominant hemisphere, and the right hand 
the dominant hand, in contrast to the ape, in which 
right- and left-handedness develop with equal frequency? 
As we shall see shortly, the dominance of one hemisphere 
involves many other functions than speech. Not only 
symbolic thinking but also the purposeful manipulation 
of objects depends on pathways in the dominant hemi- 
1. I use the word ** centre ” as the most convenient term to describe 

a nodal point in the speech pathways. 
stood to imply that speech is in any sense localised in centres. 
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sphere. In gesture and in manipulation the hand repre- 
sented in that hemisphere takes the lead, and it is the 
dominant hand which converts thought into symbols 
in writing. Thus handedness connotes a much richer 
series of functions in man than in the ape. It is, as it 
were, raised to a higher power and is an mtegral part of 
the activity of the dominant hemisphere. 

Thus we are left with the question why the left 
hemisphere is commonly the major one. The genetic 
explanation of this is that left-hemisphere dominance . 
is dominant also in the mendelian sense, whereas 
dominance of the right half of the brain is usually 
inherited as a recessive. Attempts have been made to 
discover some evolutionary advantage in right-handed- 
ness which would tend to favour the right-handed by- 
natural selection. Thomas Carlyle, reflecting on the 
paralysis of his right arm, thought that primitive warfare 
favoured the right-handed because the shield protected 
the heart, and this view has had other advocates, but 
I cannot think that to primitive man a wound of the 
right pleura or liver was much less lethal than a wound 
of the heart. The answer to the question really is that 
we do not know. Nevertheless we can be reasonably 
sure that the dominance of one hemisphere was a 
precondition of symbolic thinking and expression which 
at the psychophysiological level distinguishes man from 
all other animals, and we may guess that when human 
culture first developed man was already both able to 
speak and predominantly right-handed. 


DOMINANCE AND CEREBRAL LESIONS © 


Hemisphere functional asymmetry, by concentrating 
into the left hemisphere in the right-handed person 
functions not represented in the right hemisphere, 
produces noteworthy differences between the clinical 
effects of a lesion in the same situation on the two sides, 
of which aphasia is the best known example. Further, 
agraphia, alexia, and all varieties of apraxia, mcluding 
constructional apraxia, are produced by lesions of the 
major hemisphere only, except that a lesion of the right 
hemisphere may cause apraxia of the limbs on the left 
side. Gerstmann’s syndrome—acalculia, agraphia, finger 
agnosia, and disorientation for right and left—is also 
due to a lesion of the major hemisphere. | = 

Considering how much has been written about visual 
object-agnosia, it is surprising that it is still uncertain 
whether it can be produced by:a lesion of one hemi- 
sphere alone. Most neuroldgists regard the visual 
recognition of objects as a function of the major hemi- 
sphere, but most pathological material being derived from 
patients with cerebral arteriosclerosis or head injury is 
It is striking that, whereas the receptive 
forms of aphasia are common, visual object-agnosia is 
rare. Head (1926) considered that, to produce this 
symptom, the lesion must be bilateral and extensive, 
and Kliiver and Bucy (1939) found that bilateral lesions 
were necessary to cause it in monkeys. 

Defective visual localisation of objects in space develops 
in relation to the crossed half-fields after a parieto- 
occipital lesion in either hemisphere (Riddoch 1935). 
and there is no hemisphere dominance for visual 
localisation (Brain 1941). Topographical memory, on 
the other hand, is probably a function of the: major 
hemisphere. 

It might be thought that lesions of the minor hemi- 
sphere would differ from those of the major simply in the 
absence of those disorders just enumerated, and that 
otherwise they would be the same; but this is not so. 
There are two syndromes which are produced by lesions 
of the minor hemisphere only, namely, imperception of 
half of the body or of hemiplegia, and agnosia for the 
opposite half of space (Brain 1941). Since the right is 
usually the minor hemisphere, we encounter imperception 
of left but not of right hemiplegia, and agnosia for the 
left but not the right half of space. The reason for this, 
I think, is that disturbances of awareness of the opposite 
half of the body or of space are parietal-lobe syndromes 
which can be detected in isolation when they are caused 
by lesions of the minor hemisphere, but in the major 
parictal lobe these functions are intimately related both 
anatomically and physiologically with higher integrative 
functions concerned with awareness of the whole body 
and space as a whole, as well as with symbolic thinking 
and expression. The result is that receptive aphasia and 
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various kinds of agnosia and disorientation mask these 
disorders of lower levels when the major parietal lobe 


is damaged. Bearing this in mind one can sometimes | 


demonstrate the existence of imperception of right 
hemiplegia in a right-handed person. i 

. In a left-handed person the right is the major hemi- 
sphere, and it might be thought that the rôles of the two 
hemispheres would simply be reversed. This does not 
always happen, for the right hemisphere may function 
as the major one for speech but behave as the minor one 
in other respects (Nielsen 1937, 1938, 1940, Brain 1941). 


SPEECH DEFECTS IN RELATION TO EDUCATION 


Much attention has lately been directed to speech 

abnormalities in children, especially those of congenital 
` origin: developmental motor: aphasia, developmental 
alexia (congenital word-blindness, strephosymbolia), 
congenital auditory imperception (developmental word- 
deafness), developmental agraphia, mirror-writing, 
stuttering, and, though it is not strictly a speech defect, 
congenital apraxia, manifested as abnormal clumsiness. 
It is possible now only to touch on those aspects of 
this subject which are particularly related to cerebral 
dominance and handedness. 
emphasised. First, a clear distinction must be made 
between specific speech defects and general mental 
defect. Confusion is most likely to arise in the case of 
the more severe speech defects and congenital auditory 
imperception ; but, if appropriate tests are applied, the 
distinction is not difficult. 


A little girl, aged 5, was sent to me as & mental defective 
because she could not speak. She, four siblings, her 
mother, and her maternal grandmother were all “ ambi- 
dextrous.”” She had no speech except a few idioglossal 
.sounds ; but she could understand what was said to her, 
identified objects named, knew her right and left hands, 

- and could go on errands and carry out simple instructions. 
She was suffering from developmental motor aphasia. 


The second point is the importance of applying 
appropriate tests to all children with specific speech 
defeots—i.e., those who in spite of average intelligence 
are backward at reading, writing, or spelling. i 

Ortón (1937), whose valuable work has drawn atten- 
tion to this group, emphasises the frequency with which 
left-handedness or ambidexterity is found in the patients 
. or in their families. He believes that ‘‘ intergrades ” 
occur between right- and left-handedness, and that 
developmental disorders of speech are associated with 
such intergrading and not with failures of cortical 
development. But, if the view which I have put 
forward. here is correct, this is to mistake a symptom 
for a cause. Left-handedness, ambidexterity, and inter- 
grading may occur as symptoms of a breakdown of 
hemisphere dominance. But cerebral dominance is not 
in itself a function, it is simply a name for the fact that 
speech and allied functions are located in the left hemi- 
sphere. The abnormal handedness which so often goes 
with congenital speech disorders means in my view that 
incomplete development of speech pathways has left 
the child without normal hemisphere dominance on 
either side—a condition incidentally quite different from 
‘‘natural ”?” left-handedness. This view is borne out 
by such observations as Schilder’s (1944), who found 
that in congenital alexia the root trouble was an inability 
to differentiate the spoken word into its sounds and 
to break up the written word into its sounds and letters— 
a defect essentially due to a failure of development of 
cortical discriminative function. | 

The point is important ; for, if the anomaly of handed- 
ness is a symptom and not the cause of the disorder 
underlying the congenital aphasias, not much benefit 
can be expected from attempts to encourage the domin- 
ance of one hemisphere by making the child use one 
hand exclusively. The same applies to those discrepan- 
cies between handedness and ocular dominance which 
have been emphasised by Parson (1924) and Lavery 
(1943). Treatment must be based upon a recognition 
of the true nature: of the functional disability and 
education designed accordingly. 
= Mirror-writing, which has been admirably discussed by 

Critchley (1928) and Gordon (1920-21) seems to be due 
to a relative dominance of the right hemisphere in 
respect of writing and may develop either as a result of 
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‘subject. 
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damage to the left hemisphere or as a normal handicap 
which the writing of a right-handed race imposes upon 
the naturally left-handed during the period of learning 
to write. It involves the supposition that the right 
hemisphere contains motor schemata for writing which 
are the mirror-images of those in the left and are auto- 
matically developed in the course of learning to write in 
the normal way (Fildes and Myers 1921-22). ` 
Apart from this, the left-handed person writing with 
the left hand finds writing from the left to right more 
difficult than the right-handed. The slope of the writing 
is naturally reversed, and this reversal is often present 
in the right-handed writing of a left-handed person and 
may thus provide a clue to a latent sinistrality (fig. 3), 


Lert - “Was Ps e Kors | 


Fig. 3—Baden-Powell’s signatures written with right and left hand 
(Jackson 1909). Slope of writing in both signatures shows that he 
was naturally left-handed, which is confirmed by Begbie (1900). 


Besides, as the hand moves across the paper, adduction 
of the arm hinders progress. Some left-handed people 
in consequence find it easier to write with the paper 
turned clockwise through nearly a right angle. Children 
who- write with the left hand should be allowed to do this 
if they wish. | - 

. .There is considerable evidence, reviewed. by Travis 
(1931), correlating stuttering with anomalies of handed- 
ness. About a half of all stutterers are ambidextrous, 
and the same proportion have relations who are left- 
handed and relations who stutter. Dissociations of 
ocular dominance and handedness have also been found. 
I have time only for a few observations on this important 
There seems to be much better evidence that 
left-handedness and in particular an imposed shift of 
handedness play a part in the etiology of stuttering - 
than in that of the congenital aphasias. Consequently, 
when there is reason to think a young stutterer is a 
shifted sinistral, he or she should be encouraged to make 
the left the dominant hand. But this does not mean that 
the majority of left-handed children will stutter if made 
to write with the right hand, still less that reversal of 
handedness is the all-important cause of so complex 
a psychophysiological disorder as stuttering. 

I am grateful to Dr. Julia Bell, Prof. W. E. Le Gros Clark, 
Mr. Christopher Hawkes, Sir Francis Knowles, Prof. K. S. 
Lashley, and Mr. T. K. Penniman, who have been kind enough 
to answer my inquiries. ` 
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Mass radiography has, during the last three years, 
brought to light numerous examples of active pulmonary 
tuberculosis among the presumably healthy populations 
submitted to this form of examination. A large propor- 
tion of such cases has been reported as having no symp- 
toms (Trail 1942b, Trenchard 1943, Clive 1943, Evans 
1943, Kahan and Close 1944, Brooks 1944). Other 
investigators (Toussaint and Pritchard 1944) have 
concentrated on the examination of patients attending 
their doctors with complaints having as a possible cause a 
tuberculous infection. 

A series of 650 consecutive cases of active pulmonary 
tuberculosis in males is analysed in this paper, the result 


TABLE I—AGE DISTRIBUTION 


oN 


41 (68)23 (70) 5 (83)|475 (73) 
1 (17)175 (27) 


a 183 (75) 149 (76),30 (56)/44 (79) 


P. 

pos.: 62 (28) 47 (24) 24 (44) 12 sitio (32) 10 (30) 
` 196 54 56 |; 60 | 33 

E Sp. pos. and neg. = sputum positive and negative. 

res in parentheses in the tables represent percentages. 


Figu 


of approximately 250,000 examinations. They were all 
discovered as a result of mass radiography of Royal Air 
Force personnel. The diagnosis in every case depended 
on a review of clinical, radiological, and pathological 
findings and was not made on the radiographic appear- 
ances alone (Trail 1942a). In 51 of the cases the diag- 
nosis was made not at the initial complete examination 
but only after a period of observation. Of these 51, in 
42 there was radiological evidence of extension of the 
disease, 1 developed a pleural effusion in association with 


TABLE II—TYPE OF DISEASE 
Infiltration— 


| and | Total 


| 
l 
| only 
i 


i ; 
; and ‘and cavi- and pleural ' 
; : pneumo- 
| fibrosis | tation effusion thorax 
a ec | a | | | ee 
Sp. neg. | 383 (81); 13 (3) | 69 (14) 9(2) .| 1(0-2 475 
Sp. pos.: 82 (47) | 5 (3) | 85 (49) 3(2) +: 0 175 


Total ‘465 (71) 18 (3) | 154 (24) | 12(2) | 1(0-1) | 650 


-the pulmonary lesion, 3 developed a positive sputum, and 
in 5 the development of adventitious signs (Trenchard 
1943) led to the decision to regard the case as active. 


CLASSIFICATION 

The series is divided into those cases with and those 
without acid-fast bacilli in the sputum stained by the 
Ziehl-Neelsen method. Concentration methods and 
culture were not used. 
* Table 1 shows that approximately a quarter of all the 
cases had a positive sputum, and that this proportion 
changes little in the various age-groups. The large 
number of cases in the age-groups younger than 25 is due 
to the age-distribution of the population examined. In 
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tuberculous laryngitis, 


6 650 
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table 11 is shown the type of disease present. The head- 
ing ‘“‘ Infiltration and Fibrosis’? includes cases with 
radiological. evidence of deviation of the mediastinum or 
interlobar fissures: the remaining headings are self- 
explanatory. The incidence of associated lesions— 
pneumoconiosis, and healed 
primary tuberculosis (Ghon’s focus with or without 
tracheobronchial glands)—is given in table m. 


TABLE III—ASSOCIATED LESIONS 


; | Healed primary 
OR tuberculosis 


18 


| 
Lesion Laryngitis 
Sp. negative 0 ` 3 


l 
| 
Sp. positive 2 1 | 3 


The chest is divided into six zones for the radiological 
classification of extent of the lesions. The upper zones 
are the parts of the lung fields above a line drawn horizon- 
tally at the level of the anterior extremities of the second 
ribs ; the middle zones are the parts between this line 
and a similar one at the level of the anterior extremities 


of the fourth ribs ; the lower zones are the remainder of 


the lung fields. A lesion confined to one zone of the 
chest is classified as stage I ; if two zones are affected, the 
disease is regarded as being stage 11 ; stage 111 means that 
three or more zones are affected. oe 

Table Iv shows about three-quarters of the cases have 


a lesion not more extensive than stage 1, but, in spite of 


the fact that the series is one of ‘‘ early cases,” a propor- 


TABLE IV—STAGE OF DISEASE 


Stage S II HI 
Sputum negativo! 198 (42) | 177 (37) | 100 (21) |. 475 
Sputum positive | 35 (20) 72 (41) | 68(39) | 175 
Total .. .. | 233 (36) | 249(38) | 168 (26) 650 


tion, 26%, are in stage 111, and table 11 shows that 24% have 
radiological evidence of cavitation, 3% of fibrosis, and 2% 
of a coincident effusion. Of cases with cavitation 85 out 
of 154 (55%) have a positive sputum, a higher proportion 
than for cases without cavitation—90 out of 496 (18% )— 
and of the cases with a positive sputum 39% are in stage 
III as opposed to 21% of the cases with a negative sputum. 
The disease had progressed so far as to produce tuber- 
culous laryngitis ‘in 2 cases. l DER 


TABLE V—HISTORY OF PREVIOUS ILLNESSES, &C. 


t 


8 


P= fea) | : j = 3 y. 
Run nd a; g a = 
seg ibn! Bi] B |S | 8 | 8 TIE 
e27 | 39) F S | 2'23 J| 8 | aRBe 
History| 388 | 5% 5 g g E 5 (825 
Heo] T g . | 8B} 4 a= 
B35 A ce Ri “= 
O P pe ere ds = 


Sp. neg. | 63 (13) j49 (10) 18 (4) | 21 (4) 15 (3) 


oO 
~ 
b 
` 
u 


Sp. pos. | 19 (11) 25 as 8 (5) 16 (9)) 6 (3): 5 (3) 9 (5) 1 (0-6) 
Total 6 (1) 


82 (13) |74 (11) 26 (4) | 37 (6) |21 (3), 11 (2)/20 (3) 
to. | i 


* Consists of fistula (? ischiorectal abscess) 3, tuberculous elbow 1, 
and epididymitis 1. l 
t Gave a history of dispensary observation. 


SYMPTOMATOLOGY 

Tables v, vI, and vIr show the number of persons admit- 
ting the presence of a suspicious history or symptoms. 
The figures are based on the individual’s answers to 
direct questions on each point made at the first interview. 
A history of previous illnesses as listed in table v, is well 
known as being of possibly tuberculous etiology. Hzemo- 
ptysis appears to be of special importance, not only 
because its incidence, 6%, is higher than that of the 
others, but also because it seems to be associated with 
positive sputum and therefore with a worse prognosis. 

It is interesting to note from table vri that only 54°, 
of the patients admit the presence of a cough. This 
figure must be contrasted with the incidence 82%, shown 
in table VIII, of patients who were able to produce sputum 
when investigated in bed. | 

At this point it is necessary to define what is meant by 
asymptom. It can mean an abnormality of which the 


- 
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TABLE VI—-NUMBER OF PERSONS ADMITTING .SYMPTOMS ON 
i DIRECT QUESTIONING 


Es i Cough | Other 

- ‘Allsymp-| Dry cough and symp- 
Symptom toms | cough sputum other toms Total 

: denied | only | °P iiy | symp- | without 

| yY | toms | cough 
Sp. neg. |213 (45) |123 (26)\ 38 (8) | 57 (12)| 44 (9) 473 
Sp. pos. | 37 (21); 50 (29)| 41 (23) | 44 (25) 3 (2) 175 
Total | 101 (16)| 47(7) | 650 


patient becomes aware and which may trouble him 
sufficiently to make him seek medical advice. It is 
proposed to refer to such a phenomenon as a subjective 
symptom, which may become a complaint if it causes a 
medical practitioner to be called in. On the other hand, 
a patient may be unaware that he has an abnormality, 
such as a cough, although observation by others may show 
that this objective symptom is present. In the case in 
point it is evident that although the subjective symptom 
cough is present in only 54%, 353 out of 650 cases, the 
objective symptom (or physical sign) cough is present in 
82% or 536 cases. If this is not understood, the results 
appear to be contradictory. A patient’s statements 
represent what he has noticed and may not coincide with 
. the facts as observed by others. 

_ Cough is by far the most frequently admitted symptom 
and is often attributed to smoking. It is followed, in the 
order indicated, by dyspneea on exertion, lassitude, loss 
of weight, pain in the chest, dyspepsia, night-sweats, and 
hoarseness. To what extent these symptoms might be 
found to be more frequent if it were possible to obtain 
figures on an. objective symptom basis is not known. 
Kahan and Close (1944) state that they found loss of 
weight and dyspnceea as the commonest symptoms. 


TABLE VII—INCIDENCE OF SYMPTOMS ADMITTED ON DIRECT 


’ 


+ With cough. = Without cough. 


It is possible that cough can be correlated with a lesion 
in the lungs, and that the other symptoms, except per- 
haps pain in the chest and hoarseness, are due to systemic 
disturbance as the resistance of the body as a whole is 
overcome by the disease. The blood sedimentation- 
rates of the 287 cases where results are available, given in 


TABLE VITI— INCIDENCE OF SPUTUM ON INVESTIGATION 


QUESTIONING 
iDysp- ; l 
SYMP-iggygh | nee | Las- moe Dys- | Pein | Night- | Hoarse- 
tom on = situde weight pepsia| chest sweats; ness 
Sp 218 ; 24 14 10 8 7 7 0 + 
neg , 23 12 16 5 7 4 0 = 
Sp 135 20 14 13 8 10 2 2+ 
pos > 2 2 1 1 0 1 0 = 
Total | 353 | 69 42 40 22 24 14 2 
(54%) (11%)| (7%) | (6% (3%) | (4%) ‘ (2%) | (0°3%) 
4 : 


~- No sputum Sputum present 


114 (18%) 


(9 cases showed radiological evidence 
of excavation) 


536 (82%) 


Sputum + Sputum = 
175 (27%) 361 (55%) 


table Ix, support the view that active tuberculosis can 
exist in the absence of systemic disturbance ; for 37% of 
the total and 26% of the sputum-positive cases have a 
normal BSR. - If this is so, the usual sequence of events 


TABLE IX—-BLOOD SEDIMENTATION-RATES 


BSR | Under8 | 8-15 | 15-30 | Over 30| Total 
Sputum negative | 90 (41) | 60 (27) | 48 (22) | 24 (11) | 222 
Sputum positive | 17 (26) | 10 (16) | 19 (28) | 19(28) | 63 

Total [107 (87) | 70 (24) | 67 (23) | 43 (15) | 287 
i 


appears to be first symptomless disease, then cough, and 
later symptoms of systemic disturbance. 

The stage in the disease when subjective symptoms 
become complaints and cause a patient to seek medical 
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_ logical filters. 
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advice must be very variable and depend largely on the 
individual’s physical and mental make-up. Although 
radiography of patients attending their doctors with 
suspicious complaints, particularly cough, is a valuable 
method of discovering early cases of active pulmonary 
tuberculosis, the really earliest cases are more likely 
to. be found by mass radiography of the presumably 
healthy population. -" 4 
SUMMARY ~ 
analysis of 650 cases of active pulmonary tubercu- 
losis discovered by mass radiography is given, with special 
reference to the history and symptoms admitted by the 
patients on direct questioning. A classification of symp- 
toms into complaints, subjective symptoms, and objec- 
tive symptoms is outlined, and from the series under 
review the ųsual order of onset of symptoms is discussed. 
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PENICILLIN treatment of a local infection may be 
carried out by systemic or local administration or by a 
combination of both methods. The effectiveness of 
systemic administration depends on the extent to which 
penicillin passes from the blood-stream to the site of 
infection ; this is of particular importance in the case of 
the subarachnoid space and serous cavities, which at first 
were considered impermeable to penicillin. The value of 
local administration is seriously limited when the infected 
cavity is difficult of access—e.g., deep-seated joints— 
and when multiple loculi are present ; moreover, reten- 
tion of locally administered penicillin is impossible when 
open drainage is necessary. In this paper is given an 
account of the results obtained during the treatment of 
patients since February, 1944, and the bacteriostatic 
levels in the various body fiuids following penicillin 


administration by different routes and different methods. 


BACTERIOSTATIC TESTS 


No suitable chemical method of estimating penicillin 
concentration is as yet available, and the penicillin 
content of body fluids was estimated by the biological 
method in which the limiting dilution of the fluid which 
completely inhibits the growth of the standard strain of 
Staphylococcus aureus (Oxford H strain) was determined. 

Fluids Examined.—These included serum, pleural, 
pericardial, peritoneal, synovial, and cerebrospinal fluids, 
and pus from abscess cavities. Generally the-fluids were 
centrifuged and the clear supernatant fluids were exam- _ 
ined ; a few fluids were filtered through Seitz bacterio- 
Except for serum, the fluids examined 
were free from appreciable contamination with blood. 
When there was any doubt of the sterility of a fluid, it was 
filtered through a small Seitz filter. In a few instances 
bacteriostatic tests were carried out on fluid both before 
and after filtration through a small Seitz filter. In general, 
no difference was detected in the bactcriostatic levels 
of the filtered and unfiltered fluids—i.e., adsorption of 
penicillin on the small pad used in our experiments did 
not appear to be significant (see also Rammelkamp and , 
Keefer 1943). f 
_ Technique.—The technique of methods of estimating 
the penicillin content of pathological specimens has not 
yet been standardised; a short description of the 
technique employed in this investigation is therefore 
included. | l 


The fluid (supernatant or filtrate) in 0-3 c.cm. amounts 
(occasionally smaller volumes had to be used) was serially 
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TABLE I— PENICILLIN CONTENT OF INFLAMMATORY PERITONEAL 
FLUID AFTER INTRAMUSCULAR ADMINISTRATION 
(expressed as the highest dilution of peritoneal fluid in nutrient 
broth which was completely bacteriostatic to Slaph. aureus) 


ee + ee 


| Bacteriostatic levels 


= 
Adminis- | Dose | Pa- eves ‘No. of hr after injection at 
tration | (units) ; tient hin | which samples were taken 
| t 
| | ala |2 Jalajelslo fie 
25,000} A 1* 1 t|..).. | 
| | f j 
| 50,0003 A 7 al a a Gre eee 
l 3 | f | 
»100,000¢, A at, WG OLN Set x N 
2 | 
Single  ; 100,000 B 1* i8} 16 | 16 j...8/4/8:../8 
intra- | : [| 
muscular į 100,000 ; C> | testes ne 
Injection | 100,000 | D 1* (§| 32] 16 APAE LONI 
109,000 | G TET e E ad feb 
; | 
200,000 | E 2° '$/ 16 | 16 j..'...16 a. 
| i | 
300,000) F | 32 Stl 
— Daily Pa- Before; Samples taken at 3-hr 
dosage tient peni- | intervals during - 
(units) | | cillin | administration 
© 4 150,000 A .. oD, GSt, d, 4, 32, 32, 32, 
Continuous | | 8, 28 
intra- 
muscular 100,000 B 1* | J, 8, 8, 8, 4, 4, 2, 2 
injection | 
| 100,000 | D 0 i 8, 4.4, 2,1, 4 
0 = no stasis in undiluted fluid. 
1 = complete stasis in undiluted fluid. 
2 = complete stasis in fluid diluted 1: 2. 
4 = complete stasis in fluid diluted 1: 4; and so on. 


* Presumably a natural bacteriostatic effect. 

+ Or higher: higher dilutions were not tested. 

t These doses were given successively at 3-hourly intervals. 
§ Administration was irregular. 


diluted (twofold or threefold dilutions) with nuirient broth ; 
the neat fluid and each dilution were then inoculated with a 
standard (3 mm.) loopful of an 18—20 hour culture (diluted 300 
times with nutrient broth) of the standard staphylococcus. 
A broth control was included and also 0-3 c.cm. of the fluid 
which had not been inoculated. The latter was included so 
that any changes in opacity which took place during incuba- 
tion might be observed ; occasionally this control was of value 
in detecting contamination in a specimen. 

The tubes were incubated at 37° C for 18-20 hours, aftor 
which they were examined for growth of the staphylococcus. 
The highest dilution of the fluid in which growth of this organ- 
ism had been completely inhibited was noted (complete 
bacteriostasis under the conditions of the test). In those tubes 
in which growth was much less than that of the broth control 
the stasis was reported as only partial ; such observations hav 

‘ not been reported in this investigation. The findings were 
confirmed by stroke inoculation on blood-agar plates which 
were incubated, and the growth on the plates was then 
compared with that given by the broth control. These 
subinoculations were also of value for those fluids which were 
cloudy or not entirely free from opacity when received. 


INTERPRETATION OF RESULTS OF BACTERIOSTATIC 
TESTS 

No attempt has been made to express the penicillin 
content of the specimens examined as units of penicillin 
per ml.* of fluid, since at the present time this is not 
possible without certain assumptions. For this investi- 
gation the penicillin content of the fluids was approxi- 
mately evaluated from a consideration of that dilution 
of the fluid which completely inhibited the growth of the 
standard staphylococcus as stated above. 

In a few instances the results were to some extent 
influenced by the clinical procedure adopted—e.g., where 
50 ml. of saline was introduced into the peritoneal cavity 
so that sufficient fluid would be available at all times 
during the experiment. 

Special care was taken to differentiate between absence 
of bacterial growth due to penicillin and that due to other 


* It may, however, be stated that ‘complete bacteriostasis in neat 
fluid ” corresponds (in our tests) very approximately to 
1/25 unit of penicillin per ml. of fluid. 


r 


factors, such as insufficiency of nutrient substances in the 
fluid itself—e.g., in certain cerebrospinal, synovial, or 
serous-cavity fluids—and bactericidal or inhibitory 
factors contained in serum or serous exudates, and @ 
combination of such factors. Thus in one or two 
instances we have attributed inhibition of growth to 
“ natural stasis ” rather than to penicillin. 

The obvious way of overcoming these difficulties is by 
testing a control specimen of the fluid—i.c.. fluid with- 
drawn before the start of penicillin therapy—but this was 
not always possible. It should, however, be pointed out 
that difficulty in distinguishing between inhibition of 
growth due to penicillin and absence of growth caused by 
other factors is only present when the stasis is low—e.g., 
mainly in neat or possibly in a ‘‘ dilution of 1 in 2 ’’—and 
only in some of these cases. In this connexion the use of 
penicillinase (prepared in these laboratories) has proved 
of value. 

It will be seen that, in the figures, complete bacterio- 
stasis to the standard Staph. aureus in undiluted fluid 
has been suggested as a minimal therapeutic level. This 
assumption is based on clinical experience in the treat- 
ment of 40 cases of acute hematogenous osteomyelitis 
(McAdam 1945) and on the results in patients treated 
during the past two years in the Royal Infirmary, 
Edinburgh, who had infections with penicillin-sensitive 
Staph. aureus. | 


PERITONEAL CAVITY 


Because of the penicillin sensitivity of pneumococci, 
hemolytic streptococci, and gonococci, cases of primary 
peritonitis due to these organisms may be expected to 
respond to penicillin therapy. In the more common 
types of peritonitis following perforation of the gut, where 
there is a mixed infection including penicillin-resistant 
organisms, the rationale of penicillin treatment is more 
doubtful. However, some potentially pathogenic intes- 
tinal organisms, such as the clostridia, are sensitive, and 
clinical experience with perforating abdominal war 
wounds has suggested that penicillin treatment may be 
beneficial]. 

The passage of penicillin from blood to peritoneal fluid, 
and from peritoneal fluid to blood, has been investigated 
to determine the most effective route of administration. 
Observations were made on 6 cases (A to F) with peri- 
tonitis following perforation of a duodenal ulcer, and 1 
case (G) with a slight effusion resulting from acute 


appendicitis. 


Method of Investigation.—At operation a narrow rubber 
tube was inserted through a separate suprapubic stab 
incision and guided into the pouch of Douglas. On 
return to the ward, 50 ml. of saline was introduced 
through the tube to ensure an adequate volume of fluid 
for later examination. Within 24 hours of operation, 
25,000-300,000 units of penicillin was given in a single 
intramuscular injection, and thereafter 3-5 ml. of peri- 
toneal fluid was aspirated at suitable intervals ; after 
aspiration, the residual fluid in the tube was forced back 
into the peritoneal cavity by the injection of air. In 
TABLE II—PENICILLIN CONTENT OF INFLAMMATORY PLEURAL 

EXUDATE AFTER INTRAMUSCULAR ADMINISTRATION 


(expressed as the highest dilution of exudate in nutrient 
broth which was completely bacteriostatic to Staph. aureus) 


_ Bacteriostatic levels 


~ a 
z et bee gee e o s 3 
or . Sion No. of hr after injection at 
Administration z oz which samples were taken 
A Ao |—---— — - i 
“aajn 2j 3 s'5l6]z7ł}9 115 
| A 2 | 214] 8 i 16 8 1 1 
ai Single B o N 
intramuscular i ‘ 
injection of C 0 e ajo oje s ee 2 oe oa . =. . ee 
100,000 units D 7 16+. ' 16 .... 4 
> | : 
D | | 9). 7 re 
Continuous B 0 8,16 
intramuscular Samples taken at 
infusion of D ee 4, 4,4. 4 intervals during 
100,000 units administration 
a day E 0 0 


Foot notes as in table I. 
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3 patients (A, B, and D) 100,000—150,000 units of penicillin 
was given on the 3rd day by continuous intramuscular 
aban and specimens were collected at 3-hour intervals 
Resulte.—The results are given in fig. 1 and table 1; 
they show that, in 7 patients with peritoneal inflam- 
mation, systemic administration, either by a single 
intramuscular injection of 100,000 units or by a contin- 
uous intramuscular infusion of 100,000 units a day, 
‘produced adequate concentrations of penicillin in the 
peritoneal fluid. In 9 tests, 1-3 hours after a single 
intramuscular injection of 25,000-—300,000 units of peni- 
cillin, the highest dilution of peritoneal fluid which 
gave complete bacteriostasis varied from 1:4 to 1:64. 
Penicillin could be demonstrated in the fluid for 12 hours 
after injection in 2 cases (B and D) and for 8 hours 
in a third (E). Fig. 1 illustrates the rise of penicillin 
concentration in the peritoneal fluid after three successive 
intramuscular injections of 25,000, 50,000, and 100,000 
units of penicillin given at 3-hour intervals (case A), and 
the effect of a single intramuscular injection of 100,000 
units (case D). > 

On the 3rd day after operation, patients A, B, and D 
received penicillin by intramuscular drip; it can be 
assumed that 

by this time 
the supra- 
ic drain 


walled off 
. from the 
general peri- 
toneal cavity, 
and the 
samples of 
peritoneal 


r 


drawn were 
therefore 
from a local- 
ised part of 
the peritoneal 
cavity. The 
conditions 
may thus be 
regarded as 
resembling 
those ob- 

2 taining in a 
localised pel- 
vic abscess. 
Twenty-tħree 
from these 3 
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Suggested minimal therapeutic level 
100,00Q0units 
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1 2 4 6 8 10 1 
HOURS AFTER START OF ADMINISTRATION 


Fig. I—Penicillia content of peritoneal fluid after. 
intramuscular injection. 


samples of peritoneal fluid, withdrawn 


patients at 3-hour intervals, all contained adequate . 


amounts of penicillin ; the highest dilution completely 
bacteriostatic varied from undiluted to 1: 64. 

Such uniformly high bacteriostatic levels cannot be 
expected in every case of peritonitis treated systemically 
with penicillin. In the presence of a mixed infection 
some inactivation of penicillin—e.g., by penicillinase— 
might occur and lower levels be obtained ; on the other 
hand, in the present investigation the penicillin concen- 


tration must have been lowered by the injection of 50 ml. 


of saline into the peritoneal cavity ; and, had this not 
been done, still higher levels might have been obtained. 

The practicability of local administration is limited by 
the difficulties of reaching all parts of the peritoneal 
cavity, especially if Fowler’s position is adopted ; and, 
since foreign bodies are rapidly walled off, administration 
tubes would not communicate with the general peritoneal 
cavity after the 2nd or 3rd day. Therefore, unless peni- 
cillin persisted for a considerable time in the peritoneal 
cavity, local administration would be of value only at first. 

In one case of perforated duodenal ulcer (not shown in 
table 1) 100,000 units of penicillin was introduced locally 
into the peritoneal cavity at operation ; the peritoneal 
fluid was found to contain penicillin at 8 hours (fluid 
diluted 1:9 was completely bacteriostatic) but not at 14 
hours after injection. This rapid disappearance of peni- 
cillin from the peritoneal cavity is presumably due mainly 
to diffusion into the blood-stream, and this is illustrated 
in fig. 2, which shows the serum bacteriostatic levels 
which resulted from intraperitoneal injection of 100,000 
units in 2 patients with subacute appendicitis. 
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Fig. 2—Penicillin content of blood after intraperitoneal 
injection of 100,000 units (two experiments). 


In conclusion, it seems that peritoneal infections could 
be effectively treated with 2 or 3 intramuscular injections 


“of 100,000 units a day or by a continuous intramuscular 


infusion of 100,000 units a day. 


PLEURAL CAVITY 


In the treatment of empyema the aims are to dvercome 
the intrapleural infection, to reduce toxemia, and to 
ensure early re-expansion of the lung. 

_ At first it was thought that penicillin given systemically 
did not pass the pleural barrier ; as a result, treatment 
was carried out by local injection. Drainage was usually 
limited to aspiration, so that local administration could be 
readily carried out and the penicillin retained in the 
pleural cavity. After injection of an adequate dose of 
penicillin into an empyema cavity, a high bacteriostatic 
level is produced in the pus, which persists in a thera- 
peutic concentration for 2-3 days. For example, in 25 
tests carried out in the present investigation, after an 
intrapleural injection of 25,000—50,000 units of penicillin 
an adequate concentration persisted for 48 hours in all 
cases but not for 72 hours. The highest dilution of 
empyema pus completely bacteriostatic to Staph. aureus 
after 48 hours varied from 1:2 to 1 : 125. These results 
support the findings of many other investigators, who 
have shown the necessity of repeating injections at 2-day 
intervals. The effect of this high concentration of peni- 


HIGHEST DILUTION OF PUS 
COMPLETELY BACTERIOSTATIC 


- Suggested minimal therapeutic level 
100,000 units 


4 6 8 10 12 14 
HOURS AFTER INJECTION 


Fig. 3—Penicillin content of empyema pus after a single intra- 
muscular injection of 100,000 units. | 


cillin is to sterilise streptococcal and pneumococcal pus 
within a week, often in 1-3 days. 

Local administration may have its application in the 
treatment of empyemas before localisation has occurred, 
successfu] treatment depending on aspiration providing 
adequate drainage and on penicillin producing rapid = 
clearance of the infecting organism, but treatment by 
aspiration and intrapleural injection of penicillin has 
given poor results in cases of empyema in its later stages 
(Roberts et al. 1945). In the present investigation 11 
cases of pneumococcal empyema were treated by this 
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TABLE ID-——PENICILLIN CONTENT OF CSF AFTER INTRAMUSCULAR ADMINISTRATION 
(expressed as the highest dilution of CSF in nutrient broth which was completely bacteriostatic to Staph. aureus) - 


Bacteriostatic levels 


Administration Dose (units) Patient Condition oowicdlin No. of hr after injection at which samples were taken 
ria¢ia)2]3)4]5]6]7/8]|9 /10/11]12!16:21 
' 100,000 A (adult) Normal we jie}ieiaelisiie 1° 1* fae . 
| : 
i 500,000 B (adult) Normal Le A 1* Te eee 
| : 
ee || | | | | FS COO OOO ITI OO - 
Single 100,000 C (adult) Meningitis 0 | sanlani] bed | | ares aera ee | oe EE 
intramuscular | ae i 
injection |~ 300,000 : D (adult) 1) ost yS Jed E. sie repecjeeter tester jpeecee 
; OST- t l 
500,000 E (adult) |$ meningitic 0 | 0 1 | a see Gee ee a ere eee eee 
? encephalitis | i 
500,000 E (adult) 0 aja 2.4]ala4ls] Jagefalefepete t. 
PEENE EE : ae i | Ae ae oe ne l E ERE AE ore ee 
_ Continuous 100,000 F (adult) Normal 0,0, 0 
intramuscular ; 
infusion 100,000 G (adult) Normal 0 . 
Daily Samples taken at intervals during 
400,000 }dosage H (child) Meningitis 2 : administration 
Intramuscular (units) 
injections 400,000 I (child) Meningitis 4,1,1,1 
4-hourly l 
- 24,000 J J (baby) Meningitis 2,9, 8 
Footnotes as in table I. f 


method with unsatisfactory results. When admitted 
to'the surgical wards, all these patients had localised 
empyema which could have been drained by rib-resection 
without further delay. Although penicillin sterilised 
the pus in 1-5 days, there were relapses in 3 of the cases 
after the penicillin treatment had been discontinued. 
Aspiration of pus was always difficult, as fibrin clots 
often blocked even the widest-bore needle, and subse- 
quent X-ray examinations confirmed that aspiration had 
not provided adequate drainage. In all cases pus 
continued to form after sterilisationand required repeated 
evacuation for a period of up to 5 weeks. In 1 case the 
presence of multiple loculi made local treatment ineffec- 
tive. In 9 cases aspiration was abandoned after 1-6 
weeks and adequate drainage established by rib-resection. 

he remaining 2 patients were cured after 2-3 weeks’ 
treatment. Of the 1l cases treated, 4 have a well-marked 
degree of residual pleural thickening. 

Failure of this form of local treatment in pneumococcal 
empyema should condemn not penicillin but rather the 
method of its use. The mechanical difficulties of aspirat- 
ing thick pus from a localised empyema make it essential 
that adequate drainage by rib-resection should be 
attained as early as possible, if healing without much 
pleural thickening is to be achieved. Local penicillin 
treatment after rib-resection is unsatisfactory and waste- 
ful.: For these reasons we investigated the effectiveness 
of systemic administration in producing adequate peni- 


TABLE IV—-PENICILLIN CONTENT OF JOINT FLUID AFTER 
INTRAMUSCULAR ADMINISTRATION 

(expressed as the highest dilution of exudate in nutrient 

broth which was completely bacteriostatic to Staph. aureus) 


| Bacterio- 
static Ievels 
2 hie ee S 
PEN. 5 £= | No. of hr after 
Adminis- Dose (units) 3S | Condition | 22| injection at 
tration = 2 a| which samples 
oo. 4 were taken 
r'1lelalels 
200,000 A EAE E E E O O EN 
Single 100,000 .| B || sterne | + [e+] 4j- a 
- intra- 4 effusion rae 
muscular 100,000 C 1° |. F 8; RBA i 2 
IniteHon 100,000 ipj’ eae a eee ae 
a | Septic l | 
100,000 | AtRbritiy | ++ feefee 
Continuous) 100,000) Daily | F | Sterile it} 2 
uecular dosage effusion 
K 200,000 (units), (€ Septic 1° 1 


injection | i arthritis | 


Footnotes as in table 1. 


cillin concentration in empyema pus, with a view to using 
this form of administration in conjunction with adequate 
surgical drainage. We carried out 5 tests with 4 patients, 
by giving a single intramuscular injection of 100,000 
units and estimating the penicillin concentration in 
samples of pus aspirated at subsequent intervals from 
the empyema cavity. Further tests were carried out on/ 
3 patients, who received penicillin by continuous intra- 
muscular infusion of 100,000 units a day. The results 
are shown in table 11. Adequate bacteriostasis was 
obtained in all but one specimen (case E); the highest 
dilution completely bacteriostatic varied from 1:2 to 
1:16. Fig. 3 illustrates the experiment in case A. 
Adequate bacteriostasis persisted for at least 15 hours 
after a single intramuscular injection of 100,000 units. 
In this patient pneumococci were cleared from the pus by 
3 intramuscular injections of 100,000 units of penicillin a 
day for 2 days. ee 
Thus it appears that, in the treatment of localised 
intrapleural infections, penicillin is not a substitute for 


the customary methods of surgical drainage, but its- 


powerful bacteriostatic and bactericidal properties should 
be utilised. Once pus has become localised, effective 
drainage by rib-resection should be established immedi- 
ately and penicillin administered either by continuous 
intramuscular infusion of 100,000-200,000 units a day 
or by 2 or 3 intramuscular injections of 100,000 units a 
day. 
SUBARACHNOID SPACE 


At first the subarachnoid space, like the serous cavities, 
was thought to be inaccessible to systemically adminis- 
tered penicillin, and local administration was preferred 
for the treatment of cerebrospinal] infections. Abraham 
and his colleagues (1941) found that in a normal cat no 
substantial amount of penicillin passed into the cerebro- 
spinal fluid (CSF) after intravenous administration. -In 
a case of streptococcal meningitis Fleming (1943) found 
that, during intramuscular administration, the bacterio- 
static power of the CSF was less than that of the serum; 
he concluded that penicillin did not pass freely from blood 
to CSF. Nevertheless, he found that, in a day during 
which 100,000 units of penicillin was administered by the 
intramuscular route alone, the CSF diluted 1 : 2 inhibited 
the growth of Staph. aureus. | 

Since these early reports, several workers have demon- 
strated in cases of meningitis that adequate amounts of 
penicillin pass from the blood-stream into the CSF during 
systemic administration. Cairns and his colleagues 
(1944), in a convalescent case of pneumococcal meningitis, 
found that, after an intravenous injection of 100,000 
units of penicillin, the lumbar CSF inhibited the growth 
of staphylococci at a dilution of 1: 2. 

Rosenberg and Sylvester (1944) gave 20,000-—40,000 
units of penicillin by intramuscular injection to each of 
S subjects with meningitis. Between 1 and 2 hours 
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Fig. 4—Penicillin content of CSF and of serum after a single intramuscular injection of g 


A units. 


afterwards they were able to demonstrate the presence of 
significant amounts of penicillin in the CSF (0-03 and 
0:35 units of penicillin per ml.). Selbie and others (1945) 
found that 30 minutes after intramuscular injection of 
20,000 units of penicillin the bacteriostatic level in the 
- CSF was 7, ofthat in the serum. These workers have also 
demonstrated that during meningeal infections the rate 
of disappearance of penicillin from the CSF is increased. 
In 2 cases of meningitis the persistence of locally adminis- 
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Fig. 5—Penicillin. content of serum after intrathecal injection of 
E a 200,000 units. . a 


tered pénicillin in the CSF increased as the infection 
subsided ; this, they suggested, was due to restoration of 
the normal barrier between the blood and the CSF. 

. Our findings accord with the view that the passage of 
penicillin into the CSF depends on the breakdown by 
inflammation of the blood-brain barrier ; when large doses 
were given, adequate amounts of penicillin passed into 
the CSF of patients with meningitis or with encephalitis 
following meningitis, but not into the CSF of normal 
. subjects treated with similar doses (see table 111), One 
subjeet. (case A) was given an 

intramuscular injection of 100,000 

units of penicillin, and another 

(case B) an injection of 500,000 

units; samples of CSF were then 

withdrawn by lumbar puncture 

at short intervals thereafter, and 

penicillin could not be demonstra- ° 
ted in any. . Three other healthy 

persons (not shown in the table) 

received 100,000, 200,000, and 

300,000 units as a single injection; : 
penicillin: could not. be demon- 

strated in samples of CSF with- 

drawn 1-2 hours after injection. 

A further 2 normal subjects (cases 

F and G) were given 100.000 units 

of penicillin a day by continuous 

intramuscular drip ; penicillin was 

not found in any of 4 samples of 


HIGHEST DILUTION OF EXUDATE 
COMPLETELY B8ACTERIOSTATIC 


The results were quite differ- 
ent in subjects with meningitis 
and postmeningitic encephalitis. 
Considerable concentrations of 8 
penicillin were found in the CSF 1 2 4 
of 2 children (cases H and I) 
with meningitis treated with 
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HOURS AFTER START 
OF ADMINISTRATION 
Fig. 6—Peniciilin content of synovial fluid 
after intramuscular injection of 100,000 units, 


- 400,000 units a day, and in the CSF of a baby (case. J) 


with meningitis treated with 24,000 units a day; the 
highest dilution of CSF completely bacteriostatic to 
Staph. aureus varied from undiluted to 1:9. In one 
of these children (case I), on intramuscular treat- 
ment alone, pneumococci were cleared from the CSF 
in 12 hours, ~- ; : 

Two tests were carried out on a case (E) of encephalitis 
following meningitis ; the CSF was no longer showing the 
changes characteristic of meningitis. An intramuscular 
injection of 500,000 units was given, and the penicillin 
concentrations in the CSF and blood were estimated at 
short intervals during the following 24 hours. The 
results of one of these tests is illustrated in fig. 4, which 
shows that penicillin appeared in the CSF within an hour, 
and persisted in demonstrable quantities for at least 12 
hours. The highest dilution of CSF completely bacterio- 


static to Staph. aureus varied from 1 : 1 to 1:4. Similar 


- results were obtained when the test was repeated 2 days 


later. See 
In another case (D), 2 hours after 300,000 units had 


been given intramuscularly the bacteriostatic level in the _ 
. lumbar CSF distal to a complete spinal block was higher 


(1: 4) than in the cisternal CSF (undiluted) ; the blood- 
serum at the same time was bacteriostatic at a dilution of 


. 1:64. This suggests that penicillin passes into the CSF 
_ not only by the choroid plexuses but also, and perhaps 


more readily, through inflamed leptomeninges ; therefore, 
in systemic administration for meningitis, penicillin 
would reach all parts of the subarachnoid spaces, even 
when the circulation of the CSF was obstructed and when. 
loculation had taken place. On the other hand, locally 
administered penicillin will be adequately distributed 
only when the circulation ‘of the CSF is free. o 

A further advantage of systemic penicillin adminis- 
tration in the treatment of meningitis is that it would 
deal with any associated bacteræmia or any primary 


focus of infection. 


-8 10 -12 14 ` 16 18 20 
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Fig. 7—Penicillia centent of pericardial exudate after injection of 33,900 units into pericardial cavity. l 
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Of the 6 patients with meningitis, in one early case (C), 
the intramuscular injection of 100,000 units of penicillin 
did not produce a demonstrable bacteriostatic level in the 
CSF an hour later. Thus it appears that in meningeal 
infections systemic administration alone could not be 
relied on at all stages to ensure an adequate concentration 
of penicillin in the CSF. Penicillin should be given 
intrathecally as well as intramuscularly (perhaps 10,000 
units intrathecally once a day and 500,000 units a day 
- intramuscularly). In 12 patients with meningitis given 
an intrathecal injection of 10,000—50,000 units of penicillin 
the CSF after 24 hours still showed a considerable concen- 
tration of penicillin; the highest dilution which was 
completely bacteriostatic varied from 1:2 to 1 : 250. 
Such concentrations resulting from local administration 


are much higher than those obtained by systemic adminis-. 


tration, and this may be of ; some additional therapeutic 
advantage. 

Fig. 5 illustrates the passage of penicillin from CSF 
to blood in a normal subject. Considerable quantities 
pass into the blood for 12—16 hours. 


SYNOVIAL CAVITIES . 


It has been generally considered that infection of joints 
by penicillin-sensitive organisms is most effectively 
treated by aspiration of pus to relieve tension, and by 
daily local injections of penicillin to ensure a high 
bacteriostatic level in the joint fluid. 

To determine the persistence of penicillin after injec- 
tion into a joint, 7 tests have been carried out on patients 
with septic arthritis. After the injection of 25,000 units 
of penicillin an adequate bacteriostatic level was main- 
tained fcr 2 days ; the highest dilution of exudate which 
was completely bacteriostatic to Staph. aureus after 2 
days was from 1:2 to 1:4. Repeated aspiration of a 
relatively inaccessible joint — e. g., hip-joint—is - not 
always practicable, and systemic tr eatment must be 
utilised. 

The effectiveness of systemic administration was 
investigated in 5 patients (cases A, B, C, D, and F) with 
traumatic synovitis, and 2 patients (cases E and G) with 
septic arthritis. The results are given in table Iv and 
show that intramuscular administration produced an 
adequate concentration in the joint fluid in all cases 
except one (G). 
an adequate penicillin concentration was demon- 
strated for 8 hours after an intramuscular injection 
of 100,000 units (fig. 6). One patient (E) with septic 
arthritis was given 100,000 units of penicillin as a 
single injection; 2 hours later the exudate aspirated 
was completely bacteriostatic to. Staph. aureus when 
diluted 1: 9. 

These results suggest that it is beneficial to administer 
penicillin systemically in all cases of septic arthritis, 
whether primary or a complication of a general infection. 
This would ensure that, in the event of loculation, peni- 
cillin would reach all parts of the joint cavity and would 
obviate the necessity for frequent aspirations. A dose 
of 100,000 units a day by continuous intramuscular 
infusion, or single intramuscular injections of 100,000 


units two or three times a day, would probably be.. 


adequate. When a joint is accessible, and aspiration 
is carried out for relief of tension, local administration of 
penicillin, in addition to systemic, would be advantageous. 


PERICARDIAL CAVITY 

We have treated one case of suppurative pericarditis 
complicating staphylococcal septicemia. The patient 
was given 180,000 units of penicillin a day by continuous 
intramuscular drip ; only a small amount of penicillin 
passed into the pericardial fluid, which was completely 
bacteriostatic only when undiluted. 

After local administration of 30,000 units the fluid was 
bacteriostatic in a dilution of 1:16,000; this level was 
maintained for 6 hours ; it was much less in 12 hours; 
and penicillin was not detectable in 24 hours (fig. 7). 


ABSCESS CAVITIES 
Localised abscesses have been considered relatively 
inaccessible to systemically administered penicillin. In 
one case of cerebral abscess we have obtained evidence 


suggesting that penicillin will not pass readily from the 
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In one case (C) with a sterile effusion, - 


have been followed by undesirable reactions ; 
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blood to the abscess cavity while the pus is RTA high 
pressure, but does enter the cavity with the increased 
serous exudate which immediately follows evacuation 
of the pus. This patient received 100,000 units as a 
single intramuscular injection ; 24 hours later the abscess 
was. drained and the pus did not contain penicillin ; 
however, pus aspirated at 20 and 50 minutes later was 
completely bacteriostatic at a dilution of 1:2. Similarly 
it was found in 11 cases of acute osteomyelitis that, after 
relief of tension by aspiration, the pus from subper josteal 
and intramedullary cavities contained adequate amounts 
of penicillin during systemic administration of 100,000 
units of penicillin a day by continuous intramuscular 
drip (McAdam 1945). These- findings emphasise the 
importance of surgical drainage before penicillin treatment 
in cases where pus is present and under tension. 


DISCUSSION 


In the present investigations it has been found that, 
provided the dosage is sufficiently high, systemic 
administration of penicillin produces adequate bacterio- 
static levels in the exudates of infected body cavities, in 
infected CSF, and in abscess pus, and can thus be relied 
on by itself for the treatment of such local infections. 
The dosage of penicillin required to obtain an adequate 
bacteriostatic level in these exudates appears, as might 
be expected, to be somewhat higher than that necessary 
for adequate serum bacteriostasis. 

Penicillin administered locally cannot be relied on to 
reach all sites of infection because of the pronounced 
tendency for loculation to. occur in infections of serous 
cavities. Local administration of penicillin is therefore 
not a substitute for systemic administration ; but, used 
in addition, it may be of some advantage because of the 
very high bacteriostatic levels produced in the exudates. 
There is some evidence to suggest that high concentra- 
tions—e.g., 1 or 100 units per ml.—of penicillin are more 
effective than lower concentrations—e. g., 0-1 unit per ml. 
—in dealing with large numbers of organisms (Hobby 
and Dawson 1944, Rantz and Kirby 1944). 

* Recently an interesting suggestion for combining local 
and systemic administration of penicillin has been made 
by Florey and Heatley (1945), who have found that when 
large doses—e.g., 100,000 and 300,000 units—are given 
into a body cavity, ‘adequate serum. bacteriostasis is 
obtained for up to 24, 48, or in some cases 72 hours. In 
the present investigation, after local administration into 
the peritoneum, a joint, and the CSF, we have obtained 
adequate bacteriostatic levels in the serum for 8—18 hours 
(figs. 2 and 5). The difficulties of clinical application of 
this method have been (1) that large intrathecal doses 
(2) that 
where continuous drainage becomes necessary—e. Z., 
after rib-resection for empyema—the method is imprac- 
ticable ; (3) that where loculi are present, the blood levels 
obtained by this method may not be sufficiently high to 
ensure penetration of adequate amounts of penicillin into 
them ; and (4) that in treatment of infections of inaccess- 
ible joints—e. g., hip—and of the peritoneal cavity, 
repeated local injection of penicillin over a long period is 
impracticable. 


We are indebted to Prof. J. R. Learmonth and Prof, T. J. 
Mackie for their help and advice, which have made this work 
possible ; Mr. Norman Dott, in whose department the work on 
penicillin administration in cerebrospinal infection was carried 
out ; and Mr. A. R. Murray, who gave valuable coöperation 
in providing the opportunity for eens ‘penicillin 
administration in Peritoneal infections. 
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THE direction of blood-flow in varicose veins is essen- 
tially towards the periphery. Any sclerosing solution 
introduced into the vein tends to fall and be washed into 
the general circulation via the communicating veins 
round the ankle. Hence sclerosis is most commonly 
produced in the lower part of the leg, leaving the upper 
portions of the veins patent when a simple injection 
technique is used. 

At every outpatient clinic one sees cases of hard cedema 
in the ankle region with peripherally sclerosed varicose 
veins and poor functional results. Even when the whole 
of the long saphenous system has.been sclerosed by 
the combined Trendelenburg operation and retrograde 
injection via ureteric catheter, soldiers are seen who 
cannot do route marches and who complain of recurrent. 
cedema. of the ankle. . These cases seem to indicate ay 
thrombosis of the deep veins is often produced. 

To overcome these culties I developed the followin - 
technique when eo ne among soldiers, firstly at an 
EMS hospital and later at a large military hospital; 


RATIONALE ' 


The aliphatic group‘ of sclerosing agents can be 
precipitated inside the varicose veins by interaction 
with calcium salts. Thus: 


‘Sodium oleate + calera gluconate 
—> Calcium oleate (precipitated) + sodium gluconate. 


This precipitate is not washed out of the veins very 


readily and blocks the small perforating vessels. Also it 
has @ prolonged sclerosive effect with less chance of 
recanalisation and consequent recurrence of varicosity. 

A 5% solution of sodium morrhuate or oleate is injected 
into the varicose veins after an injection of 10% calcium 
gluconate. Separate syringes must be used. The pro- 
portions used are 1 c.cm. of calcram gkuconate to 2. c.cm. 

of sodium morrhuate. 


. TECHNIQUE 

(1) The injections are made with the patient standing, 
and an isolation method is always used. About 6 in. of 
the central portion of the varicose vein is chosen and 
isolated by passing rubber bands round the limb, the 
injection being made between the bands. Then 1 c.cm. 
of 10% calcium gluconate is injected, and the syringe is 
rapidly changed for the qne containing morrhuate, care 
being taken not to disturb the needle. The 2 c.cm. of 
5% sodium morrhuate is immediately injected through 
the same needle. The patient is instructed to occlude 
the vein at the site of injection for 1 min. and presses on 
the vein as the needle is being withdrawn. He then sits 
down with the limb elevated to the horizontal position 
on & chair for 20 min. The bands are then removed, and 
he is allowed to walk about. 

Subsequently, after a sclerosis has been produced in the 
proximal portion of the vein, only one occlusive band is 
used below the site of injection. This band is regarded 
as being an essential part of the technique, as it prevents 
the solutions from passing out of the vein down the limb, 
and allows the solutions to intermix in the isolated 
segments. 

No large incompetent communicating vein must be 
present either above or in the isolated segment of 
varicose vein. 

(2) The same solutions are injected retrogradely through 
a blunted hypodermic needle when the long and short 
saphenous veins are tied at the femoral and popliteal 
venous junctions respectively. Morrhuate 5 c.cm. and 
gluconate 3 c.cm. haye been found to sclerose the long 
saphenous vein as far as the knee. The rest of the long 
on vein is injected at outpatients. 


_ _ RESULTS | 
The method has been used on 170 patients, who have 
been, traced back to full duties after the Trendelenburg 
operation, with or without simultaneous ligature of the 
short saphenous vein and large perforating vessels. 7 
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The usual course lasts 6 weeks; 1 week is spent in 
hospital after the operation, the patient getting up on the 
2nd day and returning to his unit on light duties after 
removal of the stitches on the 7th day. He returns 
weekly for the injections, being gradually wormed up to 
full duties. 

Over 2000. injections have been given, and no case of 
sloughing or embolus and only 1 case of mild syncope has 
occurred. Occasionally areas of delayed softening along 
the course of the veins have been noted 10-20 days after 
injection, but these have all resolved after application 
of ‘ Elastoplast ’ to the limb from the toes up, 3 The 
elastoplast is left on for 3 weeks. This technique jį is less 


' painful than simple morrhuate injection. 


It has been rarely necessary to downgrade AL men 
developing varicose veins, and all except 2 in the AIONE 
series returned to full duties. 


I wish to thank Colonel M. J. Williamson, mc, officer com- 
manding the military hospital, for allowing me to publish this 
paper, and Lieut.-Colonel M. F. Nicholls, officer commanding 
the surgical division, for his general help and advice. 


INJURIES OF THE MENISCI 


DIAGNOSIS BY MANIPULATION OF THE 
KNEE-JOINT 


DAVID BROWN, M CH (ORTH.) LPOOL, FRCSE 
ORTHOPEDIC SURGEON TO THE ROYAL INFIRMARY AND | 
CHILDREN’S HOSPITAL, SUNDERLAND - 


_ In the diagnosis of knee-cartilage injuries the only 
unequivocal sign is actually to feel the injured cartilage 
clicking between the condyles of the femur and tibia. 
The history of rotational strain with “ locking” or 
“ giving way ” of the joint, the tenderness over the cartil- 
age, and the radiographic findings only build up the case 
in favour of the diagnosis ; they do not prove it. Mani- 
pulative methods of making the injured cartilage click 
within the joint have therefore great practical value, 
and the method known as McMurray’s sign! is particularly 
helpful. 
LAMBRINUDI’S SIGN 


Another useful and novel diagnostic manipulation is 
here described, which is a modification of a method 
attributed by T. T. Stamm to the late Mr. C. Lambrinudi. 
Though this modification differs somewhat in execution 
and interpretation from the original, it is similar in 
principle and is therefore referred to herein as: Lam- 


-brinudi’s sign. It is elicited as follows : 


The patient lies on his back and flexes the injured knee to 
20° beyond the right angle, with the foot resting on the couch. 
The surgeon now places his hands with the thumbs on the 
outer side of the front of the lateral femoral condyle and his 
fingers on the back of the inner side of the medial tibial 
condyle (fig. 1). The patient is now told to allow his knee 
muscles to relax completely. At the moment when the ham- 
strings are felt to relax the surgeon presses his thumbs and 
fingers together causing the head of the tibia to slide outwards 


and forwards. The click occurs. directly the tibia starts to 


slide. Considerable practice is necessary to acquire the knack 
of producing this click, and the secret is to take a joint 
unawares at the moment of relaxation. 


COMPARISON OF RESULTS OP MCMURRAY’S AND LAMBRINUDI’S 


; SIGNS 
Condition ascertained — Cases. McMurray ’s 8 Lambrinudi’s 
at operation sign positive | sign positive 
Internal cartilages 
Complete bucket hauls 
ype - 60 34 29 
Posterior- ond tears š 42 30 22 
Anterior-end tears ve 4 0 0 
No lesion found .. j T | 4 0 
Total | 103. 68 51 
Ezternal cee è 
` Pn oe 8 0 0 
Discolds- oe Su 5 5 0 
Torn cartilages ie ee 13 10 1 
No lesion found .. ake 3 - 0 Q 
Total .. wwe |] 1 


a McMurray, T. P. Brit. med. J. 1934, i 709. 
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P, 
ig. |—Modification of Lambrinudi’s method. Knee flexed beyond 
right angle ; surgeon’s thumbs press backwards and inwards on outer 
' side of front of lateral femoral condyle, while fingers press outwards 
and forwards on back of medial tibial condyle. With patient’s 
muscles relaxed, the internal cartilage wiil click as head of tibia is 
pressed forward and outwards. Sometimes a second click can be 
elicited on cessation of pressure. i i 


This method tests for lesions of the internal cartilage 
only. The reverse procedure of sliding the head of the 
tibia forwards and inwards should, logically, be useful for 
testing the external cartilage. In practice this is not so, 
and I have only once been successful in obtaining an 
external cartilage click by Lambrinudi’s method. 

Two types of click are obtainable: by Lambrinudi’s 
method. The first is a single click which locks the knee. 


No click can be obtained thereafter until the manœuvre : 


of unlocking has been performed. This single type of 
click indicates the presence of a complete bucket-handle 
tear, or of a tag of cartilage large enough to lock the joint. 
The second type is a double click in which the cartilage 
jumps into the locked position as the head of the tibia 
slides forwards and laterally, and jumps back into the 
normal position again as the surgeon releases the pressure 
of his fingers. This double click indicates the presence 
of a bucket-handle tear confined to the posterior end and 
not large enough to cause locking. | 

It is important to remember in manipulating knee- 
joints that some patients possess a cartilage which lies 
more or less permanently in the locked position. The 
knee has become inured to this condition and feels most 
comfortable when the cartilage is locked. These patients 
complain of their symptoms only when the cartilage slips 
into its proper anatomical position. Any attempt to 
use Lambrinudi’s sign when these cartilages are locked 
will produce no click. Ifthe usual manœuvre for unlock- 
ing the joint is now performed and the cartilage is restored 
to its anatomical position, the patient will say that the 
joint has been locked, because he is so unused to feeling 
the cartilage in its proper position. Lambrinudi’s sign 
will now be found to be positive, and a single click 
appears which locks the knee and, paradoxically, restores 
the patient to comfort. Where, therefore, there is a 
history of “ locking ” or “ giving way ” but Lambrinudi’s 
click is unobtainable, it is useful to try unlocking the 
knee-joint before applying the test. 


COMPARISON WITH MCMURRAY’S SIGN 


- McMurray’s sign is too well known to warrant a long 
description. Briefly, it is obtained by fully flexing the 
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knee, externally rotating the tibia by exerting leverage on 
the foot, and then slowly extending the knee-joint while 
maintaining external rotation ‘ofthe tibia (fig. 2). This 
manceuvre tests for lesions of the internal cartilage ; for 
external cartilages: the same procedure ‘is carried out, 
ar a the tibia is internally instead of externally 
rotated. 


To assess the relative value of McMurray’s and 
Lambrinudi’s signs, a series of 132 cartilage operations 
was reviewed in which the knee-joints were manipulated 
preoperatively both with and without anzsthesia. The 
results of this investigation are summarised in the 
accompanying table. | | 

The following points come to light as a result of the 
investigation ; ; 

1. Lambrinudi’s sign and McMurray’s sign only give 
information about lesions which involve the posterior 
end of the cartilage. Neither of the signs was obtainable 
in lesions confined to the anterior end. 


2. MeMurray’s sign gives information about both 
cartilages, but Lambrinudi’s sign is useful only in lesions 
of the internal cartilage. In 80 out of 96 abnormal 
internal cartilages, one or both of the two signs gave 
positive information indicating a cartilage lesion. 

3. In every case in which Lambrinudi’s sign was posi- 
tive the cartilage was found at operation to be torn. 
McMurray’s sign was misleading in 4 cases in which no 
lesion of the cartilage was found. 


4. It has been stated that Lambrinudi’s sign is only 
present when the anterior cruciate ligament is damaged, 
This review does not bear out that contention. The 
cruciate ligament was carefully inspected at operation 
in each case and was found to be damaged in only 15 
cases ; yet Lambrinudi’s click was obtained 52 times. 
It therefore appears that Lambrinudi’s click in no way 
indicates damage to the cruciate ligament. 

5. Earlier diagnosis in difficult cases can be obtained 
by the use of McMurray’s and Lambrinudi’s signs, if 
necessary with the patient anzsthetised. 


Fig. 2—McMurray’s method. Knee fully flexed; surgeon palpates 
posterior end of joint line on inner side with one hand, while his 
other hand grasps patient’s foot to produce full external rotation 
of tibia; this done and maintained, knee is gradually extended, 
whereupon the internal cartilage causes a ciick. 


I am most grateful to Dr. Geoffrey Robinson, of Sunderland, 
for the clinical photographs. | 
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_ 'TARGET-CELL ANAMIA `. 
TWO CASES IN BUCHARAN JEWS 
l , Č. SCHIEBER, MD..VIEYNA . 


LIEUTENANT, RAMO; LATELY FIRST ASSISTANT, MEDICAL 
DEPT., BEILINSON HOSPITAL, PETAH TIQUA, PALESTINE 


TARGET-CELL anæmia has been described as an 
anerythroblastic form of Cooley’s erythroblastic anæmia. 
It is a familial disorder of hæmopojiesis, occurring in 
adults and characterised by abnormal red cells in the 
circulating blood. These red cells are large, look like 
targets and are described by Haden and Evans (1937), 
Barrett (1938), and Wintrobe et al. (1940) as red cells 
with a central nipple. The anæmia is hypochromic and 
hæmolytic, though the red cells show an increased 
resistance to hypotonic saline solutions. The bone- 
marrow is hyperplastic, and skeletal changes are usually 
present, including mongoloid facies and a thinning of the 
cortex of long bones with well-marked trabeculation, 
resembling on radiography that found in Cooley’s anæmia. 

Cooley’s anemia (Cooley et al. 1927) has always been 
considered to be restricted to people from the Eastern 
Mediterranean shores, and, among them, is only found 
in children. Cases reported from elsewhere have usually 
been in the children of Greek, Italian, or Syrian parents. 
Well recognised in Syrians, this form of anzemia has also 
recently been found among the Jewish population in 
Palestine, though again only in those originating from 
the Eastern Mediterranean countries. 

Wintrobe et al. (1940) first described target-cell 
anemia (in the adults of an Italian family living in USA) 
and suggested that this might represent the adult form 
of Cooley’s anzemia, which had previously been regarded 
as invariably fatal in childhood, Dameshek (1940) and 
Fairley (1940) reported further cases, one of Mediter- 
ranean origin and the other in an Anglo-Indian, and 
others have been described since (Lancet 1943); Fawdry 
(1944) has reported 20 cases in Greek Cypriots. 


CASE-RECORDS 


Two cases of target-cell anzmia in one family are 
reported below. The patients were Bucharan Jews, 
whose ancestors lived on the shores of the Caspian Sea 
_ for many centuries, though in the dim past they must 
have originally wandered up from the Levant. 
family here described came to 


The 
Palestine from the 
Caspian Sea in 1923; 
the first of the two 
patients was born in 
Palestine, the other 
in Buchara. 


Case 1.—A girl, 
aged 14, was admitted 
to hospital early in 
1940. Though she had 
been pale for many 
years, her recent 
history was only of 
4 weeks’ duration. 
During this time she 
had had fever, vomit- 
ing, and headaches. 
On examination she 
had, besides signs of 
meningeal irritation, 
an enlarged heart with an apical systolic murmur, @ consider- 
able ansemia, and an enlarged spleen. Lumbar puncture pro- 
duced clear sterile fluid with 100 polymorphs perc.mm. The 
finding of .a positive blood-culture (Streptococcus viridans) 
supported the diagnosis of subacute. bacterial endocarditis 
with.a cerebral embolus, and this was confirmed at necropsy. 
= Some clinical features, however, could not be fitted into 
this diagnosis— | 

(1) Many target-like erythrocytes in blood-films, a 
similar condition being found in an elder brother (case 2). 
No sickle-cells were found. 

(2) Mongoloid facies and the history of pallor for many 
years. Both of these features were present in the brother, 
the rest of the family being healthy. 

(3) Round pigmented scars of indolent ulcers on both shins. 

(4) An increased résistance of the red cclls to hemolysis 
in hypotonic saline solutions. 
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Fig. 1—Case 2: Target-cells i 
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blood. _ 


It was therefore thought that, though the patient 
undoubtedly had subacute bacterial» endecarditis, she 
also had some unrecognised familial “blood: dyscrasia. 
With the appearance of Wintrobe’s report on target-cell 
anemia it was decided to investigate the patient’s 
brother in greater detail. 


CasE 2.—A man, aged 30, brother of case 1. His features 
were mongoloid, with wrinkled yellowish skin on his face and 
neck, an appearance said to have been present since the age of 
9. He seemed to have been anæmic for many years, and both 
he and his sister, though never febrile, and though parasites 


one ie . -q 


Fig. 2—Case 2: Radiograms shawing thinning of cortex of long bones 
with cyst-like appearance. C- 


were never found: in their blood, had often been dosed with 
quinine for supposed chronic malaria. Geta? hae 
Though he was afebrile and perfectly fit, full examina- 
tion revealed further interesting features, which persisted 
unaltered during the 2 yr he remained under observation : 
an enlarged heart with an apical murmur; an enlarged very 
hard spleen reaching as low as the umbilicus ; and loss of 
vision in the left eye, due to thrombosis of the left central 
retinal vein. X 
Blood-count : red cells 3,000,000 per c.mm. ; Hb 7:5 g. per 
100 c.cm.; packed cell volume 25% ; mean corpuscular volume 
83 c.u; mean corpuscular hemoglobin 25 uug. ; mean cor- 
puscular hemoglobin concentration 30%; white cells 6000 
per c.mm. (differential count normal). _Blood-films showed 
severe anisocytosis, poikilocytosis, and target-cells (fig. 1). 
Evidence of increased blood destruction : serum bilirubin 
2 mg. per 100 c.cm. (indirect), increased urobilinogenuria. 
Evidence of increased blood regeneration: reticulocytes 
>5%; bone-marrow hyperplastic, with red nucleated cells 
forming 70% of the total nucleated cells. 
Resistance to hypotonic saline solutions: 0-46-—0-18%. . 
Blood sedimentation-rate 1 mm./hr (Westergren). Serum > 


- calejum 11-4. mg. per 100 c.cm. Serum phosphatase 0-8 


Bodansky units. Serum proteins: total proteins 7:62 g. per 
100 c.cm.; albumin 5-06 g. per 100 c.cm. 

Radiography of the bones showed thinning of the cortex to 
such a degree that many parts, especially metaphyses of long 
bones, looked like cysts, with only trabeculs crossing them 
(fig. 2). No spontaneous fractures. (Compare Caffey’s (1937) 
paper on skeletal changes in chronic hemolytic anzmias.) 


DISCUSSION 


These 2 cases show typical features of a chronic 
familial hemolytic anemia, which in many respects 
resembles familial acholuric jaundice. That it was not 
acholuric jaundice is shown by the increased resistance 
of the red cells to hemolysis, the presence of target-cells, 
and the absence of spherocytes. Occasional target-cells 
were found in some other (healthy) members of the family, 
and in this respect target-cell anzemia falls in line with 
acholuric jaundice and with sickle-cell anemia (Haden 
and Evans 1937, Bauer 1940, Diggs and Bibb 1939). 

Since in acholuric jaundice hzmolysis takes place in 
normal osmotic conditions, the decreased resistance of 
the red cells to hypotonic saline solutions in that disease 
is not the cause of, and has no direct relation to, their 
excessive destruction. Similarly the increased resistance 
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of the target-cells to hypotonic saline solutions, which at 
first sugg gests that other cells must be sought for as the 
source of the excessive hemolysis, does not exclude the 
target-cells from being the main reservoir of hemolysis. 
That they are those mainly destroyed seems to be well 
illustrated by Fairley’s case, in which splenectomy was 
followed by an increase in both the total red count and 
the ratio of target-cells to normal red cells, suggesting 
that destruction mainly of target-cells in the spleen 
leads to the hemolytic anemia. In Cooley’s anzemia.- 
splenectomy also leads to an increased percentage of 
‘abnormal red cells in the circulating blood. The increase 
in the number of target-cells after splenectomy led 
Fairley to suggest that it might have been a direct 
result of the operation. In other hemolytic anæmias 
however, such as acholuric jaundice, splenectomy never 
leads to the appearance of such cells in the circulating 
blood. 


A further suggestion, that the hyperbilirubinzemia 


of a hemolytic anzmia might lead to the presence of 
target-cells, cannot be substantiated, first, because these 
cells have been found in healthy members of affected 
families (Wintrobe et al. 1940, and present cases) in 
whom no excess bilirubin was ‘present ; ; and, secondly, 
because the hyperbilirubinemia of other ‘hemolytic 
anemias does not lead to the presence of such. cells: 

In spite of the familial incidence the possibility of some 
external cause for the target-cell anemia cannot be 
entirely excluded, for favism, which may pick on certain 
families and is ‘also restricted to:a similar Eastern 
Mediterranean population, has been proved to be due 
to idiosyncrasy to the bean of the Vicia fava. Possibly 
two factors, one internal, consisting of a ‘*‘ hemolytic 
constitution ’’ and apparently restricted to the Eastern 
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Mediterranean population, and a second external are 
involved when hemolysis becomes manifest. In support 


of this. is our experience, working among a Jewish 


population, that hæmolysis is more likely to follow the 
administration of sulphonamides in the dark-skinned 
Mediterranean than in the lighter-skinned immigrant 
Jew. However, until some externa] hemolytic factor is 
found, both Cooley’s and target-cell ansemia must be 

regarded as being the result of a ae or familial 
defect in erythropoiesis (Cooley 1941). 


SUMMARY ` 
A report is given of 2 cases of target-ce]l anzemia in 
a family of Bucharan Jews. 
It is assumed that hemolysis involves mainly the 
target- cells. 
The possibility of the existence of a “ hemolytic 
constitution ” in the Mediterranean population, mani- 


festing itself by excessive hemolysis under different 


known and unknown conditions, is discussed. 

I wish to thank Dr. H. Heller, director of the Beilinson 
Hospital, and Colonel M. L. Rosenheim for invaluable help in 
preparing this paper. 
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Die familiäre kongenitale zystische Pankreasfibrose 
mit Bronchiektasien 


(Pancreatitis chronica fibrosa 
WIssLeER; H. U. ZOLLINGER. 
‘Sw.Fr. 6.) 


THIS monograph. which is a product of the pediatric 
and pathological departments of the University of 
Zürich, considers in exhaustive detail a syndrome usually 
held to be a rarity, but which may be commoner than 
formerly believed, since 37 cases have been seen at the 
Zurich clinic in the past ten years and Andersen recorded 
22 from New York in 1938. The two constant anatom- 

ical changes are chr onic pancreatitis with fibrosis and 
cyst formation, and bronchiectasis often with abscess, 
empyema, or fibrosis. The disorder frequently affects 
several members of one sibship, and in nearly half the 
cases symptoms appear before the age of six months. 
The clinical picture depends on which of the two com- 
ponents predominates, and the authors recognise pul- 
monary, intestinal, and mixed forms. The pulmonary 
form is more frequent in the first few months of life 
and the intestinal and mixed forms in older children. 
The clinical guises vary from acute disseminated pneu- 
monia to chronic steatorrhoea, but are so numerous that 
they baffle classification. Prognosis is always bad, but 
the immediate outlook depends on the pulmonary 
disease ; most children die in the first year with suppura- 
tive changes in the lungs. Distinction from cceliac 
disease may be difficult, but the age of onset is lower, and 
the family history, lack of anemia, absence of lipase from 
the duodenal juice, and diminished glucose tolerance 
assist in the diagnosis. From discussion of the patho- 
logical changes it is concluded that the cystic changes are 
secondary to a chronic inflammation probably originating 
in intra-uterine life. 


-cystica congenita). H. 
(Schwabe. Pp. 88. 


Internal Medicine 


(4th ed.) Editor: Joun H. MUSSER, MD, FACr, professor 
of medicine Tulane University, Louisiana. (Kimpton. 
Pp. 1518. 50s.) 

A TEXTBOOK of medicine whose list of contributors 
includes names such as those of Fuller Albright, Charles 
F. Craig, E. B. Krumbhaar, J. H. Means, J. H. Musser, 
Fred M. Smith, and Russell Wilder, can fairly claim to 
be representative of the best in American medicine, 


/ 


But in this edition it is surprising to find no reference 
to any of the recent work on the etiology of infective 
hepatitis. Little attention is paid to the use of the 
organic mercurial diuretics in congestive heart -failure, 
and erythema nodosum is dismissed in five lines. If 
less space had been devoted to rarities such as milk 
sickness, ainhum, and gangosa, more could have 
been found for commoner conditions. Though not to be 


recommended to the student in this country, this book 


will prove of interest and value to qualified men. 


The Hair and Scalp 
AGNES SAVILL, MD GLasG., FRCPI. (Arnold. Pp. 304. 16s.) 


To this third edition much fresh material has been 
added, but in places there has not been enough pruning 
of old wood. Thus for the treatment of pediculosis, 
while the modern use of lethane cream is described, the 
older forms of therapy with paraffin and ammoniated 
mercury ointment are still given a place. Similarly in 
the treatment of ringworm of the scalp with X rays, it 
should be possible to omit Sabouraud’s method of dose 
measurement with pastilles, which is now only of historic 
interest. In the section on alopecia areata, while the 
effect of emotional upset as a cause is mentioned, the 
importance of psychogenic factors is not perhaps 
sufficiently stressed. Though open to these criticisms, 
however, the book contains a mass of useful information 
and remains by far the best work on its subject, 


Recent Advances in Obstetrics and Gynecology. - 


(Gth ed.) ALEcK W. BOURNE, MB CAMB., FRCS, FRCOG ; 
LesLie H. WILLIAMS, MD, MS LOND., FRCS, FRCOG. 
(Churchill, Pp. 357, 18s.) 


DESPITE the war, much new work has appeared in 
the three years since the previous edition. New chapters 
have been added on nutrition in pregnancy, vitamin K, 
stillbirth and neonatal death, and erythroblastosis. On 


the other hand, the chapters on antenatal care, pyelitis, _ 


puciee sepsis, and electrophysical therapeutics have 
een discarded, and there is therefore little change in 
the total size. Radiotherapy in gynecology, and X-ray 
diagnosis are allotted additional space. 

Like all its predecessors this edition is up-to-date and 
no apologies for delay in publication. are necessary. 
The material is accurately presented and fairly assessed 
by two men of great experience and their book retains 
its high value. ` 


i 
1 


a ee ee = 


THE LANOET] 


PRESIDENI TRUMAN’S' HEALTH PROGRAMME 


[pgEc. 29, 1945 .853 


THE LANCET 


aoe 7 
LONDON: SATURDAY, DECEMBER 29, 1945 


President Truman’s Health Programme 


THE PRESIDENT’S message to Congress on Nov. 19 
is a landmark in America’s progress in social reform. 
It begins with a reminder that up to last April nearly 
5 million men between the ages of 18 and 37 registered 
for service in the Armed Forces of the United States 
were reckoned medically unfit for military service, 
the number. so rejected forming some 30% of all 
those examined. In addition, about 14 million men 
. had after induction to be discharged from the Forces 
for physical or mental disability, exclusive of wounds, 
and an equal number have required treatment while 
in the Forces for defects existing before induction. 
Mr. Truman refers also to a previous message to 
Congress proposing an Economic Bill of Rights to 
which he thinks every United States citizen is entitled, 
including “‘ the right to adequate medical care and 
the opportunity to achieve and enjoy good health,” 
and “‘ the right to adequate protection from economic 
fears of sickness.” He ‘points ont that millions of 
citizens do not enjoy these rights, and thence he 
proceeds to a masterly analysis of present defects and 
the means by which they can be removed. 

Of his five ‘ basic problems,” the first concerns the. 
number and distribution of doctors and hospitals. 
‘Though the USA has more medical practitioners in 
‘proportion to population than any other country, 
their distribution is ‘‘ grossly uneven.” In the last 
census year, 1940, there were 31 American counties 
in. which there was no practising doctor. The 
distribution of hospitals was similarly unsatisfactory. 


There are 1200 counties, with an aggregate population 


of 15 million, which have either no hospital at all or 
none that reaches the minimum standards of national 
professional associations. Mr. TRuMAN emphasises 
that mere building is not enough ; the hospitals must 
be staffed, and the staffs properly paid. The second 
and third problems arise from the need for the 
development of public-health services (especially 
maternal and child care), and of research and profes- 
sional education. About 40 million American citizens 
live in communities without full-time local public- 


health services: and, to illustrate the need for 


advances in research and medical education, the 
PRESIDENT points out that the annual number of 
recorded deaths from cancer is over 160,000; that 
‘there are at least 2 million persons suffering from 
mental disease ; that about 10 million will probably 
need hospital treatment for mental disease at some 
time of. their life; and that mental cases fill more 
than half of all hospital beds at a cost of about 
500 million dollars a year. He maintains that 
America needs more mental hospitals, more out- 
‘patient clinics, more services for early diagnosis, and 
‘ especially much more research and many more 
doctors.’ Fourthly and fifthly Mr. TRUMAN reminds 
. Congress that the chief reason why the people do not 
receive sufficient medical care. is that “ they cannot 
afford to pay for it on an individual basis at the time 


. government servants, 


they need it,” and that this is true of “ a large pro- 
portion of normally self-supporting persons.” 
“ Sickness,” he says, ‘‘not only brings doctors’ 
bills; it also cuts off income. On an average day, 
there are about 7 million persons so disabled by 
sickness or injury that they cannot go about their 
normal tasks. Every year, 400-500 million working 
. days are lost from productive employment because 
-of illness or accident among those working or looking 
for work—about .40 times the number of days lost 
because of strikes on an average during the ten years 

_ before the war.” 


To solve these problems Congress is recommended to 
adopt a comprehensive national health programme. | 
This should include Federal government grants to 
State or other authorities for provision of hospitals 
and related facilities, ‘for expanded public-health 
services, and for the advancement of research and 
professional education. It should also include the 
establishment of a system of “ required ” prepayment 
of the costs of medical care—in other words, a system 
of health insurance on a compulsory basis. It should _ 
provide, inter alia, for free choice of doctor, freedom 
to the doctor to decide what services his patient 
should receive, and adequate medical remuneration, 
the rates and methods of which should be adjusted 
locally. Finally, protection against’ loss of wages 
from sickness and disability should be afforded by an 
extension of the present system of unemployment 
insurance. : 

The PRESIDENT’S message will be variously received 
by his fellow country-men. The proposals relating — 
to expansion of existing services will probably be 
widely accepted, though there may well be differences 
of opinion on methods. of allocation. His recom- 
mendation of health insurance, however, is likely to 
encounter much opposition. After the introduction 
of the British system in 1912, efforts were made by 
American social workers to establish compulsory 
health insurance jn their country; but with no 
success. The question was again brought before the 
public by the appearance, in 1932, of the report of 
the Committee on the Costs of Medical Care, which 
was followed by a series of volumes embodying the 
observations of the committee’s field workers—a 
remarkable staff of trained investigators. These 
reports furnished an impressive body of evidence 
showing that the American people, even before the 
depression, were, from economic causes, far from 
getting the medical attention they needed, and that 
it was unlikely they would get it without govern- 
mental’ assistance. After the issue of these docu- 
ments, the movement towards health insurance 
gained ground, but it was still opposed by the school 
of thought represented in the official utterances of 
the American Medical Association. Compulsory 
health insurance, said its opponents, savoured of 
paternalism and was therefore incompatible with the 
rugged individualism of the American character. 
British experience of health insurance was quoted 
by the opposition as a warning example of “ socialised 
medicine,” which had turned British clinicians into 
lowered the standards of 
‘professional efficiency, impaired the confidential 
relation of doctor and patient; and generally wrought 
‘havoe in the medical profession. These strange 
misconceptions, once prevalent among American 
doctors, are now giving way to more instructed 
views. President TRUMAN, however, knowing the 
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kind of opposition likely to be evoked by his health 
insurance scheme—which has much in common with 
ours in this country—goes out to meet the critics. 

“ The American people,” he argues, ‘‘ are the most 
insurance-minded people in the world. They will 
not be frightened off from health insurance because 
some people have misnamed it ‘ socialised medicine.’ 
What I am recommending is not socialised medicine. 
Socialised medicine means that all doctors work as 

' employees of the government. ... No such system 
is here proposed.” | 
What effect the message will have upon American 

legislation is a matter of conjecture. But as a State 
paper it will take an honoured place in the long series 
of historic documents prepared by the Chief Executive 
of the American people for the consideration of the 
American Legislature. « 


Antidote to Arsenicals 


WHEN so much is being made of the destructiveness 
of science, it is refreshing to know of a case where 
science has reversed its capacity for damage, and in 
so doing has produced a valuable therapeutic agent. 
It was a well-kept secret that a new anti-arsenical 
substance was on trial, but Prof. R. A. PETERS, FRS, 
Dr. L. A. STOCKEN, and Dr. R. H. S. THompson,} of 
the biochemistry department at Oxford, have now 
described the results of their research in the field of 
chemical warfare which led to the discovery of BAL 
_(British-anti-lewisite). This antidote should make 
the arsenical war gases obsolete—in itself no mean 
achievement—but it is also applicable to the treat- 
ment of some of the rare but none the less grave and 
distressing complications of arsenical therapy, such 
as dermatitis and encephalitis ; and the facts disclosed 
suggest that it will also be a useful antidote to some 
other metallic poisons. The new substance is 2, 
3-dimercaptopropanol (CH,SH.CHSH.CH,OH), which 
forms with lewisite (and other trivalent arsenicals) a 
stably combined ring compound : 


H,C—SH H,C—S\ 
| As.CH : CHCI 
HC_SH + Cl, As.CH : CHC] = HC—S” + 2HCI. 
| 
H,C.OH H,C.OH 


When BAL is applied to tissues containing a 
trivalent arsenical compound, combined arsenic is 
transferred from the tissues to the BAL and 1s so 
excreted ; thereby the toxic agent is removed. This 
discovery was made in the Oxford biochemistry 
department towards the end of 1940, but had its origin 
in earlier work done in that department over many 
years. Its final successful development has keen a 
fine example of the coöperation of British, Canadian, 
and United States investigators and clinicians, with 
full support from their government organisations. 
Both the Oxford and the United States investigators 
early appreciated the possible value of BAL against 
arsenical dermatitis and encephalitis, and they started 
cautious treatment by inunction early in 1943. The 
larger resources in the USA led to quicker progress, 
and an ampoule “using as a vehicle 10% benzyl 
benzoate in arachis oil ’’ was developed there for the 
intramuscular injection of BAL; this superseded 
inunction methods, and has been used both in the 
USA and in Britain. The favourable results reported 
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preliminary report ? to the Council, half of the 30 cases 
treated were said to have responded favourably. 
If this success is maintained, BAL is certainly better 
than any other remedy so far described. (Authorities 
such as EARLE Moore maintain that injections of 
thiosulphate, though widely used, are of no clinical 
value.) Evidently, however, it is not free from 
toxicity. Its LD50 for rats is about 110 mg. per kg., 
and it produced erythema and transient lacrimation 
in a human volunteer who had 1 c.cm. rubbed into his 
forearm. Until the stage of clinical trial is over its 
use should be well controlled. The initial dosage 
now recommended, based on American experience, is 
up to 4 mg. per kg. body-weight at intervals of four 
hours. With ‘ Mapharside’ (arsphenoxide), as with 
lewisite, there is evidence that excretion of arsenic is 
increased by the drug; though in cases where some 
time has elapsed since the arsenical was administered 
the increased excretion is not always detectable. 
Kidney damage is not a contra-indication to the 
use of BAL, but it should be withheld in cases of 
liver damage. l l 

Two ideas guided the group of workers in Oxford 
who early in the war set out to find an antidote to 
lewisite, under the direction of Professor PETERS for 
the Ministry of Supply ; one came from research on 
the biochemical lesion in aneurine (vitamin B,) 
deficiency and the other from a much earlier planned 
research on the action of chemical warfare agents. 
In the years before the war it had been established ° 
that the opisthotonos of B,-deficient pigeons was due 
to a partial loss of aneurine pyrophosphate in the 
‘brain, producing a block in carbohydrate metabolism 
by failure of the “‘ pyruvate oxidase enzyme system ”’ ; 
this led to an accumulation of pyruvate in the blood. 
It had been suggested further ‘ that vesication might 
be due to a selective poisoning of this system, such 
as is known to occur with iodoacetic acid and dichlor- 
diethylsulphone ; arsenite also inhibits it.1 This was 
the basis of the use of the pyruvate oxidase system as a 
biochemical test for arsenicals—a simple enzyme test 
which has proved invaluable throughout the research. 
The other guiding idea, that arsenicals primarily 
attack an —SH group in the enzyme, originated with 
work on chemical warfare agents done in the same 
Oxford laboratory by E. WALKER under PETERS’S 


direction and begun in 1923. It was found that these 


arsenicals react with thiol groups in the tissues ; the 
idea owed its inspiration to Hopxins’s discovery of 
glutathione. Simultaneous work by VOEGTLIN and 
his colleagues in the USA § on the action of therapeutic 
arsenicals led them to attribute the toxic action of 
arsenic on living cells to its reaction with essential 
thiol compounds in protoplasm. Other important 
work over the intervening years reinforced ‘the idea 
that arsenicals attack —SH groups ; and it was highly 
significant that CoHEN, Kine, and STRANGEWAYS § 
showed in 1931 that compounds of arsenicals with 
thiols of type R.As(SR'), (thioarsenites) were dissoci- 
able in alkaline solution; this suggested that the 
poisoning might be reversible in vivo. It was reason- 


2. Report to MRC by Carleton, A. B., Peters, R. A., Stocken, L. A. 
Thompson, R. H.S. (Oxford); Williams, D.I.(Netley); Storey, 
I. D. E., Levvy, G. A., Chance, A. C. (Edinburgh). 

. See Peters, R. A. Lancet, 1936, i, 1161. 

. Peters, R. A. Nature, Lond. 1936, 138, 327. 

. Voegtlin, C., Dyer, H., Leonard, C. S. Publ. Hlth Rep., Wash. 
1923, 38, 1911. 

6. qone a King, H., Strangeways, W. I. J. chem. Soc. 193), 
p. 3043. . 


Qn we OS 


THE LANCET] 


FOLIO ACID AND ANEMIA 


[pEc. 29, 1945 855 


able to think that the toxicity of lewisite was due to 
its oxide, owing to the rapidity with which substituted 
chlorarsines are hydrolysed. 

Early in the war, fresh work by PETERS, SINCLAIR, 
and THOMPSON supported the idea that lewisite acts 
on an —SH group in the pyruvate oxidase system. 
Poisoning with arsenite led to a rise in the level of 
blood. pyruvate, as does a deficiency of vitamin B, ; 
- but it was some months before a compound was 
discovered capable of protecting the enzyme or ani- 
mals from the toxic effects of arsenicals. As had been 
found before, no monothiol compound had any pro- 
tective action against lewisite or arsenite. The 
resolution of this puzzle came from a detailed analy- 
tical study by Stocken and TuHompson of the 
combination of arsenic with —SH groups in keratein, 
which is made from keratin by the action of reducing 
agents. This led them to postulate on quantitative 
evidence that the high toxicity of trivalent arsenicals 
ig due to their combination with two —SH groups in 
the enzyme concerned to form stable arsenical ring 
compounds. On this basis, it was thought that dithiol 
compounds could be found which would form more 
- stable ring compounds than those with tissue thiols and 

consequently would release arsenic from the tissues. 

This postulate was proved correct by the synthesis 

of BAL, an oil capable of penetrating skin, which was 
able not only to protect the test enzyme but even to 
. reverse toxicity when this had developed ; monothiols 
did neither. Similarly in vivo not only did it stop 
local damage caused by lewisite and save animals from 
death, but it even checked the systemic toxic signs. 
Treatment of lewisite ‘“‘ burns ’’ in human volunteers 
with BAL is successful up to an hour after contamina- 
` tion, at a time when the erythema and cedema have 
developed, indicating reversal of pathological damage. 

The BAL-lewisite compound is much less toxic than 
lewisite. BAL will save an animal’s eye from des- 
truction by lewisite, when suitably applied at intervals 
up to 20 minutes after contamination (MANN and 
Pirie, Oxford ; confirmed at Porton and in USA). 

Most of these basic facts were described in reports 
from Oxford in 1940, 1941, and 1942, but the confirma- 
tion and development of the work to the ointment 
stage has involved a large codrdinated and codperative 
effort both in this country and inthe USA; much work 
has been done at Porton and by a team in Edinburgh 
under the direction of G. A. Levvy. BAL (one of the 
first compounds to be tried) is less toxic than any of a 
large series of dithiols synthesised and investigated, 

with the single exception of BAL-intrav, devised by 
another British team, whose report has not yet been 
published. Some prophylactic and therapeutic effects 
of BAL in arsine poisoning have been described,’ and 
clearly there are other possible applications of dithiols 
capable of ring formation in poisoning by other 
metallic substances. 

Though the work here described will undoubtedly 
have valuable applications in peace-time medicine, 
the experimental demonstration that this type of 
poisoning can be reversed, and that in this case, as 
in aneurine deficiency, pathological changes can be 
directly associated with interference with a cell enzyme 
system, is highly significant. The resulting progress 
in biochemical theory, with its pharmacological impli- 
cations, may in the long run ‘be the more important. 


4. Lovatt Evans, C. (Porton) ; Levvy, G. A., Marrian, G. F. (Edin.). 


Annotations 


MDG 


. AT the end of this year Surgeon Vice-Admiral Sir 
Sheldon Dudley relinquishes -his appointment as medical 
director-general of the Royal Navy. This post he has 
held since July, 1941, and in this way he has shared with 
his predecessor the burdens of the war-time medical 
organisation of the greatly expanded Senior Service. 
Before assuming these responsibilities, however, he had 
already achieved distinction by his pioneer researches 
in epidemiology, for which he was elected a fellow of 
the Royal Society. Within the Service he is known as 
an advocate of fuller recognition of the peculiar functions 
of the specialist in marine medicine—a branch. which, 


though little understood ashore, did much to enrich social 


and preventive medicine in their early days. Perhaps 
the greatest contribution he made in the late war was to 
establish a bond between the Admiralty and the Medical 
Research Council. Through the medium of the Royal 
Naval Personnel Research. Committee a powerful 
organisation has come into being whose object is to 
study the human machine as a cog in a highly complex 
mechanical environment, and thanks largely to Dudley’s 
initial stimulus this work will continue. His name will 
rank high among the worthy band of naval surgeons 
who have contributed so much to science, to medicine, 
and to Service sociology. 

Sir Sheldon Dudley is succeeded by Surgeon Rear- 
Admiral H. St.C. Colson, CBE, who brings to the appoint- 
ment great administrative gifts and a wide understanding 
of preventive medicine. 


| FOLIC ACID AND ANAMIA | 

- By giving synthetic crystalline folic acid to patients 
suffering from nutritional macrocytic ansemia, Spies 
and his colleagues} have produced a sharp reticulocyte 
response followed by a rise in red blood-cells and hemo- 
globin. This is the first time a single synthetic chemical 
substance has given such a complete regenerative response | 
in anæmia of that kind. The patients were known to 
have nutritional macrocytic anzmia in relapse, and some 
had previously responded to liver treatment. The 
material was given parenterally and by mouth and the 
results were good ; thus a patient with an initial red-cell 
count of 1-64 million per c.mm. rose to 3-21 million on the 
12th day and there was a reticulocyte peak on the 5th day 
of 19:2%. The original source of this “ folic acid ” was 
liver, and the material was obtained by fractionation, 
and checked by its ability to promote the growth of 
Lactobacillus casei and Streptococcus fecalis R ; it is thus 
also known as the “L. casei factor.” C.J. Watson and 
co-workers ? have used this L. casei factor for the treat- 
ment of leucopenia following radiation therapy and think 
the results worth following, but they obtained no response 
in patients with refractory macrocytic anzmias. 
Recently SubbaRow and his colleagues? ‘have 
announced the synthesis of a compound identical with 
the liver L. casei factor, and it is this synthetic factor 
that has been used in the anzmias treated by Spies ; no 
details of its structure have yet been published. Pfiffner t 
and his co-workers have also been working on the factors 
in liver and in yeast that will cure nutritional macrocytio 
anemia. They have shown that, as judged by the anti- 
anemic effect in the chick, the liver and yeast factors are 
different, but closely related. The liver factor, which 
they call vitamin Be, is considered to be identical with 
the L. casei factor; they have isolated a crystalline 
substance that has anti-anæmic properties in the chick, 
can be assayed by its effect in supporting the ao of 


1. Spies, T. D., ct al. Southern med. J. 1945, 38, 707. 

2. Watson, C. J., et al. Amer. J. med. Sci. 1945, 210, 463. 
3. Subba Row, Y., et al. Science, 1945, 102, 227. 
4..Pfiffner, J. J., et al. Ibid, p. 228. , 
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Jı. casei, and is presumably similar to Subba Row’s ; factor. 
The anti-anemic yeast factor; however, has little L. casei 
activity, but by treatment with a suitable enzyme— 
hog kidney was the source—it can be converted into the 
liver factor ; the yeast factor has therefore been named 
“vitamin Be conjugate ° ; a crystalline form of this 
material has also been prepared. Pfiffner states that 
fractions have now been isolated from liver having anti- 
anæmic activity in the chick, but little growth activity 
for L. casei. 

Pfiffner’s work shows that the anti-ansemic and L. casei 
growth-promoting activities are separate ; this will be 
unfortunate if it means that the L. casei test cannot be 
used as an in-vitro test for checking anti-anzemic pro- 
perties. It is clear that no finality has been reached 
about these factors, but that a large field of study with 
precise, chemically describable substances is now opening 
up; and no-one familiar with what that has meant in 
other fields, such as the sex hormones, will underestimate 
what that presages. Meantime it is to be hoped that 
Pfiffner is correct in his conjecture that “further study 
will demonstrate the identity of a number of these 
factors ’’ and so simplify the vitamin-B maze somewhat. 
For the time being enthusiasm must be restrained, and it 
should be remembered that the type of anzemia responsive 
to these vitamin-B fractions is rare in Britain. 


MICROFILM AND MEDICAL LITERATURE 


THE micro-reproduction of documents has been given 
a great impetus by war-time needs. Ten years ago it 
was only beginning to be used, for duplicating bankers’ 
records. Today everyone is familiar with the airgraph 
letter. As the postman delivered it, this was an enlarged 
print from one section of a roll of microfilm on which 
hundreds of original letters were photographed at the 
place of despatch, each reduced to the size of a postage- 
stamp. The rolls of film took up only a fraction of the 
space in the transport aeroplane which the original 
letters would have occupied. The same technique has 
been widely applied to books or newspapers. During 
the acute shortage of foreign periodicals in- England the 
ASLIB Microfilm Service, a non-commercial body 
sponsored by the Association of Special Libraries, has 
provided official departments and scientific institutions 
with microfilm copies of the rare issues of foreign journals 
which have found their way into the country and are 
mostly deposited in Government libraries. Medical 
publications have been included among its reproductions, 
thanks to the coöperation of the “Medical | Research 
Council. 

In the years to come, though the medical journals will 
once again be reaching the medical institutions and 
libraries throughout the world, there will certainly be a 
place for a microfilm service on similar lines. In America 
such a service has been working efficiently for several 
years. It is organised by the Friends of the Army 
Medical Library at Washington and puts freely at the 
disposal of the profession the vast wealth of literature 
collected in the national medical library. Here we have 
no national medical library, and our best library belongs 
ta a private professional society. Oflate years the Royal 
Society of Medicine has done a great work on the same 
lines in sending out microfilm reproductions of books 
and papers that could not otherwise have gone overseas. 
In justice to its fellows, the Society cannot extend its 
microfilm service indiscriminately ; nor indeed are even 
its library collections comparable to the pooled resources 
of the medical libraries in which London is so rich. But 
large new possibilities are opened by the gift of £61,725 
from the Rockefeller Foundation, recorded in a letter 
from Mr. G. R. Edwards which we publish this week, 
for setting up a Central Medical Library Bureau. The 
immediate task of this bureau will be to restore medical 
libraries in liberated countries, and it is likely that 
microfilm will be largely employed for the purpose. 


MICROFILM AND MEDICAL LITERATURE 
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The two main hindrances to widespread use of micro- 
film are the lack of reading facilities ‘and: the transgression 
of copyright. Various reading-machines are on the 
market, but none is both cheap and satisfactory. When 
every library or local medical society has at least one 
convenient reading-machine, there should be little 
difficulty in supplying them with microfilm, or perhaps 
with ‘‘ microprint >? reproduced on a flat surface. (It 
is said to be practicable to microprint a book of a 
thousand pages on a postcard : 20 rows of 50 pages, each 
2x 3mm., is not really an extravagant ideal.) Copyright 
law and the right of publishers and authors to refuse 
permission for wholesale reproduction of their books is 
a much more serious difficulty. The Copyright Acts, 
which forbid reproduction of the original, permit ‘‘ fair 
dealing ° for purposes of private study or research ; 
but fair dealing ceases where the commercial rights of 
the owner are infringed. Though there is obviously 
a strong case, in time of war, for free reproduction of 
books or papers which are unobtainable where they are 
needed, few publishers will be happy about reproduction 
by other agencies of work which they are anxious and 
able to sell. It can be argued that microfilms are an 
effective advertisement, and that they are used only by 
research-workers who cannot afford to subscribe to 
journals as a whole. But though this argument may 
appeal in particular circumstances to particular pub- 
lishers, it is hardly adequate as a reason for depriving 
them of the protection they legitimately enjoy. If 
microfilm or microprint is to be widely applied to the 
distribution of current medical publications, some way 
will have to be found to make its use ee to 
authors and publishers. 


GOOD BUT NOT GOOD ENOUGH 


Tue Summary Report of the Ministry of Health ! for 
the year ended March 31, 1945, sets out to avoid com- 


_placency, though there would be some excuse for it after 


the astonishing improvement during the war years in the 
figures which reflect the state of the public health. The 
crude death-rate was 11-9 per 1000 population, against 
12-1 in 1943 and 11-6 in 1942, but the most striking 
feature of the year’s vital statistics is the rise in the 
birth-rate to 18 for the first time since 1925, and the fall 
in the infant mortality to the record figure of 46 per 1000 
live births. The rates of neonatal mortality (24-5), 
stillbirths (27-7), and maternal mortality (1-95) confirm 
the success of the maternity services in face of war con- 
ditions ; 76% of the mothers who had babies during the 
year received antenatal care through welfare authorities 
either at a clinic or by arrangement with a private doctor, 
and 71% of the -babies born alive attended an infant- 
welfare clinic. Part of the credit, however, must go to 
the special allowances of milk and vitamin products. 
The illegitimacy rate again rose, to 72 per 1000 live births 
—an unavoidable effect, it seems, of protracted warfare. 
The number of deaths from diphtheria, 934, was less than 
a third of the average for the ten years before the war, 
but the immunisation campaign cannot claim to have 
tinished its task until all these preventable deaths are 
prevented. Deaths from respiratory tuberculosis fell 
from 21,342 in 1943 to 20,104 in 1944; for all forms of 
tuberculosis the totals were 25,649 in 1943 and 24,163 in 
1944. The rise in tuberculosis notifications which has 
been a disturbing feature of the war years must partly be 
ascribed to more accurate ascertainment through the 
medical examination of recruits and mass radiography. 

though the latter affects as yet only a small fraction of 
the population ; in 1944 the rise was at last checked. 

The notifications of venereal diseases also showed a slight 
improvement on the earlier war years, but were still well 
above the pre-war level. The true incidence of dysentery 
is still unknown; notifications (13,025) were twelve 
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times the figure of ten years ago, and the Ereay majority 
- were due to the Sonne organism. -; - 
' “ The improvement;”” writes the Minister’ in. his fore- 
word, “ proves that we ought to be able to progress much 
more quickly in peace-time.” Before this acceleration 


- can be attained we must find sufficient nurses, midwives, . 


and domestic workers for our hospitals, sanatoria, and 
maternity homes. ‘‘ But the major task of my depart- 
mènt,” he says, ‘‘ is to launch and direct a great drive to 
provide, as quickly as is humanly possible, the good 
housing on which the health and happiness of the people 
SO o largely depend.” 


OUR INDUSTRIAL AIR 


. ATMOSPHERIC pollution consists of relatively coarse 
solid matter, such as ash or grit, which is quickly 
deposited; fine solid matter, such as smoke ; and. gases 
such as sulphur dioxide. Of these, only the fine solid 
matter is the result of incomplete combustion. The 
coarse particles are deposited fairly rapidly, and so 
are mainly troublesome in the centres of industrial 
towns ; but the smoke and gases diffuse widely and are 
more persistent. It has generally been assumed that wind 
is the chief agent in diluting these noxious elements and 


thus saving us from suffocation ; but a survey carried out | 


in the three years 1937-39 by the Department of Scientific 
Research! makes it clear that atmospheric turbulence— 
i.e., the up-and-down currents of air—is the main purifier. 

The investigators’ chief reason for choosing the town 
of Leicester for their survey was that it is unusually 
isolated from other great industrial districts, and was 
hence presumed not to suffer pollution from unkindly 
neighbours. This was found not to be so, for Leicester 
gets additions to its own pollution from London, Birming- 
ham, and the West Riding. From this we must conclude 
that pollution due to combustion covers almost the 
whole country, though naturally it diminishes with 
distance from the producing centres. . In the centre of 
Leicester, which is on the whole’a “clean ’’ town, the 
atmosphere in winter contains an average of 0-5 mg. each 
of smoke and SO, per cubic metre. It was found that 
0-5 g. of smoke per c.m. blots out vision, and on an 
average winter day in Leicester visibility is reduced to 
1300 yards by smoke alone; which is important for 
aviation if nothing else. Of greater medical interest 
is the reduction of actinic light : “this has been accurately 


measured, and ‘it was found if all smoke were elimin- 


ated, at least 30% more ultraviolet radiation would 
reach the central region of the town in the critical 
winter months.” About half the pollution comes from 
domestic grates, and this is apt to be concentrated at 
certain times, such as winter mornings. The report 


shows that such pollution can be almost eliminated by © 


using well-constructed grates and burning fuels other 
than raw coal, 

Obviously the only way to stop atmospheric pollution. 
is to cease to burn anything at all. Though the smoke 
element can be abolished by ensuring perfect combus- 
tion; and the ash element can be reduced by better 
construction of furnaces, the gases will remain. Of 
these SO, is the most important which comes from 
impurities in coal. 
various noxious elements is imperfectly known ; but now 
that we have more complete information of the physical 
facts of pollution, our physiologists will be better placed 
for inquiring into it. | 
- “A conference representing 48 local authorities and 
others coéperating with the Department of Scientific 
and Industrial Research met in London on Dec. 17 under 
the chairmanship of Dr. J. A. Gillison of the London 
County Council. It welcomed an announcement that 
the standardisation of measurement, the coérdinating of 
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local observations, and fundamental research on problems 

of atmospheric pollution will in future form part of the - 

work of the Department’s fuel research station. l 
HOME OR NURSERY? 

ONE effect of evacuation from towns and the employ- 


ment of mothers in munition and other industries has 
been a large development of nursery arrangements for _ 


children under five years of age. Now that the war is 
over, the Ministries of Health and Education have 
jointly issued a circular, for the guidance of local 
authorities, on the future of these services. What are 
the needs likely to be? Though the number of mothers 
going out to work will grow smaller, there will always 
be some who feel constrained to do so, and a demand for 


` nurseries will long persist from lack of enough good 


houses. There will also be many mothers whom ill 
health or maternity prevents from giving full care to 
their children. So the need for nurseries of some kind 
will continue. The fact remains that they are generally | 
inferior to a good home. Though temporary absence of 
the father, while his children are young, may do little 
permanent harm, this certainly does not apply to absence 
of the mother, or even partial separation from her. 
Apart from the psychological side, nurseries give greater. 
opportunity for infection, as Dr. Allen-Williams showed i in 
our last issue. Moreover, some hold that provision of 
nurseries encourages mothers to neglect their home life in 
favour of work or recreation. 

The view professed by the two Ministers is that the 
proper place for a child under two is at-home with his | 
mother. They would positively discourage mothers of 
children of that age from going out to. work. For 
children between two and five the right solution, they 
believe, is nursery schools and nursery classes, and the 
day nursery or daily guardian should be considered merely 
supplements, providing for special needs which cannot be 
met within the hours, age, limits, and organisation of the 
schools and classes. The Ministers recognise that the 
transition from war- to peace-time conditions of labour, 
housing, and shopping will take time; they admit that 


nobody can yet estimate precisely how great the demand 


for these services will be. It will be the responsibility of 
the local welfare and education authorities to produce the 
best possible scheme for their areas. 


The Medical Research Council and University College 
Hospital Medica] School have jointly appointed Dr. E. È. 
PocHIN to be director of the department of clinical 
research, in place of the late Sir Thomas Lewis. Dr. 
Pochin has also been appointed an honorary physician to 
University College Hospital. He will take up his new 
duties on Jan. 1. 

Prof. WILLEM NOORDENBOS, hon. FRCS, who holds 
the chair of surgery at the University of Amsterdam, 
will deliver the Moynihan lecture at the Royal College 
of Surgeons, Lincoln’s Inn Fields, London, WC2, on 
Wednesday, Jan. 9, at 5 pm. He is to speak on the 
choice of oblique and transverse incisions in abdominal 
surgery. At 7 pm Prof. Noordenbos and Mrs. Noordenbos 
will attend the college monthly dinner, and fellows and 
members and their wives who wish to be present should 
notify the secretary of the college before Jan, 2. 

THE -headquarters office of the Medical Resear ch 
Council, which has been housed during the war in the 
London School of Hygiene, will reopen at 38, Old Queen 
Street, Westminster, SW1 (Tel.: Whitehall 4884), on 
Dec. 31. The office of the director of the public health 


laboratory service is included in the move. 


Mr. Bevan has appointed the following to be under-secr etaries 
of the Ministry of Health: Mr. I. F. Armer, cB, mo, Mr. 
H. H. George, cs, mo, Mr. J. M. K. Hawton, Mr. É. D. 
Macgregor, and Miss Evelyn A. Sharp. Mr, R. B. Cross, 
CB, OBE, has been appointed adviser on special services. 
The Registrar- -General (Mr. G. C. North, Mc), the chairman of 
the Board of Control (Mr. Percy Barter), and the chairman of 
the Welsh Board of Health (Captain Geoffrey Crawshay, DL) 
will also rank as under-secretaries of the Ministry. 
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A SURGICAL CLINIC IN BELGIUM 


H. B. YOUNG, FRCSE 
CAPTAIN RAMC, GRADED SURGEON 


RECENTLY, by rising early and hitch-hiking through 
the dawn and early morning mists, I was able to make 
‘several visits to one of the most outstanding surgical 
clinics in Belgium. Unexpectedly, the general work of 
the nag Se had been very little upset by the war, 
except for the complete lack of plaster-of-paris. The 
professor said that no German had ever been within the 
theatre walls. No doubt partly because of this I was 
made extremely welcome. 


WAR-TIME CHANGES 


Easily the most striking and at the same time depress- 
ing sight was the use of ordinary ceiling plaster instead 
of “plaster- of-paris. It was plastered on rather thickly, 
crudely, and quite ineffectively to cover a heavily 
bandaged limb. It was a very poor substitute but the 
only alternative, since other special forms of splintage 
were also unobtainable. 

Instruments all showed considerable signs of wear and 
tear owing to lack of replacements. The working tools 
were few, the collection, in cases, large. Rubber gloves 
of incredible thickness, extending to the elbow and 
large enough to'be loose, were used. I was informed 
that this was due to lack of rubber. ' Peace-time visitors 
to Continental clinics, however, have seen such gloves 
used even then. Here they had already been in use for 
3 years. Ligatures, sutures, and artery forceps all 
. seemed very crude, thick linen thread being used often. 

Catgut could hardly be obtained. No variation was 
. made for the various types of operation, some of which 
seemed to suit the use of such materials—e.g., gastrec- 
tomy—whereas others did not—e.g., hernia and nerve 
suture. Oddly enough, spirit and alcohol seemed 
plentiful. At the end of each operation the surgeon 
depressed a lever with his foot and rinsed his hands 
in running spirit. German ‘ Marfanil’ had been given 
to them but was used sparingly. 

Lack of knowledge of modern therapeutic advances, 
particularly with regard. to blood-transfusion and 
penicillin, existed and was much lamented. The supply 
of outside journals, especially in English, had virtually 
ceased. Possibly correlated with this was the lack of 
English references in some of their paper-covered war- 
time textbooks, probably also due to the fact that most 
editors would read other Continental languages more 
easily and hence read work from those countries. 

IDEAS AND PRACTICES 

The procedure is standardised, so that every assistant 
is an exact mirror of the master. Every group of ail- 
ments has its treatment fixed and definite. No matter 

who does it, teacher or pupil, the operation is the same 
to the last detail, any verbal comment reiterating the 
same points. Four years is the training time at this 
clinic and consists in seeing, assisting with, and per- 
forming the same but wide repertoire of standard 
techniques time and time again; hence choice of 
operation or technical minutiæ never cloud the surgeon’s 
mind or conscience. One can understand clearly the 
recently revealed Russian enthusiasm for standardisa- 
tion, which, coupled to specialisation, would produce 
incredibly quick results and work well if guided by a 
master director. Partial gastrectomy thus seems to 
lose its difficulties, and responsibility vanishes—‘ It’s 
the done thing.” Gynecology was said by the most 
junior to be “ easy ’’—always—a large Pfannenstiel’s 


incision, firm mechanical retraction, tissue forceps, and 


everything is laid neatly to hand. Each operative 
procedure is, however, reviewed every 10-15 years by 
reading all the “literature ” and visiting the clinics 
with the best reputation for the particular subject. 
Any modification thought to be of value is introduced 
for the next period, during which little change is expected. 
Next year a further problem is disposed of similarly. 
All operations are wholeheartedly radical. Thus 


partial gastrectomy is regarded as the cure for any . 
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gastric ulcer which proves even the least refractory to 
medical treatment or recurs owing to environmental 
influences. Again, it was said that, if exploration of a 
case of dyspepsia did not reveala cause, then “ Remove 
the spleen, and the symptoms will go.” Further, a 
man who had an old injury to his left leg had (1) a 
rotational osteotomy (maintained in position by trans. 
fixion wires and plaster); (2) a bilateral medial menis- 
cectomy ; and (3) an injection (? 1% NH,OH) into his 
exposed left femoral artery—all at one short sitting. 
Even venous thromboses in the legs come in for 
paravertebral alcohol, injected posteriorly, after pro- 
caine has indicated sympathetic paralyses. Surgery 
there is a counter-attack, not just the stemming of an 
advance. 


There is no specialisation. ‘‘ Everyone does every- 


. thing,’’ and certainly the scope is incredibly wide, 
.abdominal, limb, chest, neck, and gynecological surgery 


being.performed in succession with a masterful handling 
of the particular method of the clinic. They just cannot 
understand specialisation in our sense of the word and 
see no need for it. 

Owing to the lack of nurses the most junior “‘ trainee’ 

deals with the instrument table and often assists ito: 
No nurse scrubs up. This is a matter of choice, not a 
war-time modification. 
_ Spinal anesthesia is used for most operations : : í Light 
Nupercaine’ 5 c.cm. repeated after 5 min. and so on 
till the required anesthesia is obtained. A special 
malleable needle allows the patient to turn with the 
needle in situ. The anesthetic is given by the assistant 
in the vacant room of the twin operating-theatres. 
Thus, the first 2 hours always sees 3 of the most major 
operations completed. Local anesthesia is the other 
method used; and, if either is. unsatisfactory, @ nurse 
gives a little chloroform or ‘Pentothal’ as required. There 
is little anesthetic apparatus, and one rarely sees an 
anesthetist. 

Blood- transfusion during operation is infrequent, and 
plasma is not used. I was told ‘‘ At operation no blood 
is lost, so why give it ? Saline controls the operative 
shock adequately.” Saline is given as a routine in 
major operations ; and a blood-transfusion, when it is 
given, consists of blood. There seems to be no apprecia- 
tion of the value of plasma in burns and various other 
forms of shock unassociated with loss of blood. Donor’s 
blood is withdrawn into a very complicated chemically 
adjusted fluid and is always used within 34 weeks, there 
being no blood-banks. An investigator had lately been 
appointed in Brussels to deal with research and mass- 
storage problems for the whole country. 

One last point is the extent to which economics 
control clinical judgment. ‘‘ Ours is a poor country 
and workmen must work.” The patient cannot be 
treated medically for some months (possibly repeated) 
and then kept on a diet. He must be treated quickly 
and return to his normal life soon afterwards. Hence 
partial gastrectomy, discharge from hospital in 3 weeks, 
and normal diet in a year must be the therapeutics of 
gastric and duodenal ulceration. Certainly the turnover 
in a few beds is colossal. Postoperative hernia is less 
uncommon than in the UK, but partly for other reasons 
than a quick return to normal occupation. “ We fear 
hernia less than infection.” Thus, in gastro-intestinal 
work, rubber sheets, covering both anterior and posterior 
aspects of the abdominal] wall, and considerable mechani- 
cal retraction are used, so that everything can be done 
with ease and precision, without possibility of touching 
relaxed wound edges or of leakage. | 

* * * ` 


Such then are a few of the impressions and aphorisms 
left with me. Assurgeons these people are phenomenally 
enthusiastic and industrious and have endless practice. 
Inevitably, then, they are master technicians within 
their own conception of surgical endeavour. 


_ On the recommendation of a oat committee of the British 
Institute of Radiology and the Faculty of Radiologists, the 
faculty is setting up a bureau at 45, Lincoln’s Inn Fields, 
London, WC2, to help officers who have served as radiologists 
in HM Forces with information about further training and 
appointments. The faculty also -invites unquines from 
hospitals requiring radiological staff. | 
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HIGHER PAY FOR NURSES 


THE Ministry of Health announces that the Rushcliffe 
Committee have decided that the new scales of salaries 
for ward sisters, staff nurses, and assistant nurses will 
come into operation from Jan. 1. They have also agreed 
that extra allowances should be paid for continuous 
service in pulmonary tuberculosis hospitals. Examples 
of the increased scales are : 

| Old: £130 rising by £10 per year to £18¢; 
£20 increment aftcr 10 years’ service on 
thin scale. Emoluments £100. 
: £160 rising by £10 per year to £220; £20 


increment after 5 years’ service at £220 
p.a., followed by another £20 increment 


Ward sister New 


after another 5 ycars. Emoluments £120. 
Old: £100 rising by £5 per year to 2140. Emolu- 
Staff nurse ments £90. 

{on genera] New : £120 rising by £10 per year to £160; £10 

p o increment after 5 years’ service at £160 

Register) p.a.. followed by another £10 increment 

a y aiter another 5 years. Emoluments £100. 

, Old : £75 rising by £5 per year to £95: £10 
‘Enrolled ` increments after 10 and 15 years res-. 

assistant pectively on the scale. Emohiments £90. 

namo. New : £90 rising by £5 per year to £120: then £5 


increments every 2 years to a maximum 
of £160. Emoluments £100. ) 


These scales are increased by £10 throughout for 

tuberculosis nursing. The extra allowances payable in 

addition for continuous service in pulmonary tuberculosis 

nursing are : 3 | 

1. £40 to student nurses or trainees for the Tuberculosis 
Association certificate after two years’ continuous 
training in a pulmonary tuberculosis hospital or institu- 

tion; an additional. £20 after third year’s training. 


2. £40 to nurses after two years’ continuous service in & 
pulmonary tuberculosis hospital or institution, followed 
by an annual allowance of £20 for each further year of 
continuous service in such work. l 


In informing local authorities and voluntary hospitals 

of these recommendations, the Minister of Health states 
that half the additional cost will be met by Exchequer 
grant (pending the settlement of the post-war health 
services) on condition that employing authorities imple- 
ment the Rushcliffe Committee’s salary recommendations 
in full. He has not accepted a suggestion that he should 
pay in full the service allowances for pulmonary tuber- 
culosis nursing, but is discussing with employing authori- 
ties any administrative difficulties they might: find in 
paying them. : 
_ Nurses appointed or promoted to the grades concerned, 
on or after Jan. 1, 1946, will have the new scales applied to 
them. Existing staff will have the scales applied to them in 
two stages; on Jan. 1, 1946, they will receive an increase 
equal to half the difference between their old salary and 
the appropriate salary on the new scale (receiving at least 
the minimum of the new scale) ; and from April 1, 1947, they 
will receive the salary to which they would have been entitled 
if the new scales had operated throughout their nursing 
career. 


The Nurses Salaries Committee and the Mental Nurses 
Subcommittee are considering the possible revision of the 
scales for other grades of nurses, and for mental nurses, 
consequential on the above recommendations. The 
Midwives Salaries Committee are similarly reviewing the 
scales for midwives. 


BRITISH EMPIRE CANCER CAMPAIGN 


IN a message to the annual general meeting held in 
London on Dec. 19 with Viscount HAILSHAM in the chair, 
HRH the DUKE OF GLOUCESTER, president of the 
Campaign, mentioned the committee formed jointly 
with the Royal Society of Medicine to collect data on 
the effect of oestrogens in the treatment of cancer of the 


_ prostate and other forms of the disease; and also. 


the committee set up by the Government to study the 
medical and biological application of nuclear. physics. 
Noting an expenditure of over £55,000 on research grants 
during the past year, he referred to the increased demands 
to be made on the Campaign now that the war was over 
and much additional research would be possible. His 
message ended with warm thanks to Captain E. J. C. 
Chapman who in 23 years’ continuous service as general 
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secretary had played a leading part in inaugurating the 
Campaign. 

Mr. Matcotm DONALDSON (senior gynecologist to 
St. Bartholomew’s Hospital and vice-chairman of the 
National Radium Commission) said that the statistical 


work carried out by the Campaign under Colonel W. L.: 


Harnett had not only brought out important facts but 
had helped to make the medical staffs of many hospitals 
statistically-minded. : 


“ Alas,” he added, ‘‘I wish I could say that it had had the 
same effect on the lay hoards of those hospitals. The men 
sitting on these boards, mostly business men, have, as is only 
right, expert secretaries and clerks to account for every penny 
expended, but some of them are very loth to spend any money 
to record exactly what results they are getting in return for 
all this expenditure on cancer research. After all, this is 
only the other side of the ledger. They seem to expect 
medical men and women to do this ‘ medical accountancy ’ 
with scarcely any help. It is an absurd waste of time that 
medical people, highly trained in their own work, should be 
expected to do this other work, which they do so badly. 
Every medical person should have a specially trained steno- 
grapher within call, and specially trained secretaries should 
run the cancer follow-up and records departments of hospitals, 
which are so essential for the welfare of the individual patient 
and for the advancement of our knowledge of the treatment 
of the disease.” | 


He spoke of the criticism raised against the Campaign 
that it doés not sufficiently concentrate its efforts— 
thus proving less effective than the work of the physicists 
in atomic energy. : | : 


“ Such critics forget that before such concentration was 
possible an immense amount of individual work had been 
done in Cambridge, Paris, Copenhagen, America—in fact in 
most countries. I do believe, however, that the time is 

- approaching when we shall be able to concentrate our efforts 


on certain aspects of cancer through the medium of the 


clinical cancer research committee of the Campaign. I 
suggest that one of the first targets of that committee should 
be the problem of the alleviation of pain which sometimes 
occurs in the later stages of the disease.” | 


He had no doubt that much of the coming research on 


Gd . 


nuclear physics, as it applies to cancer, would be carried | 


out under the ægis of the Campaign, which would mean 
a very heavy programme in the near future. But who 
could say what profound effect the new knowledge 
may have on cancer research. ‘‘ I for one look forward 
to the next few years with the excitement of a child 
about to make its first visit to Maskelyne and Devant.” 


INCOME-TAX ALLOWANCE FOR 
WIFE’S SERVICES 
(FROM A CORRESPONDENT) -~ 


Some doctors think that all they have to do to reduce 
the taxable portion of their incomes by £80 is to debit 
the profit-and-loss account with the item, “ salary paid 
to my wife, £89,” whether that action is justified or not. 
Other doctors omit to do this because the wife does not 
seem to be occupied in the business, or at least not in a 
full-time capacity, although it'is certain that she often 
renders valuable service. 

Section 18 (2) of the Finance Act, 1920 (as amended) 
provides that : | 


“ If the total income of the claimant includes any earned 
income of his wife, the deduction to be allowed under this 
section—i.e., the personal allowance—shall be increased 
by an amount equal to nine-tenths of the amount of that 
earned income but not exceeding, in any case, £80.” 


Last March Sir John Anderson as Chancellor of the 
Exchequer explained the statutory position as follows : 


“The general rule of the income-tax law is that no 
allowance is to be made for expenses which are not wholly 
and exclusively incurred for the purpose of the trade or 

_ profession, and the application of this rule depends on the 
facts of the particular case. The decision in any particular 
case rests ultimately with the appropriate appellate 
tribunal; but, speaking for myself, I may say that I 
would not regard a wife as an employee merely because 
she answered her husband’s telephone calls or took his 
messages.” i | 


a 
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No married man should think that he can add £80 
to his personal allowance of £140 by the stroke of a pen 
or by a few trivial acts performed by his wife in her 
husband’s business. On the other hand, so long as the 
wife renders reasonable service commensurate with the 
salary paid—a good test is whether the same salary 
would be paid to an outsider for the same work—the 
doctor is legally entitled, in making a return for the 
purpose of income-tax, to debit his profit-and-loss 
account with the amount of that salary, so as to be able 
to claim, as an addition to his personal allowance, 
nine-tenths of the amount of that salary but not exceed- 
ing £80 a year. 

To avoid doubts and difficulties in obtaining the 
benefit of this provision of the Finance Act, the salary 
should actually be paid to the wife and recorded in the 
accounts exactly as it would if paid to an ordinary 
employee. This does not make it necessary for the 
husband or wife to pay National Health and Unemploy- 
ment Insurance. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


WHEN I publish Mine Camp, probably about 1960, 
it will show some good examples of the Bacillus bureau- 
craticus and the belittling disease it engenders ; at present 
the infection is in full blast. . 

This camp is on the east coast. I bought it with the 
spoils of four years at sea because I knew it was getting 
almost impossible to find good camping-ground near the 
sea with water and railway services, and I had been 
spending most of my holidays in boys’ camps for 30 
years. Anyone who has taken a party of young cockneys 
out with the seine net will give golf the go-by, and he 


who teaches young factory hands to sail a dinghy in a. 


choppy sea will find bridge a burden. From a medical 
oint of view too witnessing a host of new stimuli 
ringing out new mental reactions and creating almost 
a new being, changing a serf to a sailor in a few weeks, is 
almost sickeningly gratifying—and probably Industrial- 
ism’s one hope. 

We used to have about 600 boys down a year. We 
provided the ground, wood, water, boats, and nets, and 
a minimum of organisation. Sometimes, mostly in the 
depression, when I knew a troop was hard up I would 
give some less penurious friend the privilege of purchas- 
ing positive health in large quantities by coughing up 
a tenner, but the boys were very independent and it was 
rare. My idea was to make a permanent camping site. 
We planted about 3000 trees, but the soil is like a brick 
in summer and a mire in winter, so we lost half. Often 
on mild winter nights we would dig and plant trees all 
night by the car’s headlamps. I think we imagined we 
were sort of microscopic Raheres—God forgive our 
arrogance. We imagined boys at present in eight or 
even sixteen unassembled parts who would enjoy their 
shade. These acres shall for ever laughter bear and store 
their harvest in the mind of youth. (Extraordinary how 
rhythmically one’s mind works when digging.) 

We got an inexhaustible water-supply at 25 ft—I 
found a lot of the boys could divine—and it was so cold 
we used it ina home-made refrigerator. A Very Gracious 
Person gave us one of our nine latrines and it was so 
popular we had to ration attendances. A thousand 
cameos come to mind—the day we got a school of mullet 
in the seine net, bird-watching on the marshes when we 
saw an avocet, a boy finding a dead seal in his bed, being 
caught out at sea in a dinghy with five boys in a circular 
storm—eight years of cameos. Then the last troops 
hurriedly packing off on Sept 2, 1939 ; I tidied up on the 
3rd, heard the first sirens from Hunstanton, and came 
away on the 4th. | 

The first assault by the bureaucrats came when some- 
one from the war agricultural executive committee came 
along and wanted to plough the camp-up. It was 
pointed out to them that this had been done in the last 
war and they hadn’t got the seed back, so they agreed 
that if it were grazed it would be put to the best use. 
It had always been grazed. The next assault came in a 
letter saying there was a meeting the very next day to 
discuss & proposed permanent metalled road. which was 
to run right across the camp. I wired, ‘‘ Object strenu- 
ously,” and wrote a lot of snorty letters. Got reply 
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from Sec. saying I was sole objector and the Com. 
was surprised at my attitude. Then the camp was used 
as a drilling-ground for soldiers. Of course, they did 
a good deal of damage. I sent in a strictly under- 
estimated claim which has not yet been paid. Five 
years ago and they are still talking about investigating it ! 

Then the Air Ministry requisitioned half the camp, 
about ten acres, for the Americans—800 
Obviously that was the proper use for it and I wrote 
and welcomed them, putting in a sly plea for the trees, 
which to their eternal credit they have preserved. Got 
charming reply. Won’t be my fault if the boys in the 
future don’t realise they’re on holy ground : here where 
the warriors camped ere Normandy, here the last days 
of many a... Then came the rather beastly battle 
with the Air Ministry bureaucrats. They would not 
call it a camp, but ‘a pasture field reserved for hay ”’ 
and ‘‘ hedges very overgrown ” and ‘‘ overgrown with 
thorn ’’; whereas, of course, from a camping point of 
view on this bleak patch of coast it was ‘‘ hedges 
beautifully grown’’ and ‘“‘ carefully fostered thorn.” 
One has only got to call an article something that it 
isn’t and then describe it from that point. of view, and 
one can write it down to any extent. St. Paul’s. for 
instance: a lodging-house, draughty, lacking in sanitary 
conveniences, much fouled by pigeons.. Anyway, 
refused to accept any statement that didn’t call it a 
camp. It was a recognised Scout camp; the district 
council had registered itas a camp; the Inland Revenue 
called it a camp, I had bought it ten years before for a 
camp and used it only as a camp, there was a restrictive 
covenant on neighbouring land so that it should always 
be a camp (which costa kind lady £400); within 24 hours 
of requisition it was being used by 800 Americans as a 
camp. But when I voiced this point of view to the 
Air Ministry bur. at Newmarket all I got was ‘‘ Frankly, 
the writer cannot, at the present time, find adequate 
reason for your complaint.”’ ` 

‘Two years later I got in touch with a popular Air 
Commodore at the Ministry who used to be keen on 
boys’ camps, and then got a note from a Boss Bur. 
saying that he would come down and see me about it— 
120 miles ! Heavens, they were going to call my camp a 
camp after all! As I was on a job, however, I said I’d 
call on them, and did so by appointment last June 11. 
I had to get a pink pass and fill it up before I could get 
to the Boss Bur. The interview was not a success. He 
said that if I appealed to the Claims Tribunal it would 
cost me a lot of money, and if I complained anywhere else 
all the complaints came back to him. Those, of course, 
are the two buttresses of bureaucracy—having the public 
purse and stifling by pigeon-holing. However he may 
be wrong yet. My angry exit was rather spoilt by his 
saying, ‘‘ Look here, you have to give that pass up and 
you can’t get out till I’ve signed it.” There he was 
absolutely wrong. I got out quite easily with it. That 
stirred him. He wrote three times for that pass. The 
last time I wrote back that I really must endeavour to 
try and remember to look for it. Hope it annoyed him. 


Their next move was to send an antedated letter | 


saying that the requisitioned property had been trans- 
ferred to the Ministry of Works. I wrote and asked them 
what they wanted it for and when I was going to get it 
back, but they wouldn’t give me any information. So 
there it is, derelict and not even looked after.. 

But the worst blow, because it is irreparable_in my 
lifetime, came from the war agricultural EC. Running 
along the bottom of the camp at the edge of the marshes 
is a driftway about 500 yards long; less than half of it 
is continuous with the camp, and all of it belongs to 
me. It was flanked with high hedges and there were 
thickets of blackthorn—altogether a delightful spot. 
It was a sort of bird sanctuary and one winter camp 
we watched a Great -Grey Shrike there, and twice we 
saw Yellow-browed Warbler, and Cirl Bunting nested 
there. It was also exceedingly useful to put a tent up 
there when one had someone who had to be kept quiet, 
mild sunstrokes and so on, 

Last March the WAEC wrote asking if they could cut, 
the southern hedge down and put the spoil from the 
dyke on the driftway. I said they could do that part 
of the driftway which did not touch the camp, but the 
part continuous with the camp was not to be touched. 
They wrote accepting this offer and thanking me for mv 
cooperation. But when I went down to my camp on 


of them. 


-» 
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Nov. 8- I found that the whole driftway had been levelled, 


the whole hedge cut, and the whole of it turned into a 
mud bank. .The WAEC had broken faith. 


The- Ministry of Works may think these are small: 


matters, but T don’t believe the holidays of 600 boys 
are a small matter—and if only my cretin pen would 
obey my memory and my vision I would make them sense 
the kick of the jib on luffing, the sea and the swirl of it, 
the sting of the spray, the smell of wood smoke from a 
camp-fire, and sound of young laughter, dawn breaking 
over the North Sea, the lingering mists on the marshes 
and the curlew’s call, all those things that should be in 
young England's heritage. 
*% 
“ Titis year,” says nie friend Dr. S, ‘‘ one can’t see the 


| Cansunes trees for the Bretton Woods. vA 


On Active Service 


AWARDS 
CBE 


.ON ACTIVE SERVICE 


Surgeon Captain J. F. AINLEY, MB BELF., RN RETD 
Brigadier E. R. BOLAND, OBE, FRCP LOND., RAMC 
Brigadier G. P. KIDD, mc, MRCS, late RAMC 


Brigadier G. S. PARKINSON, DSO, MRCS, RAMO 


DSO 


Lieut.-Colonel WILLIAM LAURIE, MB GLASG., IAMC 


Lieut.-Colonel R. B. WRIGHT, OBE, MB GLASG., RAMC 
a a OBE. 


Colonel Dirak Buatta, 
FRCS, IAMC 

Lieut. pease T. F. Bricas, 
MRCS, 

Lieut. Colonel J.J. 2 
MB EDIN., RAMC 


MB, 


M. Brown, 


i Lieut.-Colonel RaLru COYTE, 


MB LOND., FRCS, RAMC 
Lieut.-Colonel A. L, CROCKFORD, 
‘DSO, MO, MB CAMB., RAMC ž ` 
Surgeon . Commander J. V. 
DOCERAY, MRCS, RNVR RETD 
Lieut.-Colonel F. A. DONNOLLY, 
MB CAPE TOWN, RAMC ` 
Colonel v S D. DRUMMOND, 
MRCS, 
Lieut. “Colonel F. J. FOWLER, 
"MB BIRM., RAMC 


Lieut. -Colonel ` R. H. Hunr, 


LRCPE, RAMO 
Lieut.-Colonel J. G. MCcCRIE, 
MB EDIN., RAMC 
Lieut.-Colonel A. M. MACKEN- 
ZIE, MD EDIN., IAMC 
Lieut.-Colonel J. D. P. Mac- 
- PHERSON, MRCS, RAMC 


Colonel W, R 
MD EDIN., RAMG, 

Lieut. -Colonel G. W. Mory- 

' NEUX, MB LPOOL, RAMC 


Lieut.-Colonel T. T. P. MOREEN, 


MD NUI, BAMC 

Colonel R. E. REES, MC, PA 

`” EDIN., RAMC 

Colonel J. T. ROBINSON, MD 
DUBL., RAMC 

Lieut. -Colonel O.' A. SAVAGE, 
MRCP LOND., RAMC 

Colonel T. B. H. TABUTEAU, 
MB DUBL., RAMC 

Lieut.-Colonel Donaup THOM- 
SON, MB GLASG., RAMC 

Colonel A. C. TURNER, MB BELF., 


RAMC l 
Colonel D. H. WALDRON, MD 
NUI, IAMC 
Lieut.-Colonel P. H. Woop, 
MD MELB., FRCP, RAMC 


MBE 


Major H. M. ARCHIBALD, MB 
GLASG., IAMC 
Major W. A. CAREY, MRCS, 


.RAMO 

Major P. W. CLARKSON, FRCS, 
RAMC 

Captain JOHN COMYN, MRCS, 
RAMC 

Major H. J. CRoGHAN, MD NUI, 
RAMC 

Major E. A. FIDDIAN, MD CAMB., 


RAMC 

Major K. B. GIBSON, MB LPOOL, 
RAMO 

Major JAMES GILLAN, MB EDIN., 
RAMO 

Captain F. J. GILLINGHAM, 
MB LOND., RAMC 

Major A. F. W. 
RAMC 

Major H. D. HUNTER, MB EDIN., 
RAMO 

Major S. E. LARGE, MB CAMB., 
RAMC 


HALL, MRCS, 


Colonel THomas YOUNG, MB 
GLASG., RAMC 
Major JAMES . LITTLEJOHN, 


MRCS, RAMC 

Major J. D. MILLER, MB GLASG., 
RAMC 

Major R. I.. MircHeE Lt, 
GLASG., RAMC l 

Major D. M. MORRISON, MD 
BELF., RAMC 

Major W. F. NIcHOLson, 
CAMB., FRCS, RAMC 

Major G. A. G. PETERKIN, MB 
EDIN., RAMC 


MB 


` MD 


BM 


Licut.-Colonel I. B. Pirie, 
OXFD, RAMC | 
Captain JOHN ScCOBBIE, MB 


GLASG., RAMO 
Captain A. S. SMITH, MB EDIN., 


RAMC 
Major WILLIAM STORRAR, MB 
EDIN., RAMC 
Major D. J. D. TORRENS, MB 
CAMB., RAMC 
Major J. C. 
ABERD., RAMC 


WISHART, MB 


MENTIONED IN DESPATCHES 


Colonel J. R. BOYD, CBE, mc, 
NEW ZEALAND MILITARY 
FORCES 

Surgeon Commander CAREW 
OMMANNEY-DAVIS, LRCPE, RN 

“RETD | 

Surgeon Lieutenant G. A. 

FINDLAY, MB ABERD., RNVR 


Surgeon Lieutenant G. K. H. 
HODGEIN, BM OXFD, RNVR 
Surgeon Licut.-Commander H. 
O. PATON, MB EDIN., RNVR 
Surgeon Lieut. -Commander J.F. 

RYAN, MB LOND., RNVR 
Surgeon Lieut.-Commander J. 
K. G. WAY, MRCS, RNVR 


. MARTINE, MBE,. 
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Letters to the Editor 


HELP FOR CONTINENTAL LIBRARIES 


SIR, —The council of the Royal Society of Medicine, 
at its meeting on Dec. 18, received the news that the 
Rockefeller Foundation has made an appropriation to 
the society of a sum not exceeding £61,725, for capital 
expenditure and tapering maintenance over four years, 
to enable us to establish a Central Medical Library Bureau. 
The immediate function of this organisation is to assist 
in the rehabilitation of medical libraries on the Continent 
which have suffered through deprivation or devastation, 
and its long-term function the exchange of scientific 
medical information between individuals and institutions, 
The method to be employed initially is the use of micro- 
film. A number of the best microfilm readers obtainable 
will be purchased by the society and lent to participating 
institutions.- 

The scheme approved by the Rockefeller Foundation 
envisages that, while the work of rehabilitation is being 
carried on, interchange of information between medical 
libraries will be developed into a permanently functioning 
scheme which can continue to operate when rehabilita- 
tion is completed.. Thus the more permanent function of 
the Central Medical Library Bureau will be gradually 
established, and the subscriptions of individuals and of 
associated libraries should enable the society to continue 
the service without further assistance from the Rocke- 
feller Foundation. 

Preliminary work on details of this scheme is in active 
progress and it may be in operation at a reasonably early 
date. A conferencé will shortly be convened by the 
society to which the institutions concerned in our original l 
scheme will be invited to send representatives in order 
that the new plan may be laid before them. 

It is clear that this scheme, with support on such a 
scale from the Rockefeller Foundation, has the oppor- 
tunity of playing an important part in helping the medical 
schools and libraries of our Allies on the Continent ; hence 
the society will welcome any information and coöperation 
which can be offered. G. R. Epwanrps. 


Royal Society of Medicine. Secretary. 


FATTY LIVER AND MALIGNANT MALNUTRITION 


Sir,—In your review of this subject (Nov. 24) it must 
have been difficult to select from the mass of available 
facts just those which have a practical and immediate 
bearing on the etiology and prevention of the condition 
described. All the same, I think the absence of any. 
reference to the yellow liver of ariboflavinosis is a 
serious omission. W. H. Sebrell (Publ. Hlth Rep., 
Wash. 1929, 44, 2697) found that dogs on a diet which 
he later recognised as deficient in riboflavine passed 
abruptly into a state of coma and died within a matter 
of hours. Post mortem, fatty infiltration of the liver 
was always found. These observations have been 
confirmed (Sebrell and R. H. Onstott, Ibid, 1938, 53, 
83; H. R. Street and G. R. Cowgill, Amer. J. Physiol. 
1939, 125, 323) and it has also been established that 
up to a certain stage the animal can be resuscitated by 
injection of riboflavine. 

So far as I can judge from the literature, ariboflavinosis 
is widespread and the most striking clinical syndrome. 
of deficiency in all the areas in which the fatty liver 
and depigmentation syndrome has been described. In 
Lagos, where kwashiorkor exacts a high mortality in 
children, I have found the incidence of ariboflavinosis 
in new admissions to the local prisons from July, 1944, 
to July, 1945, to be 16%, which is probably an accurate 
reflection of the condition among the very poor. The 
relationship between the adult syndrome of ariboflavin- 
osis and kwashiorkor is easier to demonstrate in a series 
of cases or photographs than describe. It must suffice 
to state that the typical case of kwashiorkor includes 
the epithelial lesions of the adult syndrome. Wre can 
recognise these specific lesions in the descriptions of 
kwashiorkor given by Cicely Williams (Arch. Dis. 
Childh. 1933, 8, 423) in the Gold Coast, H. C. Trowell 
(Trans. R. Soe. trop. Med. Hyg. 1941, 35, 13) in Uganda, 
and G. Trolli (Résumé des observations réunies au Kicango, 
&c., Brussels, 1938) in the Belgian Congo. There is 
much to suggest that even the ‘‘ pellagroid ” rash on 
the: limbs is merely an extension of the typical adult 
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sions. The rash, consisting of hyperpigmented flakes 
on a hypopigmented background is the same on the 
limbs and trunk as it is on the scrotum and vulva. I 
have to thank Professor Meirowsky of Guildford for 
pointing out to me that the histological process in the 
skin was parakeratosis, not hyperkeratosis as men- 
tioned in your leading article. In this process, which 


lesions 


is essentially byperplastic, nucleated cells containing | 


pigment can be seen passing over into the stratum 
corneum, which is semi-detached. This accounts for 
the clinical appearance of hyperpigmented scales on a 
- hypopigmented background which is characteristic of 
both adult and infantile syndromes. I would emphasise 
the hyperplastic nature of parakeratosis because it 
might account for the intensity of the rash in kwashiorkor 
compared with adult ariboflavinosis and also for the 
depigmentation and erosions following on the continual 
loss of pigment and cells from the surface of the skin. 

I have observed the mode of death in many cases of 
kwashiorkor to be very similar to that described by 
Sebrell and others in the case of ariboflavinotic dogs. 
The child suddenly lapses into coma and dies in a 
matter of hours. Fatty liver is invariable post mortem. 

Up to a certain point theoretical considerations, under 
which I include the observed relationship between fatty 
liver and experimental ariboflavinosis, tally with thera- 
peutic findings. Considering how remote is the possibility 
of a “ pure” deficiency of a member of the vitamin-B, 
complex in a natural diet, the effect of riboflavine alone 
is indeed remarkably specific in adult ariboflavinosis, 
and in early cases of kwashiorkor. 

Having identified ariboflavinosis as the most out- 
standing feature in the epidemiological. and clinical 
pattern of kwashiorkor, it is disappointing to have to 
record that riboflavine alone, even when injected in large 
doses, will not bring about recovery in the late stages. 
Perhaps it is unreasonable to expect that a condition 
- characterised by prolonged anorexia and inanition 
would respond to a single vitamin. There may be other 
avenues of deficiency besides ariboflavinosis in Africa - 
which lead to fatty liver by way of inanition. But the 
high incidence of clinical ariboflavinosis in the adult 
population, the ariboflavinotic lesions in kwashiorkor, 
parakeratosis as the underlying histological process in 
alt the epithelial lesions of both, the mode of death in 
kwashiorkor—all point to a primary deficiency of 
riboflavine as the outstanding factor in the etiology of 
the West African cases. The importance of Sebrell’s 
contribution lies in the fact that he showed how aribo- 
flavinosis could lead to fatty liver and sudden death. 

This argument about the importance of ariboflavinosis 
in the etiology of the fatty liver and depigmentation 
syndrome is not merely academic. The position is that 
the vitamin deficiency in the early stages can be equally 
well supplied by milk or yeast. Milk with its superior 
methionine content might be more useful in the later 
stages, and indeed it has many advantages over yeast. 
But milk is expensive, and in the tsetse belts of Africa 
its local supply is out of the question. ‘Food Yeast’ in 
a dosage of two teaspoonfuls daily will eliminate adult 
ariboflavinosis at a cost of less than a farthing a day. 
If we are right in our view that ariboflavinosis is the 
key to kwashiorkor, food yeast will provide an immediate 
and practical solution of the problem. 


Colonial Medical Service. WILLIAM HUGHES. 


ANKYLOSING SPONDYLITIS 


Sirn,—Your leader of Dec. 15 suggests that over- 
production of acid phosphatase by the prostate may be 
a causative factor in ankylosing spondylitis. Since I 
first suggested ! the possibility that the prostatic secretion 
might have some bearing on this disease I have had the 
level of acid phosphatase in the blood estimated in a 
series of cases, but in none has it reached the generally 
accepted maximum level of 4 units ; the mean of thirteen 
cases was 2:2, the highest being 3-8 and the lowest 0:9. 
In a series of cases which I reported in 1935 ? the serum 
phosphatase had been tested in sixteen, and the average 
level was 0-31 units (Kaye) compared with a normal 
maximum by this method of 0-2—an increase comparable 
with that which may be met with in rickets, which is 
due probably to osteoblastic activity and in no way 


. Bril. med. J. 1943, ii, 


: Reports on Chronic heimat Diseases. 1935. No. 1, p. 77. 


RENAL FAILURE AND ANOXIA 
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related to the prostate. There may be some abnormal 
phosphatase activity in the tissues in ankylosing spon- 
dylitis, a point which I hope to discuss in a later paper ; 
but it appears doubtful whether this has any relation 
to the prostate. 


Buxton. €. W. BUCKLEY. 


SIDELIGHTS ON KNEE-JOINT SURGERY 


SIR,—Major Charnley is perhaps right in drawing 
attention (Dee. 15, p. 771) to the necessity of knowing 
how to. expose the postero-internal compartment of the 
knee, but I do not think there is any warrant for the 
injection of air in order to facilitate an approach which is 
already simple and straightforward. Nothing is lost if, 
without the air, the surgeon opens the joint delibérately 
rather than “ boldly ’! It is indeed much easier to get 
into the joint than to know when to do so, or, once 
Tana to know exactly what to do and hew to accomplish 
i 

Mr. S. Alwyn Smith of Cardiff described the exposure 
and discussed some of its indications in the Robert Jones. 
Birthday Volume (London 1928, p. 286). 


Oxford. G. R. GIRDLESTONE. 


RENAL FAILURE AND ANOXIA 


SIR, —In your issue of Sept. 8 Maegraith et al. propose 
that the title “ renal anoxia ” be applied to the renal 
failure occurring in a variety of conditions “ generally 
secondary to acute peripheral circulatory failure.’ 
As they have identified my name with the proposed title, 
I hope I may be permitted. to make some observations 
concerning it. 

In 1941131] first put forward the suggestion that the 
anuria of cholera is due to anoxia, in these words : 


' “ The frequent failure of intravenous saline injections to 
restore and maintain the circulation in cholera, as well as to 

_ re-establish the secretion of urine after collapse has existed. 
for two or more hours, is thus seen to be due to irreparable 
damage to the capillary endothelium, as well as to the 
epithelial cells of the kidney tubules, from lack of oxygen.” 


Later ?? I gave reasons for believing that the anuria 
of “ crush injury ” is, like the anuria of cholera, due to 
anoxia. I wrote: 


“It would therefore appear that, in so-called * crush in- 
jury,’ the renal failure and associated histological changes in 
the tubules are caused solely by oxygen-want (as suggested 
by Sir L. Hill), the epithelial cells of the convoluted tubules 
being even more sensitive to want of oxygen than the 
endothelium of the blood capillaries itself.” ? 


In 1942 45 I gave a detailed analysis of the causes of 
anoxia and suggested that the anuria found in black- 
water fever, incompatible blood-transfusion, and per- 
nicious anæmia, as well as in cholera and ‘‘ crush injury,” 
is due to anoxia. In 1943 these various communications 
were finally summarised in an article-* in which I con- 
cluded that ‘‘ the anuria and renal changes met with in 
crush-injury are manifestations of anoxia due to trau- 
matic shock, and are identical in origin with those found 
in acute heemolyses, e.g., incompatible blood-transfusion 
and blackwater fever, in pernicious ansmia, severe 
hemorrhage, and the collapse of cholera, all of which are 
due to anoxia.” - 

In the 1943 editions of both Beatty and Dixon’s and 
Boyd’s textbooks of pathology the importance of anoxia. 
is stressed as a cause of fatty degeneration, particularly 
of the secretory cells of the kidney and liver. Of anoxia 
Boyd writes : 


“ There are two great causes of fatty degeneration (1) the 
action of toxins and (2) the lack of oxygen. It is possible 
that the first acts by virtue of interfering with the proper 
oxygenation of cells. Insufficient oxygenation is seen in 
severe. anemias both primary and secondary.” 


Beatty and Dixon write to the same effect. 

Anuria inay be caused, apart from obstructions to 
the urinary tract, (1) by a fall in arterial blood-pressure.’ 
and (2) by damage to the secretory y epithelial cells of 


J. trop. Med. Hyg. 1941, 44, 80. 
a Med. J. Aust. 1941, ii, 569. 
3. Trans. R. Soc. trop. Med. 1931, p. 229. 
4. Prit. med. J. 1942, ii, 495. 5. Med. J. 
6. N.Z. med. J. 1943, 42, 75. 
7. Winton, F. R. Physiol. Lev. 1937, 17, 408. 


Aust, 1942, ii, 483. 
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the renal convoluted tubules from (a) anoxia and (b) 


inorganic or organic poisons including bacterial and | 


viral toxins.® ® 

Since circulatory failure is only one of the many 
causes of anoxia (Tomb ‘*), and anoxia is only one 
-cause of renal tubular degeneration and failure (Boyd, 
Beatty and Dixon), it is not possible accurately to 
attribute to anoxia the renal failure common to the 


= varied conditions enumerated . by Maegraith and his 


associates. 
nyaney: New South Wales. 


ADDITIONAL RATIONS AND THE FEEDING OF 
EUROPE | 


ý Sir, —The discussions which have taken place recently 
in Parliament and the press have been spoiled by the 
fact that very few of the participants appear to under- 
stand one of the basic principles of rationing. The 
controversy has been about the moral rights and wrongs 
of accepting additional rations at Christmas time while 
people are starving in Central Europe. 

The people in Central Europe need food—i.e., calories 
——but the issue of extra rations in England is not likely 
to restrict the total quantity of calories available for 
them, because we in this country have now, as we 
always have had, free access to unrestricted sources of 
calories, particularly potatoes and bread. 

Our intake of calories is nicely adjusted to our require- 
ments by appetite. We shall not in the long run eat 
more food because we are given extra sugar, meat, or 
fat ; these additions will merely lead to a reduced intake 
of some of the unrationed foods such as potatoes or 
bread. Hence, though by accepting extra rations we 
may be depriving Central Europe of luxuries it is almost 
certain that an alternative source of calories will be set 
free and could be deflected to Europe if the necessary 
transport were forthcoming. 

Whether it is morally right for us to eat luxuries which 
are not available in Europe is another matter, but it may 
be a comfort to some to reflect that by so doing they are 
not necessarily depriving Austrians and Germans of the 
calories which they so urgently require. | 


J. WALKER TOMB. 


Dever: o EAT aii R. A. McCance. 
. University of Cambridge. E. M. WIDDOWSON. 
HYPOPIESIA 


Sm,—Abnormalities of : blood-pressure are a very 
frequent reason for referring patients to Service medical 
specialists, and I think that if your correspondents 
(Oct. 20, p. 510) had had the experience, familiar to 

many of us, of seeing men apparently fit and doing a full 
day’s work with pressures as low as 90/60, they would be 
less inclined to attribute symptoms to this finding alone. 
Granted that hypotension may be a sign of disease, it is 


going’ to be hard to convince us that it is a disease in 


itself, capable of producing symptoms. 

If there is anything to be learned from the war-time 
custom of repeated examination of the healthiest section 
of the population, it-is surely a profound respect for the 


range of variation of biological measurements which is' 


compatible with normal functions. 
RAF Hospital, Overseas. 


PROSTATECTOMY 


Sır,—There is one point in your leader of Dec. 1 to 
which I feel compelled as a ward sister to reply. Surely, 
in these days of suction and. closed drainage, no nursing 
staff is harassed by wet beds, the frequent changing of 
soaked dressings, unduly slow recovery, and an insuffi- 


C. P. Percu. 


cient supply of laundry ? Iam sister of a male surgical: 


ward, and as such inevitably have several cases of prosta- 
tectomy under my care at the same time ; and I should 
say most emphatically that in the nursing of these pros- 
tatectomies wet beds and. soaking dressings are the 
things that harass us least, or not at all. Indeed, it is 
‘agreeably surprising how well and with what little 
discomfort these relatively old patients and poor risks 
stand the operation. C. M. RACHEL ATKINSON. 
Albert Ward, Addenbrooke’s Hoapital, Cambridge. 


Tth ed. 1920, p. 303. 


8. Leftwich, R. W. An Index of Symptoms, 
9. Moon, V. H. Brit. med. J. 1944, i, 773. 


DARK-ADAPTATION AND PSYCHOLOGY 


clasping certificates in their right hands. 
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CERTIFICATES FOR SOLDIERS 


SIR, —As an acting Army welfare officer, I have 
difficulty with doctors’ certificates. Applications by 
soldiers for compassionate leave, postings, or releases, 
for reasons of the health of family, are judged by the 
Army on the wording of the certificate. This wording 
may decide whether the soldier leaves for the Far East 
or stays to care for hbis family. 

Imagine an officer dealing with rows of soldiers 
If he makes 
: wrong decision they will be in trouble and so will 

e. 

On one certificate he is faced with two obscure medical’ 
words; he cannot ask what they mean because he 
cannot read them. Another states that a wife suffers 
from fainting fits. Should the officer think of his Aunt 
Fanny who fainted three times gracefully into an easy 
chair after the death of her pekinese, or should he think 
of a woman who faints three times a day and finally 
dives to the bottom of the stairs clutching her firstborn 
in her arms? Does “ suffers from rheumatism, unable 
to do her work ” mean that she is bedridden for life, or 
merely that she is indisposed till Thursday ? What are 
nervous debility, neurosis, and nervous exhaustion ? 
These seem to mean anything from “ nothing wrong at 
all, this lady is silly,” to ‘‘ this lady may cut her own 
throat or someone else’s any day now.” 

I beg your readers to write their opinions clearly. 
The kind of statement that will help us is: “ unable to 
do her work and look after eleven children and has no-one. 
to help her; necessary that her husband has a week’s 
leave’’; or “she will never be well; essential that 
husband should be posted near home as no other arrange- 
ments can be made.” If the doctor asks the welfare | 
officer to make copies of the certificate, he will not be 
bothered again. 

London, E16. D. W. HUDSON. 


-DARK-ADAPTATION AND PSYCHOLOGY 


Sm,—Dr. Millais Culpin’s statement (Lancet, Oct. 27, 
p. 519), that night-blindness ‘‘ was thoroughly investi- 
gated from every aspect except the psychological— 


: the only one that mattered’ (italics mine) is too mis- 


leading to be allowed to pass unchallenged. 

The phenomenon of adaptation is. concerned, broadly 
speaking, with external physical stimuli, the resultant 
changes in the eye (e.g., photochemical decomposition 
of retinal pigments and the initiation of nerve impulses), 
the ocular nervous mechanism, and the final psychical 
interpretation. The literature which supports these 
observations is very big and Dr. Culpin’s scant respect 
for the. extensive. work of physicists, anatomists, 
physiologists, and neurologists who have contributed 


“so much towards an understanding of adaptation pheno- 


mena is surely indefensible. It is now generally recog- 
nised that the causes of impaired dark-adaptation are 
many, including age, ocular and genera] disease, defective 
nutrition, and psychological disorders. The importance 
of the psychological factor is obvious, but Dr. Culpin’s 
preoccupation with this aspect of the phenomenon, 
to the exclusion of all others, is hardly likely to stimulate 
a scientific approach to the many problems which have 
yet to be solved in all branches of this work. 

The assertion that loss of dark-adaptation is equiva- 
lent to night-blindness requires some qualification, 
since dark-adaptation is now generally regarded as the 
power of the eye to adapt to low levels of illumination, 
whereas night-blindness may indicate an impairment of 
visual efficiency at night which may be due to numerous 
causes. Good dark-adaptation is necessary for a high 
standard of night visual capacity, but there is no other 
correlation between the two. It would be an advantage 
if the term ‘ night-blindness ” were discarded except 
where an absolute sense is appropriate—e.g., in advanced 
cases of retinitis pigmentosa. 

Crookes Laboratories, London, NW10. E. W. GODDING. 


p 


On Tuesday, Jan. 15, at 5.30 pm, the Eugenics Society will 
meet at the rooms of the Royal Society, Burlington House, 
Piccadilly, London, W1, when Dr. Eliot Slater will speak on 
assortative mating, and Mrs. Moya Woodside on courtship and 
mating in an urban community. . 
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EDWARD FARQUHAR BUZZARD 
BT, KCVO, D M OXFD, LLD, FRCP 


Sir Farquhar Buzzard, emeritus regius professor of 
medicine at Oxford, and consulting physician to St. 
Thomas’s Hospital and the National Hospital, Queen 
Square, London, died at Oxford on Dec. 17, a few days 
before his 74th birthday. His life had been lived fully, 
in classical sequence; and in each phase—as athlete, 
clinician, and medical statesman—it was distinguished. 
But in a career of conventional success he also showed a 
vision and sympathy that were by no means conventional. 
As he grew older he continued to look forwards. 

Edward Farquhar Buzzard was born in 1871, the 
eldest son of Dr. Thomas Buzzard, of the National 
Hospital, Queen Square; who sat for Luke Fildes’s 
picture The Doctor. In 1885 he went to Charterhouse 
School, where Max Beerbohm bright- 
ened his exercise-books with draw- 
ings of masters and boys. On 
entering Magdalen College, Oxford, 
in 1891, with a science exhibition 
from his school, he gained renown 
chiefly in association football, play- 
ing for his university in 1893-94. 
Though he won the Mead medal at 
St. Thomas’s Hospital in 1897, 
‘‘his best friends in College House 
-never for a moment supposed that 
this quiet, unassuming colleague 
would one day blossom out into a 
regius professor.” Unlike most 
others destined for the St. Thomas’s 
staff, he did not become medical 
registrar or resident assistant physic- 
ian, but gravitated naturally to 
.Queen Square and the poast of house- 
physician to his father’s colleague 
Hughlings Jackson. Jackson was 
the “grave friend and pseudo- 
uncle ”? of the Buzzard children, and 
later Buzzard recalled that ‘' from 
the day I left the nursery until I 
became his colleague on the staff of i 
the National Hospital” he was “one of the most 
familiar and outstanding‘ figures in my domestic and 
professional life.’’ 

At Queen Square, Buzzard held successively the 
appointments of medical registrar and pathologist. 
“ Every afternoon there were rounds with Hughlings 
Jackson, Bastian, Horsley, Gowers, or Ferrier. Morn- 
ings were spent note-taking in the wards, and spare 
hours, often spreading far into the night, were devoted 
to work in the pathological laboratory under the safe 
guidance of Batten. 
we found the Bloomsbury climate exhilarating and>came 
to regard the hospital as a neurological Olympus.” In 

1905 he was elected to the staff, and next year he became 
FRCP, delivering the Goulstonian lectures of 1907 on 
Toxic and Infective Conditions of the Nervous System. 
He also joined the staff of the Belgrave Hospital for 
Children, and of the Royal Free Hospital, where he 
lectured on medical pathology. Not until 1910 did he 
return to St. Thomas’s, to which he brought a reputation 
already made. The growth of this reputation, and some 
of the reasons for it, were well described in the hospital’s 
Gazette in 1928 : 


“During the following years his activities increased in every 
direction; endowed with a magnificent constitution, he seemed 
impervious to fatigue, and found time and energy to answer 
the many calls made upon him. Committees of all kinds 
wanted him, medical discussions expected him, Boards of 
Examiners invited him, medical dining clubs insisted on 
him; and on this busy life he flourished, grew younger and 
more communicative. Original work had perforce to be 
abandoned, but originality of thought seemed rather to 
increase, and with it an attractive lucidity of expression which 
invested much of his writing with considerable charm. His 
growing interest in, and insistence on, the importance of the 
mental factor in disease rather shocked the purists, but he 
was not easily diverted from a course which he had adopted 
only after mature deliberation, 
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“ Owing to his multifarious activities Buzzard was not 
always able to devote as much time to his hospital work as his 


` colleagues would have wished. His opinion on a neurological 


case was second to none and was eagerly sought after, and it 
is not too much to say that his transparent honesty both with 
doctors and patients played no small part in his success in 
practice. In council he was invaluable, and there is probably 
not one of his colleagues who cannot recall an occasion on 
which his intervention in a rambling discussion has brought a 
discursive committee back to earth and focused attention on 
the things that really mattered.” 

‘“ His patients, both hospital and private, regarded him 
as a solid rock on which it was their special privilege to 
lean, while his house physicians can testify to his broad 
outlook, kindly criticism, and sound judgment. To the 
unqualified student, he made less appeal; as a clinical 
teacher he was a trifle ponderous and given to pondering, 
and being devoid of all theatricality, he possessed none of 
the subtle arts of the showman.” 


A prodigious worker, he neverthe- 
less contrived to give the impression 
that time was no object; his 
aphorism that ‘‘ the doctor in a hurry 
is a menace to his patients ’? caused 
quiet amusement to his friends. 
“The most important difference 
between the good and indifferent 
clinician,” he said, ‘‘ is the amount of 
attention paid to the story of a 
patient.” 

As a clinician he excelled chiefly 
by his knowledge and judgment. His 
many published lectures—which in- 
clude the Lettsomians of 1926, the 
Maudsley of 1932, and the Harveian 

' oration of 1941—reflect these quali- 
ties, associated always with a fresh- 
ness of outlook. Apart from such 
utterances, his chief publications 
were the Pathology of the Nervous 
System, produced with J. G. Green- 
field in 1921, and the chapters on 
neurology in several leading text- 
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: Ñ books. But his professional range 
Russell, London was anything but narrow. At the 
Royal Society of Medicine he was 


president of three sections—neurology, psychiatry, and 
clinica} medicine—while his other presidencies included 
the International Society of Medical Hydrology, and 
also the Institute of Hospital Almoners, which is con- 
tinuously concerned, as he was, with the social factors 
in disease. 

Buzzard, as a physician-extraordinary to King 
George V, was appointed KCVO in 1927, and was one 
of Lord Dawson’s team attending the King in the follow- 
ing year. He was created a baronet of Munstead 
Grange, in the parish of Godalming, in 1929. Mean- 
while, in 1928, he had accepted the regius chair at 
Oxford as successor to Sir Archibald Garrod. 

The choice was a happy one for Oxford. Elected an 
honorary fellow of Magdalen, Buzzard threw himself into 
all the activities of the medical school, and from the 
beginning had ideas for its improvement and expansion. 
As chairman of the board of the faculty of medicine. 
active consulting physician to the Radcliffe Infirmary 
and chairman of its honorary staff committee, and 
representative of the university on the General Medical 
Council, he was soon in the thick of all medical activities. 
His talents for administration were early recognised 
by the university at large, and he was at various times 
a member of the hebdomadal council, a curator of the 
university chest, and a curator of the Bodleian. library. 
Always, however, he remained faithful to clinical 
medicine, took a weekly teaching round, and did some 
consulting practice, although this diminished as his 
other duties accumulated. In 19385 he contested 
unsuccessfully the university parliamentary election as 
a Conservative, but his failure to secure a seat was in 
many ways a relief to his medical colleagues, who felt 
that his wisdom was needed more at Oxford than at West- 
minster. 

In 1936 the British Medical Association had its annual 
meeting at Oxford, and Buzzard was president. His 
gracious, hospitable, and statesmanlike chairmanship 
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helped to make a memorable meeting. At this meeting 
was sown the seed of Lord Nuffield’s vast benefactions 
to the medical school. 

A convinced and convincing planner, the president 
_ used his address to point out that the war against disease 
was conducted on a wasteful and ill-organised system. 
General practitioners, he affirmed, were not the backbone 


_. but rather the skilful and sensitive fingers of the pro- 


- fession, and he urged that they should be given leisure to 
work. His plan was based on “health centres,” by 
which he meant central boards based geographically on 
the chief hospital, and representative of all the interests 
. and institutions concerned with the health of the district. 
Round the table, he continued, would be seated not only 
the municipal lions and the voluntary lambs, but also, 
where a medical school is included, delegates of the more 
academic departments. His whole plan was crowned by 
the ambitious dream of a medical school for the training 
of those who, by ambition and ability, are fitted for a 
career in clinical research, and a few months later Lord 
Nuffield gave reality to this ambitious dream through 
his initial gift of £1} million. : 
In realising these projects for Oxford Buzzard’s labours 
_of negotiation, planning, and placating were immense. 
‘He playéd the leading part in translating the great gift 


into a scheme which is now, despite the war, a thriving | 


and active series of departments which exert a quickening 
influence on all parts of the Oxford Medical School and 
indeed on British medicine. On the outbreak of war his 
enthusiasm brought into being a complete clinical school 
at the Radcliffe Infirmary. 

In 1940 the university awarded him the Osler memorial] 
medal, a distinction conferred once in five years on ‘‘ the 
Oxford medical graduate who shall have made the most 
valuable contribution to the science, art, or literature of 
medicine.” To his colleagues this seemed an appropriate 
way of saying that no man living had done more for the 
Oxford Medical School than he. In 1941 he was elected 
president of the Association of Physicians. In 1943 he 
retired from the regius chair and was elected an honorary 
student of Christ Church. Retirement, however, did not 
mean rest. He continued in full activity at hospital 
surveys, planning, and the other work of the Nuffield 
Provincial Hospitals Trust, and served as a university 
member of the Oxford city council. For all such service 
he was well fitted. He had cultivated the unusual art 


of well-timed silence, much as other men cultivate that 


of conversation. In a committee, while others talked 
-round the subject, he would draw complicated designs 
on the agenda paper or blotting-pad, and at the end would 


resolve the difficulty under discussion with few but. 


weighty words. In earlier days at least, he was not an 
easy man to know intimately ; but at Oxford his col- 
leagues found him friendly, accessible, and modest. 
Happy in the company of the young, he went out 
of his way to be helpful. He advised but never 
chided. 

Though he accumulated membership, of a staggering 
number of committees in and out of Oxford, he still 
indulged his liking for games, and at 70 could play an 
afternoon’s lawn-tennis or beat at squash rackets a 
man half his own age. On the tennis-courts or the golf- 
links ‘‘ certain palpable defects of style were more than 
atoned for by an imperturbability and tenacity of 
purpose that were at once the alarm and envy of his 
opponents.” Until near the end of his life he always 
enjoyed robust health, and he would have hated the 
chronic invalidism he was mercifully spared. Never- 
theless he had ample interests beyond his work and active 
sports. One was the Turf, and in former days he was 
never happier than when he went racing with his friend 
the late Dr. James Birley. Others were sketching, the 
collection of pictures, and church architecture. ‘I 
like nothing better,” he once said, ‘‘ than to spend a few 
days at some place like Ely, and some hours of each 
day in the cathedral.” 

In 1899 Sir Farquhar Buzzard married May, daughter 
of the late Mr. E. Bliss of Edgbaston. The eldest of their 
three daughters is married to Dr. Gardiner-Hill, and 
the younger of their two sons is a doctor and served 
during the war in the RNVR. The father’s prowess 
at lawn-tennis was shared by both his sons, one 
being champion of the Navy and the other an Oxford 
blue. o 
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VELYIEN EWART HENDERSON 
MA, MB TORONTO, FRCSC, FRSC 


Dr. Velyien Henderson, professor of pharmacology 
in the University of Toronto, died on Aug. 6 at the age 
of 68. He achieved international fame in his subject 
and was particularly known for his part in the discovery 
of the anæsthetic cyclopropane. Having graduated 
from Toronto in 1902, he remained its devoted son and 
servant throughout his life. Asa young man he travelled 
widely, acting for a while as demonstrator in the Uni- 
versity of Pennsylvania and working in Prague under 
Hans Meyer, in Marburg and Graz, and in London 


‘under Starling. He became demonstrator in physiology 


under J. B. MacCallum in Toronto in 1904 and took over 
the offshoot department of pharmacology from the time 
of its inception in 1906 ; he was made professor in 1919. 
He served as a combatant officer from 1914 to 1919, 
becoming a major of artillery in the Canadian Expedi- 
tionary Force. 

Dr. Henderson was endowed with a detailed memory, 
an analytical habit of thought, an over-ruling sense of 
duty, and an independence sometimes verging on pug- 
nacity. He chose to tackle many different problems of, 
pharmacology, in the belief that by doing so he would 
equip himself better as a teacher, although he recognised 
that this policy was not likely to bring him such dis- 
tinction as he might expect from the consistent pursuit 
of one line. And yet it was perhaps this review of the 
field of pharmacology which led him to consider the 
available gases for use as anesthetics and brought him 
to his greatest success. In 1923 Henderson and W. 


' Eason Brown reported the clinical use of ethylene ; the 


subsequent investigation of propylene led to the dis- 
covery, in 1930, in collaboration with G. H. W. Lucas, 
of an active impurity, the isomer cyclopropane. 

Dr. Henderson’s pharmacology had a firm physiological 

background and it was his earnest endeavour to see that 
his students shared this in some measure. His teaching 
relied largely on the demonstration and analysis of 
multiple tracings made by the use of mechanical] devices, 
many contrived by himself. This method of learning 
made considerable demands on the student. — 
- Dr. Henderson was an active member of the Canadian 
committee on pharmaceutical standards from 1927 when 
it was formed and honorary editor of its publication, 
the Canadian Formulary. Through the committee he 
was an ardent promoter of regulations which have done 
much to free Canada of proprietary nostrums. The late 
Sir Frederick Banting claimed that it was Henderson 
who enabled him, a general practitioner, to obtain the 
research facilities within the ‘university which led him 
and C. H. Best to the discovery of insulin. From 1929 
onwards Henderson was the honorary secretary-treasurer 
of the Banting Research Foundation, and his experienced . 
judgment exerted a wide influence on medical research 
throughout Canada. | 

Many honours came to him, including a scroll of 
recognition for meritorious researches from the Inter- 
national Anesthesia Research Society and the Flavelle 
medal of the Royal Society of Canada. He served as 
president of the Canadian Physiological Society, the 
Federation of American Societies for Experimental 
Biology, and of the Royal Society of Canada. He is 
survived by his widow and two sons. 


- A RECENT deputation from the College of Midwives to the 
Ministry of Health asked for legislation empowering the 
Central Midwives Board to make rules providing for & national 
uniform, which it would be an offence for anyone except 
a State-certified midwife to wear. As midwifery was now a — 
national service it was only right that there should be a 
national uniform, and this would help to raise the status of 
the profession and assist in recruitment. Mr. Charles Key, 
parliamentary secretary of the Ministry, replied that the 
necessary legislation would be promoted on the next con- 
venient opportunity. This, however, would not be durmg 
the present session of Parliament. Meanwhile a suitable 
uniform might be designed. 

THE annual general meeting of the Medical Society of 
the LCC Sérvice will be held at the County Hall, Westminster 
Bridge, SE], on Wednesday, Jan. 9, at 4.30 pm, when Sir Allen 
Daley will deliver his presidential address. 
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National Insurance Bill 


BEFORE Parliament adjourned for the Christmas recess 
on Dec. 20, Mr. JAMES GRIFFITHS introduced the National 
Insurance Bill ‘“ to establish an extended system of 
national insurance providing pecuniary payments by 
way of unemployment benefit, sickness benefit, maternity 
benefit, retirement pension, widows’ benefit, guardian’s 
allowance and death grant, to repeal or amend the exist- 
ing enactments relating to unemployment insurance, 
national health insurance, widows’, orphans’ and old- 
age contributory pensions and non-contributory 
old-age pensions, to provide for the making of payments 
towards the cost of a national health service, and for 
purposes connected with the matters aforesaid.” The 
Bill was formally read a first time. 

The Minister expressed his hope that the text of the 
Bill will be available before the House of Commons 
resumes on Jan. 22, but he said it might not be possible 
to have. it printed until shortly afterwards. However, 
the Government firmly intended to get the Bill on the 
statute-book before the summer recess and to have the 
improved arrangements for existing classes of old-age 
pensioners operating in the autumn. 

Among the measures which received the Royal Assent 
by Commission in the House of Lords on Dec. 20 were the 
Finance (No. 2) Act 1945; the Public Health (Scotland) 
Act 1945 ; and the Workmen’s Compensation (Pneumo- 
are Act 1945, and the Bretton Woods Agreements 

ct 1945. 


QUESTION TIME 
Permanent RAF Medical Commissions 


Mr. J. F. F. Puiarts-MILts asked the Under Secretary of 
State for Air whether he would give the number of medical 
officers in the RAF who, respectively, held permanent com- 
missions or had agreed to extend their service by four years, 
which were now current ; the number of medical officers who 
would have been released from the RAF in the second half of 
this year; and the number of medical officers who would 
have been recruited in the second half of this year.—Mr. J. 
STRACHEY replied: The number of medical officers holding 
permanent commissions in the RAF is 139. In addition, a 
further 56 officers have recently been selected for permanent 
commissions. 35 officers have been offered extensions of 
four years—so far 5 have accepted. In the second half of 
1945 880 medical officers will have been released. Recruit- 
ment during the same period will have been nil. 


Pay of Soldiers in Hospital 


Sir Girrorp Fox asked the Secretary of State for War 
whether, in the case of officers and men who were discharged 
from the Army as permanently unfit, but stillhad to undergo 
hospital treatment, he would consider paying them their 
normal rates of pay ‘until such time as they no longer required 
treatment.—Mr. Lawson replied: It was announced in 
February last that no member of the Forces undergoing 
inpatient treatment in a Service or EMS hospital would in 
future be discharged from the Service until at least 8 calendar 
months, including 56 days’ notice leave, had elapsed from the 
date of his first absence from duty on account of disability. It 
has now been decided to extend this rule in three respects in 
‘cases of injury or sickness contracted during the present 
emergency. Firstly, the rule has been extended to cover all 
cases of personnel undergoing medical or rehabilitative treat- 
ment under Service arrangements, even if this treatment is 
not being given in a Service or EMS hospital. Secondly, the 
period of terminal leave (at present 56 days plus overseas 
service leave) will date from the end of the 8 months’ period or 
from the date of discharge from hospital if earlier, Thirdly, it 
has been decided that, in order to obtain the full therapeutic 
value from the treatment given under Service arrangements, 
personnel who are suffering from disabilities attributable 
to or aggravated by service will be retained on Service 
pay until medical or surgical finality is reached, within an 
overriding time-limit of 24 years. It will not be possible to 
apply these rules retrospectively, but, where individuals who 
would have been covered by them have passed from Service 
pay to disability pension and are undergoing inpatient treat- 
ment under the continuity of treatment arrangements, an 
ex-gratia supplementary allowance will be granted with effect 
from a current date. The allowance will represent approxim- 
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ately the difference between the amount at present paid to 
them by the Ministry of Pensions and their appropriate Service 
pay and allowances. 


Diagnosis of Cancer 


Mr. SomMERVILLE Hastrncs asked the Mmister of Health 
whether, in view of the fact that there were about 70,000 
deaths annually from cancer and that a large proportion of 
these only obtained specialist treatment when too late, he 
would provide lectures for genera! practitioners on the early 
recognition of this disease.—Mr. A. Bevan replied: The 
object my hon. friend has in mind can perhaps be best 
attained by encouraging early and frequent consultation 
between general practitioners and specialists in the work of 
diagnosis and treatment. Organised arrangements for this 


purpose are now being developed under the Cancer Act, 1939, 
as far as present circumstances permit. Mr. Hastrvcs: Is 
the Minister aware that where such lectures have been 


instituted they have been much appreciated and well attended 
by general practitioners ?—Mr. Bevan: I appreciate what 
the hon. gentleman says and I will direct the attention of 
the appropriate authorities to his comment. 


Alien Doctors and Appointments 


. Major A. L. Symonps asked the Home Secretary why alien 
doctors, who had British medical qualifications and were on 
the permanent medical register, had to apply to his depart- 
ment for permission to take up any new appointment whether 
permanent or temporary, whereas alien doctors on the 
temporary medical register could move from appointment to 
appointment without such permission; and if hewas aware that 
alien doctors on the permanent medical register were handi- 
capped, compared with those on the temporary register, in 
obtaining new appointments because of the long delay m 
dealing with their applications.—Mr, C. Eps replied : Alien 
doctors on the permanent medical register require permission 
to take a new appointment only if their stay here is subject 
to conditions requiring them to apply to the Home Office for 
such permission. The supervision of the work undertaken by 
alien doctors who are only temporarily registered, however, 
has been entrusted to the Central Medical War Committee. 


Synthesis of Penicillin 


Mr. Jonn LEwis asked the Lord President of the Council by 
whom penicillin had been synthesised ; and what was the 
structural formula.—Mr. HERBERT Morrison replied: A 
practical process for synthesising penicillin has not yet been 
evolved. I understand that the British workers associated 
with the Medical Research Council and their American 
collaborators propose to publish available information at an 
early date. Mr. Lewis: Is the Minister aware that penicillin 
has already ‘been synthesised by the Daily ide ?7—Mr. 
Morrison : I would not be a bit surprised. 


Sanatorium Staff 


Mr. D. N. Pritt asked the Minister of Health whether he 
was aware that the number of persons awaiting sanatorium 
treatment for tuberculosis was about 5000 and the number of 
beds normally available, but at present out of use owing to 
shortage of staff, was about 3000 ; that there were available 
and idle in displaced persons’ camps in Europe not less than 
2000 persons able and willing to undertake this work who 
could be brought here to do this work temporarily ; and 
whether he would arrange with the other departments con- 
cerned to bring them here.—Mr. A. BEVAN replied: Iam aware 
of the facts stated in the first part of the question, and all 
possible measures to remedy the shortage of staff are being 
taken by my officers and those of the Minister of Labour and 
National Service. The importation of displaced persons 
for this work is under consideration, but it is not without 
difficulty and I cannot, of course, say how many would be 
available. 

Priority Permits for Milk 

Mrs. L. A. MIDDLETON asked the Minister of Food how 
many adult people in this country, other than nursing and 
expectant mothers, were registered for priority milk; and 
whether he was satisfied that there was no great misuse of the 
priority permits for milk that were extended to certain classes 
of invalids.—Sir Ben SmıTta replied: The number of adult 
consumers, other than expectant mothers and mothers of 
infants under one year old, who receive priority supplies of 
milk is estimated to be about 600,000. The possibility of 
misuse of priority arrangements whereby certain invalids 
receive extra milk is under review by my department with 
the object of ascertaining whether any tightening up of the 
present procedure is necessary. 


Notes and News aoe 


INCREASES IN WAR PENSIONS 

Iva white-paper (Cmd 6714) issued on Dec. 18 the Govern- 
ment announces improvements in the rate of war pensions 

which will take effect from the first pay-day of February, 
19 6. The pension of a private soldier with 100% disable- 
ment is to be increased from 40s. to 45s. and where the 
disablement is exceptionally severe the constant-attendance 
allowance of 20s. a week may be increased up to 40s. . Those 
who as the result of a partial disablement received in the 
1939-45 war are unable to resume their former occupation 
or one of equivalent standard will be eligible for a special 
hardship allowance of lls. 3d. a week. Pensioners who wear 
an artificial limb will receive a clothing allowance of £5 for 
a double amputation and £3 for a single amputation. Pen- 
sioners of either world war will in future receive allowance for 
. their wives and children where the marriage took place within 
ten years of the end of their war service. 


JOBS FOR THE DISABLED 

THE quota of workers which employers must accept after 
March 1 from the Register of Disabled has been fixed at 2%. 
At the end of last month there were 97,576 names on the 
register, of whom 26,209 were unemployed. Of these, 
47,000 were men and women from the Services, and another 
1000 civilians had been disabled through enemy action. 
Industrial accidents accounted for the disability of a further 
16,000, and accidents or diseases for 22,000. There were also 
ł1 ,000 cases of congenital disability. The number of women 
registered i is 6000. Some 50,000 new applications have since 
been received and the Ministry of Labour expect many more. 

The present quota of 2% will only affect employers with 25 
` or more people. But as the size of the register increases the 
quota will be raised and when it reaches 3% employers with 
20 or more workpeople will be included as laid down in the 
Disabled Persons (Employment) Act. 


FREE CHOICE OF WORK 

WORKERS employed in establishments covered by an Essen- 
tial Work Order may not leave their work, nor may an 
employer discharge them except for serious misconduct, 
without permission of the national service officer. Thus men 
up to 65 and women up to 60 m establishments scheduled 
under an order are not free to leave their jobs at will. The 
industries covered by the orders are to be reviewed and the 
control will be retained only where it is deemed necessary. 

Meanwhile the Control of Engagement Order and Directions 
have been altered so that, in general, men aged 31 and over, 
and women of any age, who are free to take a job, are no 
longer required to do so through the Ministry of Labour, 
and will not be directed. The exceptions include (i) nurses 
and midwives up to and including the age of 40 (50 for male 
nurses), who will be subject to existing control for six months; 
(ii) men up to 50 in the building and civil engineering 
iridustries, and (iii) male agricultural workers up to 50. There 
will be no further registration of women when they reach 
the age of 18. 

The upper age-limit for control under these arrangements 
is, in general, the present maximum age for call-up to the 
Forces—i.e., up to and including the age of 30. When the 
call-up age is reduced this general age-limit for civilian 
control will be correspondingly lowered. 


University of Edinburgh 

On Dec. 14 the following degrees and diplomas were con- 
ferred : 

MD.—J.H. M'Intyre, O. A. S. Marais,t J. F. O. Mitchell,* lieu- 
tenant RAMc. R. J. E. Paterson, J. F. Rilev,t major Ramc, 
A. E. Ritchic,** a M. Scott,* Sheila P. V. Sherlock,** L. M 
Thompson, t W. Watson,t major RAMC. 

** Awarded Šol medal for thesis. 
* Commended for thesis. 
t In absentia. 

WCh.—I. A. G. L. Dick. 

MB, ChB.—J.C.S. Adams, B. Av Cookson, F. E. Cull, Andrew 
Douglas, S. C. Dryden, K. D. Foggzitt, May L. Gilbert, R. E. Glenn, 
W. ne Graham, K. A. R. Henry, W. R. JohnsoniI, J. M. Lumsden, 
J: M' Cpu n, D. L. Mackay, Margaret M. Macpherson, Eileen 
M. Mann . M. Ness, T. H. Park, D. F. Robertson, D. J. Rodger, 
Daphne G. D T. Smedberg. 

MB, ChB of the Polish School.—J.J. Danek, Aleksander Hotynicc, 
Tadeusz, Weckowicz. 

DMR.—A. A. N. Bain, J. R. Condon, E. F. Ridley. 


University of Bristol 


Mr. R. Milnes Walker has been appointed to the newly 
established chair of surgery. 


Collins, N. O. 
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University of Cambridge 


Dr. V. B. Wigglesworth, rrs, has been appointed reader in 
entomology. Dr. Wigglesworth is at present reader in medical 
entomology at the London School of Hygiene and Tropical 
Medicine. 


On Dec. 15 the following ead were conferred : 


MN—*A. H. Masina, W. P. Purvi 
MB, B Chir—--*W.S. R. Fenton, *! sD. A. Bailey. 
B Chir—*J. F. Paterson. 

* By proxy. 


University of Durham 
Squadron-Leader R.C. Browne, Bm, has been appointed to 
the Nuffield chair of industrial health, tenable at Newcastle. 


University of Manchester 


At recent examinations the following were successful : 
FINAL MB, CH B EXAMINATION 
Mary Goodyear and J. E. Morris (with second-class honours) ; 


R. L. pend, F. M. ponton; J. B. Brooks, Kenneth Burchill, 
G. H. Purere J. Burke, G. L. Cantrell, G. R. Carr, Elsie M. 
Dakin, Jean B Palice Nora Harnden, P. W. Harvey, J. A 


Jamieson, Elizabeth Jenkins, H. A. Koretz, T. 
Lumsden, Bruce Marsden, Jessie Milion, Margaret W. 
Margaret Rhodes, F. N. Valdex, W. M. Whittaker 


Royal College of Surgeons of England 


At a meeting of the council held on Dec. 13 with Sir Alfred 
Webb-Johnson, the president, in the chair, diplomas of 
fellowship were granted to the following : 

R. H. Gardiner, F. T. Moore, K. F. Hulbert, H. H. Barst, 
F. D. Hindmarsh, J. E. Malcolm, David Wynn- Williams, Smarn 
Muntarbhorn, R. A. Gill, V. G. Patel, P. W. Brand, D. R. 
Barnes, G. L. W. Bonney, Jacob Zimmerman, P. G. Somerville, 
R. E. Waterston, I. D. ebbie, W. H. Rothwell, R. Hooper, 
E. E. O'Malley, William Hawksworth, Leon Gillis, Mer Kaye, 
J. W. Spence, G. R. Nicks, wW. K. Yeates, George Harrieon, V. G. 
Griffiths. 

A diploma of membership was granted to J anet Gordon, 
and diplomas in anesthetics, jointly with the Royal College 
of Physicians, to the following : 

‘Valerie M. Adamson, ©. R. G. Barrington, C D. Bartley, 
F. H. Blackburn, R. I. Bodman, Gerald Bourne, Alexander Brown, 
W.M. Brown, J. D. Ruston; E. S. Curtiss, S. G. de Clive-Lowe, I. A. 
Donaldson, Cyril Frost, P. R. Gavin, H. S. H. Gilmer, E. G. Godwin, 

J. M. Graham, John Greenhalgh, E. B. Hacking, L. A. T., Hamilton, 
Beni L. Harrison, Monica L. Hawkins, A. N. Hobbs, Michael 
Holborow, John Howell, Margaret M. G. Joad, G. T. Johnson, 
G. S. A. Knowles, H. T. Knowles, O. V.S. Kok, Gwenda M. Lewis, 
B. R. Little, A. M. MacKay, J. M. MacKinnon, F . G. Mackintosh, 
J. A. McNab, Elizabeth H. Milne, D. A. Naismith, Olive I. Nichol- 
Po P.T. Northover, J. R. O’ Dowd, M. B. O'Neill, M. W.-L. Owen, 
J. A. Peart, P. B. Percheson, E. HH. D. Philips, R. I. Probert, 
Rarbara C. Roberts, A. H. Saleh, C. E. Shafto, C. R. Stephen, 
Elizabeth D. S. Stephen, K. F. Stephens, R. J. M. Steven, A. H. 
Swithinbank, Evelyn H. Terry, K. S. Thom, J. P. Thomas, C. P. K. 
Toland, F. L. Turner, W. J. U Tin, Daphne V. Veale, G. L. Were, 
R. U. Whitney, G. M. Wyant, J. B. Wyman. 

The posts of RSO and first house-surgeon at St. James’s 
Hospital, Leeds, were recognised for the resident surgical 
post for the final fellowship examination. 

The following Hunterian lectures will be delivered. at the 
college in Lincoln’s Inn Fields, London, WC2, during January : 
Mr. N. L. Capener, physiological rest (Jan. 3); Mr. Ivor 
Lewis, surgical treatment of carcinoma of the œsophagus with 
special reference to a new operation for growths of the middle 
third (Jan. 10) ; Major P. W. Clarkson, treatment of face and 
jaw casualties in the British Army (Jan. 17) ; Mr. C. H. Gray, 
sciatica (Jan. 24); and Mr. S. H. Wass, the odontomes and 
other affections of the jaws (Jan. 31). All the lectures will 


begin at 5 pM. 


Royal College of Surgeons of Edinburgh 

At a meeting of the college held on Dec. 19, with Mr. 
J. M. Graham, the president, in the chair, the followmg were 
admitted to the fellowship : 

D. W. A. Degazon, W. H. Fahrni, J. F. M. Frew, Eric Garland- 


Oliver, 


K. Gibbon, Robert Hodkinson, William . Irving, 
M. J. Kelleher, J. H. Kirkham, J. R. F. Mills, R. C. Rider, I. C. 
Simpson, Frederick Smith, W. M. Toone. 


Chelsea Clinical Society 

A reopening dinner meeting was held at the South Ken- 
sington Hotel, London, on Dec. 11, when Dr. Desmond 
MacManus, who was elected president in 1939, weleomed a 
large number of old members, and paid tribute to the many 
who had died or fallen on active service in the past six years. 
Turning to the present, he found the unknown status of 
medical practice highly unsatisfactory and called on the 
Minister of Health to `“ put the cards on the table.” Sir 
Ernest Rock Carling then gave an account of medicine in 
Soviet Russia. 
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Association of Scientific Photography 


At a meeting of the medical group to be held at BMA 
House, Tavistock Square, London, WCl, on. Thursday, 
Jan. 24, at 6 pm, Dr. B. Richardson Billings will speak on 
Medical Photographer or Photographing Medico. 


Faculty of Radiologists eg 


The following candidates have satisfied the fellowship 
board at a recent examination ; 
Radiodiagnosis—H. R. Holmes, A. S, Johnstone, J. H. Smitham. 
Radiotherapy—Max Halberstaedter. | 
American Group Therapy Association 


This association, which is holding its third annual confer- 
ence in New York City on Jan. 4-5, consists of qualified 
psychiatrists, psychiatric case-workers, psychologists, and 
group therapists who have worked for a specified time under 
the supervision of psychiatrists. It has issued eleven 
brochures, including a bibliography on group therapy, and 
its address is 228 East 19th Street, New York 3, USA. 


Return to Practice 


The Central Medical War Committee announces that the 
following have resumed civilian practice : 

Dr. COLIN EDWARDS, 23, Harley Street, London, W1. 

Mr. K. L. JAMES, MS, FRCS, 19, Harley Street, W1. 

Dr. WILLIAM MOODIE, FRCP, 28, Welbeck Street, W1. 

Mr. C. NAUNTON MORGAN, FRCS, 149, Harley Street, W1. 

Dr. R. MOORE PATTERSON, MC, 86, Harley Street, W1. 


Royal Society of Medicine 


On Wednesday, J. an. 2, at 2.30 PM, at the section of history 


of medicine, Dr. H. P. Bayon will read a paper on warfare and 
disease. On the same day, at 8 pm, the section of surgery 
will meet to discuss abdominal incisions, when the opening 
speakers are to be Mr. W. H. Ogilvie and Mr. Digby Chamber- 
lain. On Jan. 3, at the section of neurology, at 8 pM, Mr. 
Harvey Jackson and Dr. J. J. Fleminger will open a discussion 
on cortical atrophy. On Jan. 4, at 5.30 pm, at the section of 
anesthetics, there is to be a discussion on anesthesia in ENT 
surgery, when the openers will be Dr. William Mushin and 
Mr. R. G. Macbeth. | 


London School of Hygiene and Tropical Medicine 
Dr. Ratra Forp TREDRE has been appointed assistant 
director of the Ross Institute of Tropical Hygiene. 


He was born in South Africa in 1900 of British parents, and was 
educated at Johannesburg, Cape Town University, and Durham 
University, where he graduated MB in 1923, BHy in 1926, and MD 
(with commendation) in 1927. He took the DPH in 1926 and the 
DTM & H in 1928. After holding government appointments in 
Southern Rhodesia and in this country, he joined the RAMC in 
1939, served with no. 1 Malaria Field Laboratory, and was captured 
in Crete. He escaped and later served in West Africa in command 
of a malaria field laboratory. He was demobilised last October with 
the rank of Jieut.-colonel. 


Hospital Orderlies 


The Manchester public-health committee has been con- 
sidering the employment of ward orderlies in the corporation’s 
hospitals. These would do a certain amount of domestic 
work, and in addition would carry patients’ meals, attend 
to the tidying of lockers, and perform other duties connected 
with the general cleanliness of the wards. They would 
enable the nursing staff to devote more time to nursing 
duties. It is suggested that the appropriate rate of pay 
would be one slightly higher than the present £2 16s. 7d. per 
week of 48 hours paid to charwomen and cleaners, and a 
figure of £3 per week of 48 hours, inclusive of current war 
wages additions, is recommended. It is estimated that 168 
ward orderlies will be required for the five city hospitals, but 
their appointment will permit a reduction of 68 in the author- 
ised number of cleaners and wardmaids (540). Ifa proposal 
is adopted for increasing the pay of cleaners to £3 12s. per 
week, the rate for ward orderlies will be raised to £3 15s. 5d. 

Westminster Hospital is proposing to appoint two girls as 
orderlies to each ward unit, at £3 5s. weekly, with uniforms 
provided. 


A Reprint Service 


The war reprint service of the Josiah Macy, Jr Foundation 
has distributed more than 5 million copies of over 400 leading 
medical and scientific articles during the last three years 
for medical officers of the Armed Forces of the United States 
and their allies. The service will be discontinued at the end 
of this year. 


WARNER Diary, 1946.—A few copies of this diary are stil] 
available to doctors who apply to Wm. R. Warner & Co., 
Power Road, Chiswick, London, W4, enclosing their profes- 
sional card. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
| WEEK ENDED DEC. 8 . 


Notifications.—The following cases of infectious disease 
were notified during the week : ‘smallpox, 0; scarlet 
fever, 1779 ; whooping-cough, 1225; diphtheria, 574; 
paratyphoid, 0 ; typhoid, 5 ; measles (excluding rubella), 
611; pneumonia (primary or influenzal), 744 ; cerebro- 
spinal fever, 41 ; poliomyelitis, 28 ; polio-encephalitis, 5 ; 
encephalitis lethargica, 1 ; dysentery, 242 ; ophthalmia 
neonatorum, 54. No case of cholera or typhus was 
notified during the week. : l 

The number of service and civilian sick in the Infectious Hospitals 
of the London County Council on Dec. 5 was 1108. During the 
previous week the following cases were admitted: scarlet fever, 
723 diphtheria, 54; measles, 9; whooping-cough, 21. . 

Deaths.—In 126 great towns there were no deaths from 
enteric fever or measles, 1 (0) from scarlet fever, 6 (2) 
from whooping-cough, 7 (0) from diphtheria, 36 (6) from 
diarrhoea and enteritis under two years, and 35 (6) from 
influenza. The figures in parentheses are those for 
London itself. gua M E E > 

The number of stillbirths notified during the week 
was 202 (corresponding to a rate of 29 per thousand 
total births), including 32 in London. 
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Appointments 


medical referee for dermatitis 
for county-court districts of Abergavenny, Blaenavon, Mon- 
mouth, Cardiff and Barry, Chepstow, Newport, Pontypool, 
Tredegar, Abertillery and Bargoed (circuit No. 24) and. of 
Aberdare and Mountain Ash, Merthyr Tydfil, Pontypridd, 
Yesrtadyfodwg and Porth, and Bridgend (circuit No, 30). 

BoOyYDEN, H. H., MRCS: medical referee for the county-court 
districts of Basingstoke, Farnham and Aldershot, Bishop’s 
Waltham, Newport and Ryde, Petersfield, Portsmouth, 
Romsey, Southampton, and Winchester (circuit No. 51). 

Durr, T. W., LRCPE: RSO, Borough General Hospital, Ipswich. 

HOWELL, B. W., MB LOND., FRCS: consulting orthopedic surgeon, 
Charterhouse Rheumatism Clinic, London. .- 

McLEopD, G. L., MB Nz: temp. asst MOH for Ipswich. 


_ Births, Marriages, and Deaths 


BIRTHS 

BAKER.—On Sept. 18, at Cookham, Berks, the wife of Major W. H. J. 
Baker, MB, RAMC—a son. l ; 

BRENAN.—On Dec. 11, the wife of Surgeon Lieutenant A. H. W. 
Brenan, RNVR, of Havant—a son. - 

GARDNER.—On Dec. 10, at Perth, the wife of Dr. A. Miller Gardner 

i —a son. i 

GRAHAM.—On Dec. 18, at Oxford, the wife of Dr. Richard Graham— 
a daughter. - l 

HaRDWIcK.—On Dec. 8, at Epsom, Dr. Margaret Hardwick (née 
Moore), wife of Dr. S. W. Hardwick—twin daughters. 

Krvc.—On Dec. 16, at Plymouth, the wife of Surgeon Licut.- 
Commander R. E. King, RNVR—a son. 

MILLIER.—On Dec. 15, at Newcastle-on-Tyne, Dr. Eileen Miler 
(née Baird), wife of Squadron-Leader H. G. Miller, mp—a son. 

MoorRE.—On Dec. 16, at Guildford, the wife of Captain J. T. 
Moore, RAMC—a daughter. 

OYLeR.—On Dec. 11, the wife of Lieutenant C. R. Oyler, Ramc— 
a son. l - 

PINNIGER.—On Dec. 13, at Guildford, the wife of Dr. J. L. Pinniger 
—a daughter, 

STENHOUSE.—On Dee. 15, at Morpeth, Northumberland, the wife 
of Dr. G. B. Stenhouse—a daughter. 


WHuHITE.—On Dee. 17, in London, the wife of Surgeon Licutenant 
D. A. White, RNvR—a daughter. 


l MARRIAGES TE ; 
KRAMER—ROBERTS.—On Nov. 23, in Bombay Thomas Kramer, 
captain RAMC, to Olwen Elizabeth Roberts, VAD. 
REILLY—PETRIE.—On Dec. 12, in Cairo, Michael Charles Tempest 
Reilly, MB, squadron-leader RAFVR, to Katharine Joyce 
Petrie, PM RAFNSR. , 
DEATHS 


BAKEWELL.—On Dec. 19, at Beaconsfield, George Victor Bakewcll, 
OBE, MB CAMB., aged 58. 

BUZZARD.—On Dec. 17, at Oxford, Edward Farquhar Buzzard. 
BT, KCVO, DM OXFD, FRCP, aged 73. 

Dickson.—On Dee. 15, William Leonard Dickson, MRCS, of Hove, 
aged 81. 

DUuKE.—On Dec. 11, at Felton, Northumberland, Alfred Duke, 

MA, MB EDIN., FRCSE. 

GOLDIE.—On Dee. 15, at Loughton, 
Goldic, MD EDIN., aged 79. 

JeEvons.—On Dec. 11, at Brighton, Mary Sophia Jevons, MA CAMB., 
MB LOND. 

MAXWELL.—On Dec. 15, in Johannesburg, William Henry Maxwell, 
MB CAMB., FRCS, aged 70. 

Torrixnc.—On Dee. 12, at Northwood, Hugh Graeme Topping, 
MD ABERD., DPH, formerly of Birmingham. f 


Essex, Edward Milliken 


\ 
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A . (A) 310; in Indian troops Cae 59; | Asthma-—asthmatics (A) 116; smoking 
parnisions, gasite ta AN SOS | Ante Be. vale Mast 22 
A prepare ioe z cron s fatigue, 421 n ! 51 ; ion and the anemic heart |‘ Atebrin,’ see Mep 
(Hunt) 138 ` (Sharpey-Schafer) 296 Atherstone, R. N. PSS medical films (C) 449 
Abstinence, sexual, Anæsthesia—chloroform, eee cyclopro- A I., confusional state following 
A cts, filing of Duncan, Banov, and pane, 169; films, 83, History of | thiouracil, 562 


77 
LONA health of (Llewellin) (C) 579 


Academ omy of Medicine proposed, 683, 754 
Accident, prevention of (Buxton) 672 
Acridine derivatives (Wien, Freeman, and 
Ronee C) 797 
phonamide | compounds as 
wound antiseptics (McIntosh, Robinson, 
Selbie, Reidy, Blake, and Guttmann) 97 
Actinomycosis (Cullen) 674 
A D., carbohydrate &bsorption 
sprue, 


635 
Adoption, child, 387 l 
Advice Bureaux, Citizens’ (A) 750 
Africa—Ethiopia, health in (Llewellin) 
(C) 579; se DEOsY 24; South African 
medical students (A ) 408 ; West African 
medical services (P) 688 
Agar—penicillin in (Roberts) (Cahil & 


JÅ. ° 


Co., Ltd.) (C) 383, (A ee 
eing and senility—402 (A 412, 569; 
care of the aged (A) 786 ; inic for old 


people, 547; flats for old peoule. 800; 
old-age pensions increased (P) 509; 
research in Royal Hospital, at aee (A) 
714; research on ageing (A) 5 s 
Agaiufinins Rh—detection of WN 823 ; 
and “ incomplete’’ (Coombs, 
Mourent, and Race) 15 
Agranulocytosis—Leukopenia and Agranu- 
locytosis (Dameshek) (R) 530 . 
Air—compressed, causing bone lesions 
Pearce 6; pollution of (A) 857 
transp ort—airborne surgical centre 
“Ge oligher and Wells) 1; airports in 
cotland, medical control of (P) 687; 
ambulance service filmed, 22; Aviation 
Neuropsychiatry (Ironside ‘and Bat- 
chelor) (R) 636; 1o eoe of Flight 
pews (R) 1 evacuation in 
rth - western PREA * campaign 
(Stewart) pis (Jackson) (C) 543; 
see also Altitude 
Aitken, R. S., teaching of medicine, 225° 
Albuminuria in the young (LA) 5 
Alien doctors—appointments of oB, 866 ; 
register of (P) 611 
Allen-Williams, G. M., infections in day 
nurseries, 825 
Allergy—alarums of ap allergist (A) 822 ; 
olien (LA) 468 
Alfkins, W. J. (O) 30 
Allyn, R., rupture of spleen in- mono- 
nucleosis, 72 
Alps, sanatoria in (A) 534 f 
Altitude—high, , drugs at (A) 147; sickness, 


America, see Army, Argentine, Brazil, U.S.A. 

Amino-acids, 710 

Ameebiasis, 585 ; see also Dysentery 

Amulree, Lord, cancer in a national 
medical service (C) 220 

Amy] nitrite in migraine (A) 146. 

Anæmia— folic acid and (A) 855; heemo- 
globin in mothers and other workers 


Surgical Aneela. Keyi) (R) 636; 
natural safeguards in (Primrose) 166 ; 
tragedy of wrong cylinder (LA) 277; 
see also are, Ether, Trichlorethylene, 

Anatomy—chair of, 451; hing of G ) 
440, (Brash and others) (ore 651, (Wright 
C) "690; Tissues of the Body (Le Gros 
lark) (R) 498 

Anderson, A. B., protein metabolism, 710 

Anderson, G. W., Global Epidemiology (R) 


eon T., medical care of nurses (0) 


93 ; sulphonamide and penicillin 
pneumonia, 805 
Angina pectoris, thiouracil in (A) 180 
Penis poisoning from marking-ink (A) 503 
Anopuenne Mosquitoes of the een 
Region (Leé and Woodhill) (R) 780 
Anorexia nervosa, 89 
Anoxia, sce Renal anoxia 
Antibiotics, evolution of (A) 503 
Antiseptics—flavazole (McIntosh, Robin- 
ae Selbie, Reidy, Blake, and Guttmann) 


Anti-viviseetion Society not a charity (ML) 


eens traumatic ee (C) 58, 
(Paramore) (C) 188 

Aphasia, vis (A) 824 

ey aie medical, rules for (LA) 111, 

Argentine-British Medical ‘Centre, 323 

Arm, see Brachial, Radiculitis 

Armstrong, J. R., Bone-grafting. in the 
Treatment of Fractures R) 142 

Army, American—507 ; ealth of, 26; 
neuropsychiatric discharges from, 547; 
tropical skin diseases in, 388 

Army, British—Army Dental Corps, 248 ; 
impetigo on aea in (MacKenna an 
Cooper-Willis) 357 / leptospirosis in 
(Buckland and Stuart) 331; medical 
officers, employment of, 574, 754 ; 
ophthalmology in (Bendor-Samuel) (Cj 
220 ; see also Demobilisation, Services 

Army ‘Malaria Rescarch Unit—alkali and 
kidney function, 701; report by, 141 

Army Medical Department Bulletin (A) 536 

ANG) 159 cardiac, quinine in (Minchin) 
( 

Arsenicals, antidote to (LA) 854 

Arsp henamine—jaundice, 116 ; toxic mani- 
festations (LA) 3 

Art galleries, 540 ; 

Arthritis—Arthritis (Phelps) (R) 80; 
Arthritis and Allied Conditions (Comroe 


(R) 466; bismuth in (Hall) (C) 385; 
Gout (Talbott) (R) 404; see also 
Rheumatism 


Arthrography—air (Herzog) 5; (Somerville) 


673 
Artificial respiration (Viswanathan) (C) 480 
Ascorbic acid in milk, 1 
ASLIB microfilm service ao 856 
Aspergillus fumigatus, 3 
Ae opigtion of Port Health Authorities, 


i 


Atkinson, C. M. R., pronator tomy (C) 863 

Atmospheric pollution (A) 857 

Atomic en ne aao 503 ; ee and (A) 
280 ; medical research on, 290 

Australasia—Anopheline Mosquitoes of 
a 70 Region (Lee and Woodhill) 

Austria—medical plans for, 419; UNRRA 
help for (P) 833; Vienna, 648 

Autolysins, 172 

Autopolyploidy in Penicillium noniin 
(Gordon and McKechnie) 47 

A aries, see Medical auxiliaries 

Aviation N a A aad (Ironside and 
Batchelor) (R) 636 

Awards, see Honours, On Active Service 


Baar, H. S., life of red cell (C) 724 

Baby— Pathology | of Labour, Puerperium 
and Novo cCormick) (R) 564; The 
Premature Baby (Crosse) (R) 110 

Boug proteus, penicilin and (Stewart) 


Bacitracin (A) 641 ; 

Back—injured (LA) 436; strained (Tip- 
pett) (C) 542 : 

Bacteriology—Bacteria in Relation to 
Milk Supply (Chalmers) (R) 208; cul- 
ture tube (Kennedy) (C) 652; Practical 
Handbook of Bacteria (Mackie and 
aaa (R) 80 ; what are bacteria ? 


Bacteriolysis by penicillin, 1 

PAA 7 bins and staple lococct (Himmel- 
we 

Bailey, H., retropubic prostatectomy (C) 


B.A.L. (British AA TOW ABISO) (LA) 854 

Balean, A (0) 2 

Balfour, M. I.. (0) 7 

Balint, E. M., 
Guldancs (R) 110 

Ball, W. G. (O) 125, 158 

Ballard, S. I. A Bequelee of cerebrospinal 

meningitis, 2 

Balme, H., poe treatment (C) 186 

Bangalore “ hospital town,” 346 

Bae memorial diabetic convalescent 
home (Lawrence) (C) 384 

Barclay, J. A., hepatorenal syndrome 
treated with choline chloride, 458 

Barclay, P. E., prophylactic sulphonamides 
in rheumatic fever, 751 

Barclay-Smith, E., death of, 53 ;- (O) 126 

Barium carbonate Poisonin g (Morton) 738 

Barkey, P. (O) 580. 

Barlow, W., stress fractures (C) 614 © 

Barnard, W. G., Kettle’s Pathology of 


Ja placonte prenin 743 

Barrett, E. (0) 2 

Barton, M., ‘thermogenic effect of proges- 
terone, 671 ; waking vomperature: and 
female fecundity, 663 


Introduction to Child 
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Batchelor, I. R. 
_ psychiatry (R) 636 
Batchelor, J. S. congenital dislocation of 


hip, 673 l 
E. M., domestic staff in hospital 


Bateman, 
(C) 384 

Batteson, C. L., testimonial to. 64 ; 
of thanksgiving (C) 90 

Beale, J. F. (O) 616 

Beattie, T. (O) 29 

Beattie, W. M., glomangioma, 137 

Bedson, S. P., penicillin and psittacosis, 394 

Begg. N. D., whooping-cough, 79 

Belgium—surgical clinic in (Young) 858; 
tuberculosis in (Wybauw) 404 

Bellows, J. G., Cataract and Anomalies of 
the Lens (R) 80 

BELRA, annual meeting, 24 

Belsen concentration camp—Glyn Hughes 
Hospital, work of patients of, 618; 
medical aspects of (Lipscomb) 313, 
Eon) (C) 512; UNRRA unit at (Layton) 


Belt, 3T. H. (0) 94 ° 
Bendor- Samuel, J. E. L., ophthalmology 
in Army (C) "220 


C., Aviation Neuro- 


token 


menor sickness (P) 542; in pregnancy, 

Benesch, R., nicotinamide elimination 
eas 97; nutrition in Newfoundland 
(C) 1 

Bennett, T , hypertension, 563 

Bentley, F H.. appointment, 159 


Benzene hexachloride (Kirby) (C) 722 
Berlin, health of, 158 
Berliner, F., iorta leucotomy, 325 
Betatron (A) 570 
Beveridge, R. L., 
Bickerton, H. R., 
mologinte (C) 448 
Biddle, E. (O) 353 


prefrontal leucotomy, 325 
Faculty of Ophthal- 


Biggs, R., ‘renal anoxia or hypersensitivity ? 
(C) 384 

Bilharziasis, 586 

Bingham, J. A. W., stress fracture of 


femoral neck, 13 

E. W., pollicisation of index 
finger, 674 

Biochemistry —Advances in Enzymology 
and Related Subjects of Biochemistry 
(Nord and Werkman) (R) 466; Annual 
Review of Biochemistry (Luck and 
Smith) (R) 372; Handbook of ‘Physio- 
logy and Biochemistry - (McDowall) (R) 


Biology of Flight (Fitzpatrick) (R) 142 

Biopsy—bone tumour (A) 570; liver 
(Sherlock) 397, (Lévy) (C) 480 ; ” muscle 
(Bowden and Gutmann) 768 

Birks, P. M., infections of the superficial 
palmar space, 669 

Birth-rate, war and (LA) 17, (Gould) (C) 


21 
Bismuth—E.B.I., 186; in arthritis (Hall) 


C) 385 

Blake, H. E., flavazole. 97 

Blench, T. H., voice of apes, 16 

Blind—atds for, 836 ; occupational adjust- 
ment of (Farmer) "474 ; research at St. 
Dunstan’s, 223 

Blinking (A) 678 ete. 

Blood—coagulation, penicillin and (A) 
535, (Ungar) Sore 614: congenital hemo- 
lytic disease (Horne. Lederer, Kirk- 
patrick, and Leys) 33, (correction) 96; 
Leukopenia and Agran ocytosis (Dam- 
eshek) (R) 530; mepacrine’s effect on, 
142; neutropenia, pyridoxine in (Leys) 
(C) 723; oxygenation of, at high alti- 
tudes, 147: plasma in starvation 
(Cuag) (C) 61 ; stored, preservation 
of (A) 605; see also Anæmia, Cell, 
Hæmoglohin, Hæmorrhage, Leukemia, 
Purpura, Serum 

Blood-groups—Rh_ agglutinins (Coombs, 
Mourant, and Race) 15, (LA) 112, (A) 
823 ; specificity of (LA) 375 

Blood- -pressure, see Hypopiesia 

Blood-tests for motorists (P) 720 

Blood-transfusion—and the anmmic heart 
(Sharpey-Schafer) 296; civilian service 
(LA) 567, 675; London service, 292 ; 
on airborne operation, 3; Quelques 
vérités premières sur la transfusion 
sanguine (Tzanck) (R) 710; safety and 
the Rh factor (LA) 112 ; Scottish Blood 
Transfusion Association, 797; selection 
of patients for (Conway) 206 

Blood-vessels—subclavian, compression of 
brachial plexus and (LeVay) 164; 
sympathetic block in injuries of (Siddons) 
77: vasouar changes in prisoners - of - 
war (Edge) (C) 317 ; Pinan Sclerosis 
(Moscheowitz) (R) 564 

Blood-volume, estimation of (A) 84 

Bloom, H.. ‘Cellophane’ dressing for 
burns, 559 

Blum, G., clinical trial of v. F.I. 42 

Board of ’Control—report, 691; return to 
London, 32 

Boarding-out of insane (A) 378 

Boarding-schuols (A) 20 
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Boils treated with penicillin, 464 

Bone Tha W., Medical War Relief Fund 

Bone—bone-grafting, iliac hernia after 
(Oldfield) (correction) 32; Bone-grafting 
in Treatment of Fractures (Armstrong) 
R) 142; lesions following caisson 

isease (James) 6: osteomyelitis, treat- 

ment of (LA) 532 ; osteoporosis, 708 ; 
tumours, aspiration biopsy of (A) 570 ; 
see also Fracture 

Booger K., eoo of death corrected, 


Books—for Holand (Moran and Webb- 
Johnson) (C) 690; for patients, 727 ; 
German, in facsimile, 191 ; microfilms 
of (A) 856; projected on ce y 31; 
supply of, through British Coun unG ; "121 

Boots, surgical, scarcity of (P) 611 

Boric ‘acid, toxicity of (A) 377 

Borland, Vv. (O) 835 

Borstals (A) 145 

Bourdillon, B., on leprosy, 24 

Bowden, R. E. M., muscle biopsies, 768 

Bowdler, A. P. (O) 482 

Brachial Bris o odara compres- 
sion of subelny ian vessels and (LeVay) 
164; injury, exploration of (Hambly) 
360, "(C) 645, (Seddon) (C) 478 

Brachial radiculitis (Dixon and Dick) 107 

Bradbury, E. B., prisoners from Hong- 
Kong, 645 

Bradley-Watson, J., prisoners from Hong- 
Kong, 645 

Brailsford, J. F., mass radiography, 808 

Brain—lumbar puncture in treatment of 
penetrating wounds (O’Connell) 389; 
subarachnoid heemorrhage in relapsing 
tever, 630 ; see also Leucotomy, Menin- 
gitis 

Brain, W. R., paying for treatment (C) 
831; Recent Advances in Neurolo 
and ’ Neuropsychiatry (R) 208; speec 
and handedness, 837 

Brandon, W. J. M., inguinal hernia, 812 - 

Branwood, A. W., 8-pethidine, 528 

Brash, J. C., teaching of anatomy (C) 651 

Bray, W. E., Synopsis of Clinical Labora- 
tory Methods (R) 276 

Brazil, plastic surgery in, 451 

Bread—(P) 575; post-war bread policy, 
789; vitamin x in national loaf (A) 784 

Breast—cancer of (A) 85; sore nipples 
eg Aa, 590 

Brend, W. A., 
Conflicts (R) 80 

Briggs, B., medical films (C) 351 

Britains Way to Social Security (Lafitte) 


Foundations of Human 


British anti-lewisite (LA) 854 


British Association of Physical Medicine, 64 

British Council—(A) 714 ; films for over- 
seas (C) 90; lectures, 32, 452; medical 
department, 121, 122 

British Empire Cancer Campaign (C) 57, 


859 
British Empire Leprosy Relief Association, 
24 


British Medical Association—annual repre- 
sentative mecting, 148, (correction) 192 ; 
presidential address (Souttar) 129; re- 
lease and recruitment, 87 ; scholarships, 


260 

British Medical Students’ Association— 
105. 247, 547; film catalogue (C) 125 

British Medical Bulletin, 121 

British Pharmaceutical Coder, 610 

British Pharmaceutical Conference (A) 85 

Britton, C. J. C., leukremic reaction in 
phlegmonous gastritis, 430; gastric 
cancer and pernicious anremia (C) 480 

Brown, D., injuries of the menisci, 849 

Brown, W., demobilisation of medical 
students i 383; psychiatrist and 
priest (C) 613 

Browne. Ce at nee 867 

Bruce, L G: (0) 833 

Buckland, F. leptospirosis in the Army, 
331 ; scrub- typhus vaccine, 734 

Buckley, Cc. W., ankylosing spondylitis 
(C) 862 

Buckston tow ne dinner, 683 

Budget (P) 575 

Bullet wounds of Pear Ate orris) 464 

Rulletin of War Medicine (A 

Bunnell, S., Surgery of ana oa 600 

Bur bery, W. M., Introduction to Child 
Guidance (R) 110 

Burger, G. C. E., starvation in Holland, 282 

Burgin, J. C.. rose hips, 183 

Burnet, dee doctors for- industry (C) 578 

Burns, B H.. intervertebral disk, 424 

Burns—‘ Cellophane’ dressing for (Bloom) 
559; mustard-gas (Thomas and Gough) 


496 
Butcher, W. H., shortage of doctors (C) 288 
Butler-Jones, E. V., women with Royal 
Air Force, 371 
Buttle, G. A. H., appointment, 548 
Buxton, St.J. D., prevention of accident 
and limitation of injury, 672 
Buzzard, Sir F. (O) 864 
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Cc 


Cabot, H. (O) 322, 354 ` 
Caa ddick, S., male nurses (C) 29 
, P. non & Co., Ltd., penicillin in agar 


of), 388 disease, bone lesions in (James) 6 
Calcinosis, interstitial (Medvei) 708 
Calcium in water-supply, 23 
Calcium gold keratinate in louse - borne 

relapsing fever (Wolman, Omar, and 

ADU-Taleb) 775 
Calcutta (A) 714 
Calver, H. N., visual education (C) 351 
eae Scientific Instrument Company 


A) 785 
ae: C., tuberculosis in childhood (C) 


Campbell, J. M., recruitment of medical 
women (C) 289 

Campers, poliomyelitis among, 386 

Camps—boys’ cam), 860 ; holiday centres 
(Davison) (C) 27, (C) 92 

Cancer—atomic energy and (A) 2803 

« breast (A) 85; British Empire Cancer 
Campaign (0) 57, 859: Cancer Act 1939 
324; carcinogens, 181 ; diagnosis of 
(P) 866; in national medical service 
(Stebbing) 65, (Ward) (C) 156, (Amulree) 
(C) 220 ; gastric, and pernicious anemia 
(LA) 406,- (Britton) (C) 480; hormone 
treatment of, 817; mortality, high, 
explanations of, 65 ; research, 160, 283; 
spinners’ (P) 793: stomach and other 
viscera, direct irradiation of (Fairchild 
and Shorter) 522; urinary system, 
detection of (A) 182 

Candidates; medical, at General Election, 


Cannon, W. B. (0) 545- 

Capener, N., splints, 673 

Capitation fee, 684 

Carbohydrate absorption in sprue (Mae- 
graith, Adams, Havard, King, and 
Millet) 635 

Carhuncles treated with penicillin, 464 

ar Ne TAR quinine in (Minchin) 

Cardiff port, 31 

Carter, J. B., Fundamentals of Electro- 
cardiographic Interpretation (R) 466 

are ce semilunar, arthrography and 

erzo 

Cartwright, F. F., trichlorethylene (C) 652 

Caruana, S., psychiatrist and priest (C) 690 

Case-records, Duncan, Hanley, 
and Morton) 379; eerie) (C) 479 

Cassidy, Sir M., hypopiesia (C) 417 

Casualties—a, evacuation service, 22, 
(Stewart) 270, (eckson) (C) 543; in 
American Army 6; psychiatric, in 
India (Tre dgold) G rt psychiatric, 
military (P er) 454, 

Cataract and pees | Peay of the Lens 
(Bellows) (R) 80 

Catering—at the London Hospital, 223; in 
hospitals (A) 146, 292, 618 

Cecil Houses, 642 

Cederström, Hj., planning a hospital ser- 
vice 571 

Cell, red, normal life of (LA) 500, (Baar) 
(C) 724, (correction) 764 

: Cellophane ’ dressing for burns (Bloom) 


Central Film Library (C) 90 

ee Library Bureau (Edwards) 

Central Medical War Committee—release 
and recruitment, 87; thanks from 
Minister of Health, 95 

Certification—148 ; for soldiers (Hudson) 
(C) 863; indulgent on (C) 60 

Chaigeley School (A) 6 

Challinor, $. W., ponicitiia in serous-cavity 
infections, 843 

Chalmers, C. H., Bacteria in Relation to 
the Milk Supply (R) 208 

Chalmers Mitchell, Sir P., death of (A) 53 

Channel Islands—diet in (A) 569; tuber- 
culosis in, 547 

Charnley, J., exposure of posterior horn 
of medial meniscus, 771; fractured 
femur, 674 

Cheale, J. M., hremothorax (C) 6 

a a Sir Le Lawson Tait and ‘Lister (C) 


A ih pharmaceutical, development 

o 5 

Chemot Srey 7 pect acin Nou ee of; in 
empyema (Roberts) also 


Penicillin; Suipioneniides 
Chest—complications, postoperative (Gus- 
terson) 431; empyema, chemotherapy 
in (Roberts) 403; Introduction to 
Diseases of the Chest Maxwell) (R) 710 : 
Mass Radiography (Hilleboe and Morgan) 
(R) 372; mediastinum, bullet wounds of 
(Norris) 464; mitral stenosis and 
silicosis (Hanson) (O) 416; mycosis, 
acute pulmonary (Delikat and Dyke) 


Bee d ih a ee — 


en ee 


Lad 
fti 
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370 ; - penicillin in serous-cavity infec- 
tions (McAdam, Duguid, Challinor, and 
McCall) 813; respiration, artificial 
(Viswanathan) (C) 480; Surgical Dis- 
orders (Donaldson) (R) 530; see also 
Hiemothorax, Pneumoconiosis, Pneu- 
monia, Pneumothorax, Tuberculosis 


Chesterman, J. T., Treatment of Acute 
Intestinal Obstruction (R) 176 

Children—adoption, 387; child health, 
institute of, 583: child health, Nuffield 


chair of, London University, 800 ; Child 
Welfare (Davis) (R) 208; child welfare 
plans for London boroughs, 537: delin- 
quents (A) 715; Handbook on Diseases 
of Children (Williamson) (R) 176; 
handicapped, in industry. 619; health; 
films on, 618; health in the war, 536; 
Intelligence Tests for Young Children 
(Valentine) (R) 80; Introduction to 


Child Guidance (Burbery. Balint, and 
Yapp) (R) 110; maladjusted, 800; 
maladjusted, Chaigeley School for (A) 
679; maladjustment of (Edelston) (C) 
759; mentally defective, certification 
of, 799; mortality, infant (LA) 820; 
tachycardia, paroxysmal, in (A) 748; 
see also Baby, Nurseries, Tuberculosis 


in childhood 

China—Hankow, 760 ;- Hong-Kong, 608 ; 
UNRRA and (A) 280 s 

Chiropodists register, 253 

Chloroform, 166 

Choline chloride in nebaro rona syndrome 
(Barclay and Cooke) 4 

Christian Science nurses ae 85, 540 

Christie, R. V., penicillin in bacterial 
endocarditis (C) 123 

Church Army Housing Ltd. flats for old 
people, 800 

Citizens’ Advice Bureaux os 750 

Civil Nursing Reserve (A) 8 

Civil Service, scientists in (A) 469 

Clark, W. E. Le G., Essays on Growth and 
Form (R) 466 ; Tissues of the Body (R) 


49 
ertog S. G., demobilisation of. doctors 


Cobban, K., Army medical services (C) 416 


Cocci, pyogenic, isolation of (Williams) 306 

Cochrane, A. L., medical officer as prisoner- 

. Of-war ts Germany, 411 

Coghill, F., amosbic dysentery (C) 319 

nP o EAEAN w factors in peripheral 
vasoneuropathy after ch (Osborne 
and Cowen) 2043; tissue damage by (A) 
20, (Greene) (C) 154 


Colitis, lee eive intestinal mucosa in 
(Gill) 202, oean (C) 321; penicillin in, 
71 ; surgery in (LA) 405; treatment of 
Payne) (C) 319 - 

Co eiiis 6 H. Ok J., penicillin treatment of 

S, 


Colonial Medival Research Committee (A) | 


311 
Colonial Medical Service—252; oppor- 
tunities (A) 569, (A) 680; private prac- 
tice and (P) 756 
rare sue hospitals, psychiatrist for 


Colonies—development and welfare of, 
827; medical research in (A) 311; 
training of nurses for, 419 

Goloatomy (Stalker) (C) 59 

Comfort, A., penicillin for congenital 
syphilis, 4: 

Compensation—assessment of industrial 
disability (Levy) 787; for industrial 
injuries (P) 508; „gnomer s, for 
pneumoconiosis (P) 6 

Comroe, B. I., ts eer Allied Condi- 
tions (R) 466 

Congenital malformations and RDO (A) 


19 
Connell, A. M. (O) 725 
contrac consummation and (ML) 
Contributory scheme for hospitals (Lett 
and Brain) 831 
Conway, H., blood-transfusion, 206 
Conybeare, J.J . Textbook of Medicine 


6 
Cooke, O., films for returning Service 
doctors (C) 125 
Cooke, W. T., gas- gangreno (C) 511; 
hepatorenal syndrome, : 458 
Cookson, H., thiouragil m goitre, 485, (C) 
5 x 


Coombs, R. R. A., Rh agglutinins, 15 
a aa E ’s., impetigo contagiosa, 


Copeman, W. S. C.. artificial dehydration 
in rheumatism, 553 

Coproporphyrin in pellagra (Rimington 
and Lenor) 494 

Corner, G. , Ourselves Unborn ees 110 


en ek oo) wales 409; workman 
w 
Gotoren i] a “« murder ’’ (ML) 355 


re A e Modern (Harry) (R) 372 

Costoclavicular compression (LeVay) 164 

Cowen, J., peripheral vasoneuropathy after 
chilling, 204 © 


Cramer, W. (O) 353 
Crichton-Miller, H., 
practitioner, 231 
Crisp, E. J., damaged intervertebral disk, 


training of general 


422 
Crone, S. (Q) 726 
Cropper, C. F. J., sigmoidoscopy in amosbic 


dysentery, 460 
chose. V. M The Premature Baby (R) 110 
Crow, D (O) 654 
Oruickahant, R., whooping-cough, 78 
Cryopathy, see Cold 

ue pipiens in water-tanks (Shute) (C) 
Cullen, C. H., actinomycosis, 674 

Callington, D. E. . plasma in starvation 


C) 61 
Culpin. M., ah teed in medicine, 517 
Culture tube ennedy) (C) 652 


Curare in eti eeia (Griffith) 74, (Mallin- 
son) 75, (LA) 81, (Macintosh) (C) 124, 
(West) (C) 155, (Kellaway) (C) 186, 
(Gray) (C) 448, (Newcomer) (C) 579 

Cuthbertson, D. P. appointment, 620 ; : 
protein metabolism, 710 

ere ane, 169 — 

Cyriax, J., lumbago, 427 

Czechoslovakia—Czechoslovak Association 
of Clinical «Pathologists, 61 9; polio- 
myelitis in Prague, 356 


D 
pein. H. G., Medical War Relief Fund (C) 
Dameshek, W., 


cytosis (R) 530 
Dark-adaptation and psychology (Godding) 


Kono ponia and Agtanale: 


Clostridium wetchii, see Gas-gangrene (C) 863 

Clothing as protection against malaria, 686 | Darmady, E. M., syringe-transmitted 

Coalminers’ pneumoconiosis ane and |, hepatitis, 106; traumatic-urremia syn- 
Hart) (C) 155; see also Min drome, 305 

Cobb, S., Borderlands of. Paychiatry (R) | Daukes, S. H., visual education (C) 350 
674 Davidson, J. N. . protein metabolism, 710, 


(correction) 800 

Davies, J. (O) 323 

Davics, L. P., doctors and specialists (C) 
651, (correction) 690 

Davis, H » Child Welfare (R) 208 

Davis, J. S., ‘Tupture of spleen in infectious 
mononucleosis, 72 

Davis, L. J.—appointment, 224; thiou- 
racil in rf, hoki 740 

Davison, Sir R., holiday crisis (C) 27 

Day, G., “ perfe ct a.P.,’’ 300, (C) 449, 
(correction) 484 5 

D.D.T.—(P) 577, 609; control of mos- 
quitoes (A) 311 ; inunction with (Taylor) 
a 320 ; use of, in American Army, 26, 


Dead hand—in users of vibrating tools 
(McCann and MacCormack) 359, (Whit- 


well) (C) 449, aron (C) 544; not 
reco ed officiall y (P) 650 iA 
Deafness—clinic for (A) 115, 128; deaf- 


aids, selection of (P) 720 ; deaf-mutes in 

Scotland, 356 ; deafness İn Middle East, 

262 > Lip- reading and Hearing ds 
(Ewing) | (R) 16; Your Children’s Ears 

Death, Ee ada in infancy (Grace) 306 

Decompression illness, bone lesions 
(James) 6 

Deficiency diseases at Belsen (Lipscomb) 
313; see also Vitamin 


Degrees and diplomas, 245; see also 
niversities 
Dehydration—artificial, in rheumatism 


ae and Pugh) 553 ; in the tropics 

Deitch, 6 I., ga npa survey of Yorkshire 
area 

Delikat, EB., e pulmonary mycosis, 370 

Delin uency in children (A) 715 

Demobilisation—(P) 575; aid for comple- 
tion of research by demobilised officers, 
583; civilian life, return to, 26, (Souttar) 
129, (C) 289, 381, 476, (A) 716, 721, 827; 


estab hments, medical, in Services (C) 
288; help for returning doctors, 686, 
(A) 716; hospital appointments for 


demobilised in N. Ireland, 655 ; informa- 
tion bureau for released doctors ? 
(Osborne) (C) 187, (A) 716; L.C.C. and 
released medical officers, 547: malaria 
after (LA) 49; medical (C) 28, (C) 60, 
87, (C) 94, (C) 124, (Souttar) 129, 149, 
150, (C) 154, 160, 214, Or 220 (Clayton) 
(C) 288, (LA ) 307 (C) 3 324, 536, 
(C) 579, (moran) te) 612 13b) 794, (A) 
824, 829, (P) 832 ; medica. from R.A.F., 
147, 281, (LA) 307, (A) 376, (P) 509. 


680 ; medical from U.S. Army, 47, 483, 
506, "790: medical women, 188: nurses, 
163; E ersonal Injuries (Civilié wn) Scheme, 
292 : pharmacists (Young) (C) 512; 
prisoners-of-war (C) 58; radiologists, 
demobilised. information bureau for, 
858 : students, medical (Brown) (C) 383, 
(P) 509: students, medical, would-be, 
721: see also Refresher courses 

De Mowbray, R. M. (O) 481 

Dental, see Teeth, Trichlorethylene 

Dermatitis, tetryl (A) 678 

Dewar, H. A., effort syndrome, 161 ; 
relapsing fever with nephritis and sub- 


arachnoid hemorrhage, 630 

Diabetes mellitus—Banting memorial dia- 
betic convalescent home (Lawrence) (C) 
384 ; diet and diabetes in rats (LA) 467 ; 
diet for diabetics, 542: motorist and 


insulin (ML) 88; retinal changes (A) 114 

Diagnosis Diagnosis of Main Symptoms, 
Index of Differential (French and 
Douthwaite) (R) 306; of cancer in a 
national medical service (Stebbing) 65, 
(Ward) (C) stadd (Amulree) (C) 220; 
see also Symp 

eae and treatment centres (Morgan) 


C) 

Dible, J. J. Pa pathology of infective hepa- 
itis, 3 

Dick, B. Š., Textbook of Surgical Patho- 
logy (R) 276 

Dick, R. C. S., neurosurgery in the eastern 


theatre of War, 193 

Dick, T. B. S., brachial radiculitis, 707 

Dicoumarol, antibacterial action of, 8 

Diet—and diabetes in rats (LA) 467 : > at 
Belsen (Lipscomb) 314; for diabetics, 
542; for invalids (P) 509; hospital 
kitchen, prospects in, 618 ; in Channel 
Tand: (A) 569; in tropics (Marsh) (C) 

; (LA) 179; of prisoners- -of-war 
Pg hillane) (C) 3 

Dietitians in Neepinaié (P) 720 = 

Diggle, W. S. (O) 726 ! 

one T. W. T., body temperature (C) 
5 

2, 3- Dimercaptopropanol (LA) 854 

Dinners and luncheons—<Association of 
Ancesthetists, 728; British Orthopedic 
Association, 584: Chelsea ical 
poles 867 ; farewell to Major-General 


T.” Richardson, 764; Heberden 
voclety (A) 606; Middlesex Hospital, 
45 Royal College of Surgeons of 


England. Buckston Browne dinner, 683 ; 
Royal Society (A) 748; Royal Society 
of Medicine. (45 53, 553 St. Mary’s 
Hospital, Paddington, 25; Society of - 
Medical Officers of Health, "412, 656 

Dionne quintuplets, 838 - 

Diphtheria—cutaneous, treated with peni- 
cillin, 464; immunisation (P) 650, 
(LA) 745, (P) 756; immunisation in 
Scotland (P) 833; routine examination 
for (Sladden) 306: tracheobronchial in: 
an infant (Skelton) 306 

Diphyllobothriid tapeworms (A) 822 

Disabled persons—Disabled Persons ct, 
619; industrial disability (Levy) 787 ; 
jobs’ for, 867; mentally disabled 
(Stalker) (C) 542 ; register, 420, (A) 502 ; 
resettlement of (Girdlestone) 165, (Pat- 
terson) 766; resettlement of disabled 
Service men (A) 343 ` 

Disinfestation, advances in, 609 

Disk, see Intervertebral disk 

Displaced persons— medical care of (A) 
147 ; settlement, 540 

Distressed persons, admission to U.K. (P) 


6 

Diver, J. (O) 727 

Diving, deep, 292 

Divorce law, doctors and (ML) 215 

Dixon, G. J., brachial radiculitis, 707 - 

Doctors—accidents, and, 829; alien: and 
appointments (P) 866, register of (P) 
611; cars for (P) 650, (P) 833; change 
of, $827; divorce law, and (ML). 215: 
in Parliament, 150 ; on the screen, 158; 
payment of; in New Zealand, 7 18: 
practitioner as teacher (A) 409; recruit- 
ment of (P) 688; shortage of (Butcher) 
(C) ee fot 318, E 352, (Dunlop) (C) 
416, 544, 756 ; > specialists 
ies ro) 651: “visitors, ‘foreign, 122; 
visits abroad, 122: - Women, recruitment 
of (Campbell) (C) 289: women, retiring 
age for, 149; see also Demobilisation 
Medical Women’s Federation, Societies 

De a .„ Operation for varicose veins 
(C) i 

Dodds, E C., 
817 


Dodson, A. I., Urological Surgery (R) 338 

Donaldson, J. K.. Surgical Disorders of 
the Chest (R) 530 - 

Douthwaite, A. H., Index of Differential 
Diagnosis of Main Symptoms (R) 306 

Dowdall, F. J., hospital survey of Yorkshire 
area (C) 758 

Dressings, surgical, supply of (P) 541 


hormone treatment of cancer, 
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WwW. R. M., effect of mepacrine on 
health, 107 

Drugs—at high altitudes (A) 147; dan- 
gerous, 191; in oral cavity, spread of 
(MacGregor and Long) 299; narcotic 
drugs convention, 191; polyarteritis 
nodosa and drug sensitivity (LA) 374 

Drummond, J., starvation in Holland, 282 

‘ D-tubocurarine,’ 75 

Dubos, R. J., Bacterial Cell (LA) 533 

Dudgeon, A., scrub-typhus vaccine, 734 

Dudley, Sir Sheldon (A) 855 

Duguid, P., penicillin in serous-cavity 
infections, 843 

Duke-Elder, Sir S., Faculty of Ophthal- 
mologists (C) 

Duncan, G. W., 
records, 379 

Duodenum, rupture a (Salisbury) 562 

Durham, m E. (0) 6 

Dyke, S.C s SE ANE mycosis, 370 

Dysentery—amæbic, 585, (Payne) (Coghill) 
(C) 319; ameebic, chronic (Hargreaves) 
68, (Eliott) (C) 186; amesbic, liver 
abscess, 138; bacillary, sulphonamides 
in (Scadding) 549; control of, in purs- 
o 79; sigmoidoscopy in (Cropper) 

yon as sulphadiazine (Jepson and Whitty) 

l 


Drew, 


44 
filing of abstracts and case- 


E 


Ears, see Deafness, Otitis 
Eastern—customs, need for instruction of 
Service men in (Tredgold) (C) 154; 

theatre of war, neurosurgery in (J ohnson 
and Dick) 193; see also Far East, 

‘ Middle East 

E.B.I., 186 

Ecthyma ‘treated with penicillin, 463 

Eczema treated with penicillin, 464 

eer ase H., maladjustment of children 

Eder, David: Memoirs of a Modern 
Pioneer (Hobman) (R) 110 

Edge, J. R., partial starvation in prisoners- 
of-war (C) 317 

Edmunds, A. (O) 797 

Education—(A) 534, (LA) 239, (LA) 675; 
Education Act, 149, (LA) 675: health 
education through isotype (Neurath) 
236; medicine, teaching of (Aitken) 
225; of general practitioner (Crichton- 
Miller) 231; of surgeon (Ogilvie) 229 
postgraduate opportunities, 253 ; research 
in Scotland, 323; Students’ Guide, 225- 
260 ; visual (Thomas) 234, (Harrison) 
(C) 320, (Daukes) (C) 350, (Calver) 
(Vernon) (C) 351; see alsa Films 

Edward, D. G. ff., 'scrub-typhus vaccine, 


734 : : 
pawaran G. R., Continental libraries (C) 


Edwards, P., primary tuberculosis, 403 
Effort. syndrome (Hill and Dewar) 161, 
= (LA) 240 
Egypt, poliomyelitis in, 130; 
Farouk, Middle East 
Eire, medical research in, 347 
Elam, J., free choice of surgeon (C) 689 
Election candidates, medical, 24 
Electrocardiography — Fundamentals of 
eS Ta E Interpretation 


(Carter) (R) 4 
Blectroencephalography in migraine (A) 


Elkes, J. J., gas-gangrene (C) 511 
EHinger, P., nicotinamide elimination, 197 
Eliott, G. W. M., amoebic dysentery (C) 


186 
Ellis, J. S., wounds in region of hip-joint, 


Ellis, V. H., fractured femur, 674 

Elton, A., medical films (C) 318 

BOL I OEI oe eee Unborn (Corner) 
(R) 110 

Emergency Bed Service (A) 410 

Emergency Medical Service—248 ; 
statement in (ML) 577 

Fmetine—in dysentery, 69; E.B.I., 186 

Empvema, chemotherapy in (Roberts) 403 

E.M.S., see Emergency Medical Service 

Encephalitis, postscarlatinal (IHingworth) 
600) 

Endocarditis, bacterial, penicillin in (Chris- 
tie) (C) 123 

Enemas (LA) 177, (Jones) (C) 289 

Enteritis in nurseries, 79 

Enterotome (Telford) (NI) 744 

Enzymes—Ad vances in Enzymology (Nord 
and Werkman) (R) 466 

Epidemics—acute poliomyelitis in India 
Command (McAlpine) 130; epidemic 
disease in Europe (A) 719; Global 
Epidemiology (Simmons, Whayne, An- 
derson, and Horack) (R) 780; pre- 

- cautions against (A) 680; Service aid 
for civilian practitioners in, 755 

Epididymitis (Laird) 670 


see also 


rein- 


Epilepsy—(A) 786; International League 
against Epilepsy, 323 

Epithelioma, epee (P) 793 

Epsom College, 96, 

ery CGE te formal life of (LA) 500, 
Baar A 724, (correction) oa 

Ether—169; as irritant (A) 6 

Ethiopia, health of (Llewellin) Ka 57 9 

Eugenics Society, 530 

Europe, feeding of (McCance and Widdow- 
son) (C) 863 

Evans trailer and jeep, 2 

Evans, D. G., chemotherapy in tetanus: 336 

Evans, E. H., zinc-chlioride smokes 368 

Evans,’G., “ perfect A.P.” (C) 5 

Evans, R. , hseemorrhagic iathesis, 175 

Ewart’s sign (A) 410 

Exeter clinic, Family Planning Association, 


99 

Ex-Servicemen—disabled, resettlement of 
(A) 343; paraplegic, proposed settle- 
ment for, 95; war pensions, 867 

Eyes—blinking (A) 678; Cataract and 
Anomalies of the Lens Viney (R) 
80; penetration of penicillin into~(A) 
344: tuberculosis and (Stobie) 403; 
Your Children’s Eyes (film) 618; see 
also Blind, Ophthalmology 

Eysenck, M., ageing and senility, 402. 


F 


saint a A a chief inepeetor; 790 ; 
women in (A) 4 

Faculty of Ophthalmologists (Duke-Elder, 
Law, Tennent, and Bickerton) (C) 448, 


484 
Fairbank, H A. T., congenital dislocation 


Fairchild, G. C., direct irradiation of cancer 
of stomach and other viscera, 522 

Familial crises in congenital hemolytic 
disease (Horne, Kirkpatrick, Lederer, 
and Leys) 33, (correction) 96. 

Familial . Susceptibility to Tuberculosis 
(uter. R) 208 

Family Life—Rebuilding Family Life in 
Post-war World (Marchant) (R) 434 

Family Planning Association, Exetep 
clinic, 99 

Far moat = et on of opium, 515; 
UNRRA in (A) 280 

Farmer, E., occupational adjustment of 
the blind, 474 


;.4 Farouk, King, and College of Surgeons, 32 


Fatigue, chronic (Abrahams) 421 

Fatigue foot (A) 114 

Fatigue fracture—of femur and tibia 
(Wolfe 2na Robertson) 11; of tibia 
(Mann) 8 

Fecundity, waking temperature 
and (Barton and Wiesner) 663 

Femur fracture—673; fatigue fracture 
(Wolfe and Robertson) 10 ; stress frac- 
ture of femoral neck (Bingham) 13 

Ferguson, M. S., sulphonamide and peni- 
cillin in pneumonia, 805 

Fertility—female, and waking temperature 
(Barton and Wiesner) 663 ; (Halbrecht) 
668; male, assessment of, by semen 
analysis (Harvey and Jackson) 99, 134 

Filing of abstracts and case-records (Dun- 
ny Cian and Morton) 379, (Garvie) 

Films—239:; ansesthesia techniques, 83, 
728 :- catalogue, British Medical Stu- 
dents’ Association (C) 125; catalogue, 
Royal Society of Medicine and Scientific 
Film Association, 83, (Gordon-Taylor 
and Elton) (C) 318; cata ogue, scientific 
films committee of Association of Scien- 
tific Workers, 388; Central Film 
Library (C) 90; child- ‘health films, eee 
for returning Service doctors (LA) 8 
(McIndewar) (C) 59, E (C) 90 
(Cooke) (Nieter) (C) 125; in medical 
teaching (Jones) ets 217, (Longland) (C) 
258, (Newman) ( (MacKeith) (C) 
318, (Harrison) (oy EN Platts and 
Briggs) (C) 352, (Pryer) (C) 85, (Ather- 
stone) (C) 449, (A) 469; Kenny treat- 
ment (Balme) (C) 186; maternity ser- 
vices, 727; medical student and, 256; 
reading in bed books projected on 
ceiling, for, 31; scripts, 238; Seven- 
League Film Unit (Nieter) (C) 125; 
supply of, by British Council, 121; see 
also Scientific Film Association š 


Firms.—Accident Service, 121 ; Birthday, 
727; Evacuation of Casualties by Air, 
22; Family Doctor, 158; Foreign 
Bodies in Pericardium and Heart, 
452; Io damma ion 385; Surgery in 
Chest Disease, 121, 239; Your Children’s 
- Ears, 618; Your Children’ s Eyes, 618; 
Your Children’s Teeth, 618 


eas G. H., teaching of pathology (C) 


female, 


Fulton, J. F., 


Findlay, G. M. infective hepatitis, trans- 
mission of, 594 
Fingoi; index, pollicisation of (Ringes 


Fish, tapeworms of (A) 822 

Fishing—long-lining, 574, re 4 

Fisk, G. R., frat tured femur 

Fitzpatrick, F.L ‘+ Biology. of Tight (R)142 

Flavazole, of (McIntosh, 
Robinson. “Belble, Reidy, Blake, and 


 Pebleillin. in primary atypical 
neumonia (C) 1 

Flight, Biology of (Fitzpatrick) (R) 142 

Flour—(P) 575; policy for (A) 784, ‘789 

Fluorine in water-supply, 23 

Folic acid and anemia (A). 856 | 

Food—(LA) 565; feeding. of Europe 
(McCance : and Widdowson) (C) 863; 
coup plies (f (P) h ns a see also Catering, 
Diet, Ministry of 

Food-poisoning at Stoko on Trent: 221 

Food yeast, progress in (LA) 713, (Moore) 


(C) 

Foot—fatigue (A) 114; ringworm, inter- 
digital (James) 401; trench, see Vaso- 
neuropathy 

Foote, aan Ro operations for varicose veins 


(C) 6 
Foramen z m um,. obstruction at, 36 
Forbes, W., thiouracil in p ancy, 740 
Ford, F. 'R., Diseases of the Nervous 


System (R) 466 
Form—Essays on Growth and Form (Le 
Gros Clark) (R) 466 
Foster homes for the insane (A) 378 
her ae of Human Conflicts (Brend) 


Fractures—Bone-grafting in the Treat- 


ment of Fractures (Armstrong) (R) 142 ; 
fatigue (LA) 49; fatigue, of femur an 

tibia (Wolfe and Robertson) 10 ; fatigue, 
of tibia (Mann) 8; stress (LA ) 49, 
(peron, (C) pele stress, of femoral neck 


(Bingham) 1 
Fraenkel, G. J., “ perfect A.P.” (C) 350 
tuberculosis in childhood 


Franklin, -L. M., 

(C) 723 
Frazer, A. C., gas-gangrene (C) 511 
Freedman, A., twist-lock syringe (NI) 276 
Bree W.. "A., new acridine derivatives 
French, H., Inĝex of Differential Diagnosis 

of Main P e Po (R) 306 
French, J. (O) 7 
Friends Ke ief ii (A) 642 
Froin’s syndrome, retropulsed interver- 

tebral disk producing (Hughes) 401 
ETOR DIG, see Tissue damage by cold 
Fuller, A. T., chemotherapy in. tetanus, 336 
Fulton, F., cultivation of Rickettsia lsutsu- 

qamushi. in lungs of rodents, 729 
Bibliography of Visual 

Literature, 1939-44 (R) 3 
Furunculosis treated with penicilin, 464 


G 
Gabb, H., hypopiesia (C) 614 


Galley, A. , trichlorethylene in dental 
surgery, 597 

Galloway, D. (O) 835 . e 

Gall-stone, obstruction of bowel by 


(Moroney) o 613, (Jewsbury) (O) 651 
Bane Sir oration on Lawson Tait 

‘ Gammexane,’ 610, (Kirby) (C) 722 

Gardner, A. D., laboratory diagnosis of 
Weil’s disease, 305 

Garvie, A., filing of abstracts and case- 
records (C) 479 

Gas-gangrene— (Frazer, Govan, Elkes, and 
Cooke) (C) 511; in Italy (Gledhill) ' 264 ; 
tissue changes ” induced br are . welchtt 
type A filtrates (Robb-Smith) 362; 
toxemia of (Macfarlane and MacLennan) 
301, 328, (O’Meara) (Power) (C) 477 

Gastritis, acute phlegmonous (Paul) 429, 
(Britton and. Warner) 430 

Gayer-Anderson, R. G. (O) 62 

Geckeler, E. O., Plaster of Paris Technic 
(R) 636 

General Election, 24, 150, 158 

General Medical Council, 120, 718, 753 

General Nursing Council, assistant nurses 
committee (A) 85 

German measles and congenital malforma- 
tions (A) 19 

Germany—Berlin, health of, 158: doctors 
in Army of the Rhine, 754 ; Hanover, 
153; Heidelberg University reborn (LA) 
820 ; Lüneburg, 476; Wittenberg pris- 
oner-of-war camp, 4li: see also Belsen, 
Prisoners-of-war 

Ghalioungui, P., glossitis and riboflavine 
deficiency (C) 352 

Gibson, P. C., periarteritis nodosa and 
toune, 108 

Gill M., ulcerative colitis treated with 
teteni mucosa, 202 


ee: ee ee ee ee 


‘der! i tata. vont Samia ee 


- Halbrecht, 
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Gillespie, R; D. (OJ 616, 655 

Gillicen b A., holidays (O) 759 

Girdlestone, G. R., hospital, industry, and 
the injured man, 765:;,. on combined 
tuberculosis, 779: sidelights on knee- 
joint surgery (C) 862 

Glandular fever, see Mononucle osis 

Glass, V., thromboc ytopenic purpura, 772 

Glazebrook, A. J., trials of 8-pethidine, 528 

Gleadow, E. Ki ante hlorethylene in surgical 


wards (C) 2 
Gledhill, W. e. ETE Italy, 264 
Glider, supplies by, 2 


Glomangioma (Beattie) 137 

Glossitis and riboflavine petclency 
(Ghalioungui and Jalily) (C) 3 

Glover, E., Psycho-pathology oe Prostitu- 
tion (R) 780 


Glutamic acid (A) 408, 539 : 

a RESE E., nutrition in Newfoundland 

Godding, E. . W. dark-adaptation and 
psychology (C) ‘$63 

'Goitre—endemic, ana water-supply, 17, 23; 
see also Thio 

- Goldmann, F., Public Medical Care (R) 564 

Goldschmidt, H., ageing and senility, 402 

Goligher, J. O., airborne surgical centre, 1 

ences penicillin for (A) 212, (Wood) 


(C C) 
Good, T. 9. (0) 654 
geda S 6? i psychiatrist and priest (C) 
Godon, M yeast (C) 759 


Gordon, W. W. W. autopolyploidy in Peni- 
cilium ROAIT. 

Go Tamor, T -, medical films (C) 318 

z Hoillin eroon (0, 91 
Gough, J., matara pas 

Gould, C. A., war anl i birth-rate o) 218 

Gout (Talbott) tk 

Govan, A. D. T gangrene (0) 511 

Grace, W. H., nl death in infancy, 306 

' Grafts—Bone-grafting in the Treatment 

of Fractures (Armstrong) (R) 142; skin- 

waa plasma fixation of (Sheehan) (C) 


- 219 
eo G., transmission of jaundice (C) 
Grapevine, 608 
Gray, T. C., curare in ansesthesia (c). 448 
al infections in, 655; reable- 
ment in, 191 
Greene, R., tissue damage by cold Ad 154 
Grieve, J., ‘whither medicine ? (C) 8 
- Griffith, , protein tA AETR S To 
Griffith, H. R. 5 ” curare in anæsthesia 
Growth—Growth and Form (Clark). FR) 
466.; substances (LA) 5 
Guest, L. Haden appointment, 281 
Gunshot wounds—CH nical Aspects of 
Sepsis d in Gunshot Wounds (Melnikov) 
Gunther, SM., sore nipples, 590 — 
Gusterson, F. R. -» postoperative chest com- 
ET 431 
Guthrie, D., History of Medicine (R) 744 
. Gutmann, É., muscle biopsies, 768 
Guttmann, L., fiavazole, 97 
Gynsecology—chair of obstetrics and gynæ- 
cology in Liverpool University, 451; 
Recent Advances in Obstetrics and 
FINECO EY (Bourne and Wiliams) (R) 


H 


Hadley, E. C., hospitals and benevolence | 


(C) 796 l 

Heematuria and. hemorrhagic: diathesis 

; (Evans and MacLaren) 175 

: mas SU levels in Great Britain in 1943 

Hemolytic disease, familial crises in (Horne, 
Kirkpatrick, Lederer, 
(correction) 96 . 

Hemophilus influenze, 18 : 

Heemorrhage, subarachnoid, in relapsing 
fever, 630 

Heemorrhagic diathesis, 
(Evans and MacLaren) 175 

Hemothorax—(Cheale, Qvist, and Rusby) 
(C) y na hæmopneumothorax (Simp- 
son) 5° 

Hair and Scalp AN m 852. 

Hairs, ingrowing (A) 7 

I., ovarian function and body 
temperature, 668 

Hall, P., bismuth in arthritis (C) 385 

Hall: Sir A., incubation period of lobar 
pneumonia (C) 351 _. 
A 7 E., Annual Review of Physiology 
( 


O ois i brachial-plexus injury, 360, 
- Hamilton, A. G., abolition of. rickets (C) 158 
Hand—infections of superficial palmar 
_space (Birks) 669 ; pollicisation of index 
‘finger Bintcliffe) 674 ; Surgery of the 
Hani ¢ unnell) (R) 600 ; ; See also Dead 


and Leys) 33, 


heemnaturia and |. 


' Hobhouse, N., 


ER EE S___— ee 
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Handedness, speech and (Brain) 837 

Hankow, 760 i 

Hanley, H. G., filing of abstracts and case- 
records, 378 

Hanover, =. 

Pennon; D. A., mitral stenioais and silicosis, 


16 
Hardwick, C.,: syringe-transmitted hepa- 
titis, 106 

Hargreaves, W. H., amosbic dysentery, 68 
Hargrove, Ss. W. G., sulphonamides in 
. sinusitis and otitis media 335 

Harris, I., hypopiesia (C) 510 

Harrise 


ert eae 

Hart, P. ers ig Pacumocontosts of coal- 
miners A Bed 

Harvey, C., assessment of male fertility 
by semen analysis, 99, 134 

Haseeb, M. A., vaccinia virus, 170 

Hastings, S., Labour aorty and a national 
health service (C) 479 

Havard, E _—carbohydrate absorption 
in sprue, 635; effects of mepacrine, 141 ; 
renal syndrome induced possibly - by 
renal anoxia, 293 

Hawkins, F. S., combined ‘tuberculosis, 780 

Hayward, N. J. 
myositis, 560 

injury—Acute Injuries of the Head 

row porban) (R) 338; after-treatm 


ent 
Hoaith. Health and Social Welfare 1945- 
.46 (Horder) (R } 818; international 
organisation (LA) 177, (A) 823: pro- 
gramme in U.S.A. (LA) 853; 
Industrial health, Industrial medical 
“ services, Ministry of 
health service, Public health 
Health centres—(LA) 340, 473, (Rogers) 
(C) 511; and hospitals (A) 371; ; experi- 
. mental (P) 509 
ealth, mental—chair of, in Aberdeen 
University, 799; ina rural area (Mayer- 
Gross) 530 — 
Hearing-aids, see Deafnes 
Heart—angina Becton, thtouracil in A) 


-» anaerobic streptococcal 


180; arrhythmias, quinine in (Minchin) 
(C) 759; Saray occlusion (A) 213, 
409; Das Herz beim Scharlach (Stein- 


mann) (R) 710; effort syndrome (Hill 
and Dewar) 161, (LA) 240; Electro- 
cardiographic Interpretation ine 
(R) 466; endocarditis, bacteri peni- 
cillin in Nagel (C) 123; Ewart’s sign 
EY 410; mitral stenosis and silicosis 

anson) (C) 416; rheumatic fever and 
(Parkinson) 657; transfusion and the 
anseemic heart (Sharpey-Schafer) 296 ; 
transplantation of (A) 640.; trauma of 


(A) 21 
ae ae F. F., penicillin for skin conditions 
Army 
Hemphill, VR E., TEcisimor, 125 
Henderson, V. È. (0) 8 
Henderson: Begg, A., bora: typhus vaccine, 


‘Hendry, J., death of, 376, (O) 418 . 
Heparin as preventive of tissue damage by 


cold, 21 

Hepatitis—tfollowing injection,~1 18° infec- 
tive, early diagnosis of (Pollock) 626, 
(A) 640; infective, transmission of 

‘and Willcox) 594 ; 
of (Dible) 305; syringe-transmitted 
(Darmady and *Hardwick) 106, 116, 
(Graham) (C) 289 

aren evorenare syndrome (Barclay and Cooke) 

Herd psychology (A) 605 

Hernia— iliac, 
field) (correction) 32; 
don) 812 

Herniorrhaphy, modification of (Stevenson) 


Herpes virus (A) 785 

Herzog, E. G., air arthrography and somi- 
lunar cartilage, 5 

Hess, Rudolf (A) 750 

Hey Crores È Synọpsis of Surgery (Wake- 


ley) (R) 8 
Hey, W. H., prostatettóny (C) 834 
G. W. . effort syndrome, 161 


(Bran- 


Hill, I. G. 
Hillo H. E., Mass Radiography of 
- Chest (R) 372 
ilton, S. M., “ perfect A.P.” (C) 383 
Himmelweit, F., combined action - of 
enicillin and bacteriophage on staphy- 
ococci, 104 
Hip-joint—acetabular approach (Steven- 
son) (C) 221; congenital dislocation, 
672; wounds ‘in region of (Ellis). 490 
Hips. 'rose—(Burgin) 183; (Wokes) (C) 


Histamine headache (A) 146 i 

syphilitic wrist-drop, 141 

Hobman, J. B., David Eder (R) 110 

Hodgson, G. A., penicillin for skin condi- 
tions in Army, 462 


on, J., new acridine derivatives (C)- 


797 
Harrison, L. W., visual education (C) 320 
G., Modern Cosmeticology (R). 
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Hott, P. M., Bibliography of Visual Litera - 
ture (R) 372 Tf 

Hogben, H., dysentery 
nurseries, 79 

Holidays—(A) 641, 


and enteritis in 


(Smith) (Gillison) (C) 


759; home for the (White) (C) 796; 
long vacation (Howie) (C) 258; mine 
camp, 860; staggered (A) 641; war- 
time camps for (Davison) (C) 27, "(C) 92 
Holland—books for (Moran and Webb- 
Johnson) (C) 690 ; starvation in (Burger, 
Sandstead, and Drummond) 282; tuber- 
culosis in (Van den Berg) 404 
Holloway prison, medical woman as 
governor, 146 à 
Holman, M. S., suspension bar for Thomas 


splint (NI) 434 

Hong-Kong—608; health. of prisoners 
from (Jones, Bradle »y-Watson, and Brad- 
Bare) 645, eee (C) 723 

—for services in Channel 

Islands, 836; Macdonald, F., 582: 
Neven- Spence, B., knighthood, 260; gee 
also On Active Service 

foe H. M., Global Epidemiology, (R) 


Horder, Lord, Health and Social Welfare 
oe (R) 818 ; Philosophy of Jesus 

Horgan, E. S., vaccinia virus, 170 | 

Hormones—cancer, hormone treatment of, 
Seas Psyche und Hormon (Meng). (BR) 


Horne, J. L., familial crises in congenital 
hemolytic "disease, oe s seperecuicn) 96 

Hortega, P. del R. (0) 2 

Hospi a o qualifications, 
7553 a pomtmionta to, proposed rules 
for (LA) 111 ; Bangalore hospital town, 
. 346; benevolence and (A) 749, (Hadley) 


(C) 196°: Berkshire, Buckinghams 
and Oxfordshire, 505: dietitians ashire 
720 ; eastern area, 505 ; food (A) 1 A 


618 ; future of (P) 650 ; general-practi- 
tioner, 150; grants to voluntary (A) 
ealth centres and (A) 377; Hos- 
staal & erta Association, 764; injured 
man and (Girdlestone) 765; Italian, 
447; London and home counties, 345; 


London County Council, 250 maga- 
' zines in, 608; mental (LA) 81, (P) 649; 
mental, medical service, 250 ; orthern 


Ireland, 505 ; north-western’ area, 682 ; 
orderlies, 867 : outpatient. departments 
(Li : » 3 757 ; parent, ar hoi 
ardy paymon of hosp 

tote” tand Brain) 831 ; reform 
(A) 342; a ap (A) 714; services, 
better, 441; Sheffield and East Mid- 
lands, 682 ; South Wales and Monmouth- 
shire, 504 ; staff, 148, 717, (Marston and 
Low) (C) 796; staff, domestic (A) ote 
(Bateman) (C) 384; -staff, shortage, 3 


(LA): 637; staff, titles, and du les 
(Williams) (C) 350: surveys, regional, 
345, 441, 504, 681: village (A) 7503 


visits to patients, 127; VoLrm™s, 506; 
voluntary, future of (A) 606: voluntary, 
of London, 345, 836; Yorkshire, 682, 
(Deitch) (C) 689, (Dowdall et al.) (C) 
758, (Wilson) (C) 796 


Hosp tTrats.—Ashford County Hospital, 62 ; 
Glyn Hughes Hospital, a (Layton) 


ord. Nuffield, 32; 
ng, 223; Maudsley Hospital, 483, 
692, chair.of psychiatry, 836 ; Middlesex 
Hospital annual dinner, 451; National 
Heart Hospital (Parsons- Smith) (C) 
479: National Hospital, Queen Square, 
clinic for study of deafness (A) 115, 128 ; 
Princess Tsahai Memorial Hospi ital, 
Ethiopia, 127.; Queen Charlotte’s Mater- 
nity Hospital, more beds for, 727; 
Royal Eye Hospital, department of 
industrial ophthalmology, 420; Royal 
Hospital, Chelsea, research in (A) 714; ; 
Royal Victoria Hospital, Netley, 160; 
St. Audry’ s Hospital, ‘Melton, 192; 
Dunstan’s, research at, 223; St. Mary’s 3 
Hospital: centenary, 25, exhibition 
train, 344; St. Thomas’ 8 Hospital, plans 
for rebuilding, 764 ; Södersjukhus 
(Southern Hospital), Stockholm (Ceder- 
ström) 571; Staines County Hospital, 
62 ; University College Hospital, polio- 
myelitis at, 726; Westminster Hospital 


medical school (A) 471 ; Woodside 
Hospital, 833 . 
ieee eee ne 541, 687; Church Army 


Housing Ltd. flats for old people, 800 
Howie, J. W., long vacation (C) 258 
ar a D. W., certificates for soldiers (C) 


seria R., retropulsed intervertebral 
is 

Hughes, W., fatty liver and malignant 
- malnutrition (C) 861 

Hunt, R. S., penicillin for liver abscess, 138 
Hunter’s bust (Meiklejohn) (C) 290 


| 
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Hurford, J. V., primary tuberculosis in 
children, 624 
Hutchison, R., Elements of Medical Treat- 

ment (R) 276 
Hyaluronidase, 364 
Hydrolysate therapy, 710 


Hygiene—in U.S.S.R. (Semashko) 5t; 
industrial (A) 536; industrial, in New 
Zealand, 537 


Hypersensitivity, renal anoxia or ? (Biggs) 
Hy portension (Bennett) (Lockett) (Wilson) 
0 


Hypertonic solutions in purulent menin- 
gitis (Shalom) 36 

Hypopiesia Smith) (C) 385, (Cassidy) o) 
417, (Smith) (Harris) (Plesch) S i 510 
(Starling) . (C) 544, (Gabb) 
(Simpson) (C) 652, , (P etch) (C) 563 

Hypovitaminosis, see Vitamin deficiencies 


Ice-cream, safety of (A) 214 

Iliac hernia after bone-grafting (Oldfield) 
(correction) 32 

Illingworth, C. F. W., Textbook of Surgical 
Pathology (R) Niy 

Illingworth, R. S., EE A TEN, enceph- 
alitis, 600 l 

Illiteracy (A) 824 

Immunisation—diphtheria (P) 650, (LA) 
745, (P) 756, in aie (P) 833; 
protozoal diseases LA) 603 \ 

Imperial Chemical Industries films of 
anesthesia, 83, (C) 90 

Impetigo contagiosa—penicillin in, 463; 
sulphathiazole in (MacKenna and Cooper- 
Willis) 357, (Lees) (C) 511 ` 

eae -tax allowance for wife’s services, 


Index finger, pollicisation of (Bintcliffe) 674 

India—Bangalore hospital town, 346; 

Calcutta, filthy (A) 714; Command, 
epidemiology of poliomyelitis in (McAl- 

pine)’ 130; health of four hundred 
milions (Morris) (correction) 324; In- 
dian customs, instruction of Service men 
in (Tredgold) (C) 154; Indian Medical 
Service, 251 ; Indian troops, anæmia in 
(C) 59; Indian Village Health (Norman- 
Walker) (R leprosy, 24; neuro- 
surgery in the eastern theatres of war 
(Johnson and Dick) 193; Poona, 476; 
psychiatric casualties (Tredgold) (C) 154; 
Rangoon, 349: sprue in, 813; tsutsu- 
gamushi on India- Burma border (Tatter- 
sal) 392; women’s medical service, 
252, and Dr. Margarot pours 798 

Indoly lacetic acid (LA) 5 

Indulgent certification (Clarke) (C) 60 


Industrial health—atmospheric pollution 


(A) 857 ; chair of industrial health, 867 ; 
diploma in industrial health, 451, (LA) 
499, (Burnet) (C) 578; disab ity, 
assessment of (Levy) 787; doctors for 
industry (LA) 499; factories, report of 
chief inspector, 790 ; handicapped chil- 
dren in industry, 619; hygiene (A) 536; 

Industrial and Orthopedic Surgery 
(Painter) (R) 48; Industrial Health 
Research Board, 606 ; injuries, com- 
pensation for (P) 508 ; injuries not 
caused by accident (Py 793; in New 
Zealand, 537; medical services, 249; 
medicine in, 790 ; resettlement (Girdle- 
stone) 765, (Patterson) 766; women in 
oe (A) 407; workers’ renblement, 


IN ENGLAND Now.—Aircrew on oper ations, 
56—American army, 507—Army medi- 
cal officers, employment of, 574—Art 
galleries, 540—Asthma and smoking, 349 
—Atomic energy, 380—Attlee, 184— 
Bagdad, medical life in, 56—Cinema 
raises temperature, 238—Civilian life, 
return to, 721—Clothing as protection 
against malaria, 686—Demobilisation, 
476, 829—Demobilised would-be medical 
students, 721—Diet and sedatives in 
hospital, 122—Diseases, fluctuations in 
incidence of, 26—Doctors and accidents, 
829—Education in Russia, 122—Film 
scripts, 238—Fishing, 574, 760—Flving, 


polar, 56—Gasworkerg’ strike, 760— 
Glutamic acid, 539—Grapevine, 608— 
Hankow, 760—Hanover, 153—Honge- 


Kong, 60 8—Hospital, inquiries at, 28i— 
Italian hospitals, 447— Laboratory work 
in tropics, 316—Leuca di Bagni, 540— 
Long-lining, 574, 760—Luneburg, 476— 
Malaria, clothing as protection against, 
686-— Midwife, R.E.M.E. corporal as, 123 
—Milk, rôle of, in evolution, 539— 
Monsoon, 284—Moscow specialists, 153 
—Moscow visited, 89—Naples, 476— 
Nettle stings, 316—Nightingale, Florence, 
letter of, 829—Nostalgia, 792—Occupa- 
tional stigmata, 829—Opera in Rome, 
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507, 540—Polar flying, 56—Poona, 476 
—Prison-camp in Siam, 476—Psychia- 
tric instruction for Service doctors,. 238 
— Psychiatrists, 27—‘‘ Psychogenic ”’ ills, 
238—R.A.F. slang, 760—Rangoon, 349 
—Rome opera, 507, 540—Russia, educa- 
tion in, 122—Sedatives in hospital, 122 
——-Service men, return to civilian life, 26, 
381—Ship’s doctor, 760. 761—Siam, 
prison-camp in, 476—Slang, R.A.F., 760 
—Strawberries, 216—Surgery on board 
ship, 153—Thunderstorm, 28i—Tokyo, 
-721—Tomatoes, 216—Tropics, labora- 
tory work in, 316—UNRRA, 648— 
U.S.A., 792—Verbal communications, 
284—Vienna, ote ere rounds, clock- 
wise, 686 


Infant mortality (LA) 820 

Infarction in caisson disease, 6 

Infectious diseases—control of, 652; in 
Germany (P) 720; weekly lists of, 30, 
57, 90, 123, 158, 189, 224, 287, 315, 
348, 386, 420,.446, 483, 815, 548, 582, 
610, 653, 691, 726, 762, 799, 868 

Inflammation—biochemistry of (A) 182; 
film of, 385 

Influenza—bacillus, 18; “gastrice” (A) 
342, (Ryle) O ATY (Richards) (C) 758 ; 
vaccine (A) 8 

Infusion into a htamai saphenous vein 
(Kirkham) 815 

Infusions, penicillin, aseptic necrosis at 
sites of (Nelson-Jones and ao iamh) 817 

Inguinal hernia (Brandon) 8 

Injuries, see Brachial ean, Gunshot 
wounds, Head, Heart, Hip-joint, Indus- 
trial injuries 

To, marking: aniline poisoning from (A) 
Ə 

Inquests, judicial review of, 25 _ 

Insane, see Mental disease 

Insemination, artificial, of cattle (P) 687 

Insulin, motorist and (ML) 88 

Insurance—National Insurance Bil (P) 


66 
Intelligence—in rats, increased by glutamic 
acid (A) 408; Intelligence Tests for 
- Young Children (Valentine) (R) 80; 
tests for the blind, 474 
Internal Medicine (Musser) (R) 852 
ee health organisation (LA) 177, 
(A 
International League against Epilepsy, 323 
Intervertebral disk—damaged (Crisp) 422; 
protrusion. of (Burns and Young) 424; 
retropulsed, producing Froin’s syndrome 
(Hughes) 401 ; strained back (Tippett) 
(C) 542; Bee also Back, Lumbago 
Intestinal ‘mucosa, extract of, in ulcerative 
colitis (Gill) 202, (Logan) (C) 321 
Intestinal obstruction—caused by gall- 
stone (Moroney) (C) 613, (Jewsbury) 
(C) 651 
‘ Intocostrin,’ 74, 75, 82, 155 
Invalids, special ‘diets for (P) 509 
Iodine—in water-supply, 23; urea and, 
in U.F.I. (Wakeley and Blum) 42 
Ireland—Medical Research Council of, 
347; Northern, hospitals survey, 505 


Ironside, R. N., Aviatlon Neuropsychiatry 


(R) 636 

Irwin, W. K., retropubic prostatectomy 
(C) 795 

Ischemia, 77 

Isotope tracers, 710, (correction) 800 

Isotype—health education through (Neu- 
rath) 236; use of (Vernon) (C) 351 

Italy—gas-gangrene in (Gledhill) 264; 
hospitals, 447; Leuca di Bagni, 540; 
Naples. 476; nutrition in (A) 502; 
Rome opera, 507, 540 -: 


J i 


Jackson, M. H., assessment, of male fertility 
by semen analysis, 99, 134; postcoital 
examinations, 127 

Jackson, R. C., air evacuation (C) 543 

Jalily, M. A., glossitis ascribed to ribo- 
flavine deficiency (C) 352 

James, C. C. M., late bone lesions in 
caisson disease, 6 

James, G. W. B., psychiatric lessons from 
active service, 801 

James, J:, trichlorethylene in dental sur- 
gery (C) 6 

James, T., interdigital Peon treated 
with sulphurated lime, 401 

seen Sir W., on medical services (A) 

69 

Japan, 721 

Japanese occupation of Hankow, 760 

Jaundice—arspheuamiine. 116 ; Weil s dis- 
ease, laboratory diagnosis of (Gardner) 
305; see also Hepatitis 

Jedlewski, B., books and journals for 
Poland (C) 480 

Jeffcoate, T. N. A., appointment, 461 

Jenkins, W. D. (O) 726 l 


Jepson, R. P., 
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purulent meningitis (C) 
415; culphadiasine dysuria (C) 321 

Jesus, ‘philosophy of (A) 535 

Jewsbury, P., gall-stone obstruction of 
bowel (C) 651 

Johnson, R. T., neurosurgery in the eastern 
theatre of war, 193 

Joint Tuberculosis Council, 323 

Jones, C. i P., wounds by anti-personnel 


es, 
Jones, D. J. (O) 617 
Jones, r A. verb, sap. on en. sap. (C) 289 


Jones, H . B., typhoid in immunised per- 
sonnel, 933 
Jones, N. , films in medical teaching (C) 


17 
Jones, P., health of prisoners from Hong- 
ast os 
Jones, S L. (0) 290 
Jordan, J 32 ary phoid in immunised per- 
sonnel, 
Joules, nih * Labour Pr Se and national 
. health service (C) 4 


Journals, Baie ohi and (A A) 


856 ; too many (Parish) (C) 448 
J oyner, L., cultivation of Ri t 
gamushi in lungs of rodents, 729. 


Juliio, O. F., Clinical Diagnosis of Neural — 


Leprosy (R) 744 
Jungle warfare, 193 
Jury, coroner’s, and ‘“ murder?’ (ML) 355 


K 3 


Kayne, G. (O) 94 
Ke way, C. H., curare in anesthesia 


(C) 186 
ESO. Pos F. H., treatment of malaria, 
Kennedy, W. *P., culture tube (C) 652 
Kenny treatment (Balme) (C) 186 
Kenton, B., direct laryngoscopy and 
tracheal intubation, 742 
Komer: G. D., Rheumatic Diseases (R) 


Kettle’s Pathology of Tumours (Barnard 
and Robb-Smith) (R) 744 
Keys, T. E., History of Surgical Anes- 


thesia (R) 636 
Kidney—function, effect of alkali on 


(Army Malaria Research Unit) 701; - 


hepatorenal syndrome treated with 
choline chloride (Barclay and Cooke) 
458; internal secretions (LA) 747 ; 
nephritis in relapsing fever, 630 ; - penal 
syndrome (Maegraith, Havard, and 
Fereous) 293; see also Renal anoxia, 


rinary 

Killen, W. M. (O) 481 

KE E. fe . pneumoconiosis of coalminers 

King, 155 D., carbohydrate absorption in 
sprue, 35 

King Edward’s Hospital Fund—(A) 86; 
bursaries for hospital administrators, 
655; hospital diet (A) 145 z report of 
joint committee (A) 342, 

King-Lewis, F. L., proche lactis use of 
sulphonamides in rheumatic fever, 751 

Kirby, A. H. M., benzene hexachloride 


2 

Kirkham, J. H., infusion into internal 
saphenous vein, 815 

Kirkpatrick, H. J. R., 
congenital hemolytic disease, 33, (cor- 
rection) 96 

Klieneberger-Nobel, E., pleuropneumonia- 
like organisms in human vagina, 46 

Knee-joint—arthrography of (Somerville) 
673 ; injuries, diagnosis of, surgery 
sidelights on (Girdlestone) (0) 86: ; 
wounds of (Newman) 632; see also 
Patella, Semilunar cartilage 

sor F K., vi -C content of milk, 

Kraupl, F., prefrontal leucotomy (C) 480 

Kumera, R. K. W., ankylosing spondylitis, 


775 
Kwashiorkor N (C) 861 
Kyphoscoliosis (A) 1 


' í L 


Laboratory—Synopsis of Clinical Labora- 
tory Methods (Bray) (R) 276 

Labour—Pathology of Labour, Puerperium, 
and Newborn (McCormick) (R) 564 

Labour Pety policy of (LA) 143 

Deote E T , Britain’s Way to Social Socurity 


Laird, S. M., Teee mient of epididymitis, 670 
Lamont, J. C. (O) 3 


Landsteiner, K. 3 "specificity of serological ` 


reactions (R) 8 
‘Lanette wax ax’ in penicillin cream 
(Gough, Still, and Wozencrott) (C) 91 
Laryngoscopy, "direct E onton) T42 
Larynx, evolution of, 


familial crises in - 


\ 
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mcs tia Faculty of Ophthalmologists 

Lawrence, R. D., Banting memorial 
diabetic convalescent home (C) 384 

Lawon; Sir A., appeal for Christmas (C) 


Layton, T. B., UNRRA as international 
venture (C) 613 


LEADING ARTICLES 


Albuminuria in the young, 566—Allergy, 
pollen, 468—American health pro- 
gramme, 853—-Aneemia, pernicious, 
and gastric caneer, 406—Anesthesia, 
curare in, 81—Aneesthetics: tragedy 
of the wrong cylinder, 278——Antidote 

: to arsenicals, 854—Appointments for 

Service doctors, 111—Army and 
‚civilian medical services, 531—-Arseni- 
cals, antidote.to, 854 

Back, "injured, 436—Back to the white- 
paper 277-—Bacteria, what are? 533 

irth-rate, war and, 17—Blood- 
annta service, civilian, 567 

Cancer, gastric, and pernicious ansemia, 
406—Cell, red, normal life of, 500— 
Charter for nurses, 637—Childhood, 
tuberculosis in, 638-—Christmas, shar- 
ing, 783—Clinical specialisation, 209 
—Colitis, ulcerative, surgery in, 405 
—Carare in a ae 81—Cylinder, 
ragedy o 

5 Palen t A 307—Diabetes and rats’ 
choice of diet, 467—-Diphtheria im- 

' munisation, ebb- tide in, 745—Doctor- 

made, 240—Doctors for industry, 499 
—-Donors, 675—Drug sensitivity and 
olyarteritis nodosa, 374 

Education, 
209— Enemas : verb. sap. on en. sap., 
177—Evpnee, 711 

- Fatty liver and malignant malnutrition, 
676—Fifty years after, 601—Film, 
refreshment by, 83—Food, 565— Food 
and fluid requirements in tropics, 179 
—Food Ministry, future of, 501— 
Food yeast, 713—Fracture, stress, 49 
—Freedom from disease in tropics, 373 

Gastric cancer and pernicious ansemia, 

.406—General election, consequences of, 


143 

Health and the nations, 177—-Health 
centres, towards, 340—Health pro- 
gramme, President Truman’s, 853— 
Heidelberg University reborn, 820 
FF nd 111—Hospitals, mental, 


1 
. Immunisation against diphtheria, 745 
—Immunisation against protozoal dis- 
eases, 603—Individual, uniqueness of, 
375—Industry, doctors for, 499— 
Infant mortality, 820—Injured back, 
436—Internal secretions of kidney, 
i A i health organisa- 
on, 1 
Jaundice, 111 
Kidney, internal secretions of, 747 
Learning, ways of, 239—Lichen planus, 
atypical, and mepacrine, 711—Liver, 
fatty, and malignant malnutrition, 676 
Malaria after demobilisation, 49—Mal- 
nutrition, malignant, and fatty liver, 
676—-Masking of symptoms, 341— 
Match the name, to, 81—Mauritius, 
poliomyelitis in, 783—Members of one 
another, 531—Mental hospitals, 81— 
Mepacrine and atypical lichen planus, 
711—Mepacrine, safety of, 144— 
iners’ pneumoconiosis, ` 437— 
Ministry of Food, future of, 501 
© Necessary action please, 30 7-—Nervous 
disease and vitamin-B deficiency, 308 
—New beginnings, 713—Normal life 
of red cell, 500—Nurse, sanatorium, 
467—Nurses, charter for, 637 
Osteomyelitis, treatment of, 532—-Out 
of sight not out of d, 111 
Paludrine, 639—Penicillin activity, im- 
proving, 601—Penicillin and pneu- 
monia, 819—Penicillin by ‘mouth, 
746—Pernicious anremia and gastric 
cancer, 406—Pfeiffer’s bacillus, 18— 
Pneumoconiosis, miners’, 437—Pneu- 
monia, penicillin and, 819—Polio- 
myelitis, control of, 278 ; Poliomyelitis 
in Mauritius, 783—Pollen allergy, 
background ’ of, 468—Polyarteritis 
` nodosa and drug sensitivity, 374— 
Population, royal commission on, 435 
—Practices, sale of, 781—-President 
Truman’s health programme, 853— 
Progress in food yeast, 713—Prostate, 
surgery of, 711—Protozoal diseases, 
immunisation against, 603 
Rats, wisdom from, 467—Red cell, 
norma! life of, 500—Refreshment by 
film, 83— Research, team-work in, 
339—Rh factor and transfusion safety, 
112—Rheumatic diseases, action 
against, 405— Röntgen, 601—Royal 
commission on population, 435 


` 


‘Leprosy—24 ; Clinical 


Sale of practices, 7 81—Sanatorium nurse, 
467—Scrub-typhus vaccine, 308— 
Selective weed-killers, 50—Sensitivity, 
drug, and polyarteritis nodosa, 37i— 
Sharing Christmas, 783—Situation, 
the, 143—Specialism, clinical, 209— 
Spondylitis, ankylosing; 782-—Stom- 
ach, pernicious ansemia and cancer 
of, 40 6—Stress fracture, 49—Surgery 
in ulcerative colitis, 405—Surgery of 
prostate; 711—Symptoms, masking of, 

341—Syringe, sterile, 111 

Team-work in research, 339—Towards 
health centres, 340—Tragedy of the 
wrong cylinder, 278—Transfusion 
safety and Rh factor, 112—Treatment 
of osteomyelitis, 532—Tropical ulcers, 
82—-Tropics, food and fluid require- 
ments in, 179—Tropics, freedom from 
disease in, 373—-Truman’s, President, 
health programme, 853-—Tsutsuga- 
mushi vaccine, 30 8— Tuberculosis in 
childhood, 638 

Ulcerative “colitis, surge in, “405— 
Ulcers, tropical, 82— Uniqueness of 
the individual, 375—University reborn 
(Heidelberg), 820 

Vaccine, scrub-typhus, 308—Verb. sap. 
on en. sap., 177—Vitamin-B deficiency 
and nervous disease, 308 

War and the birth-rate, 17—War, end 
of, 2098—Water as a nutrient, 17— 
Ways of learning, 239—-Weed-kiilers, 
selective, 50—What are bacteria ? 533 
—White-paper, back to the, 277— 
Wisdom from rats, 467—Wrong oyl- 
inder, tragedy of, 278 

X rays, 601 

Yeast, food, progress in, 713 


675—End and_ beginning, |. 


Lederer, H., familial crises in congenital 
hæmolyti c disease, 33, (correction) 96 


Lee, D. J., Anopheline Mosquitoes of 
i en O oak Region (R) 780 
ee, E 


Lees, B., sulphathiazole in impetigo (C) 511 

Left-handedness (Brain) 837 

Le Gros Clark, see Clar 

Legs, paresthesia of, and ataxy, 262 

Leishman, A. W. D., sprue 813 

Leishmaniasis, cutaneous, °33 

Leitner, Z. A., urinary excretion of copro- 
porphyrin in pellagra, 494 

Lens—Cataract and Anomalies of Lens 
(Bellows) (R) 80 

Lenses, optical, shortage of (P) 688 

Diagnosis of Neural 


Leprosy (Julião) (R) 744; Leprosy 
rr 25; relief work, grants for (P) 


Leptomeningitis, staphylococcal, treated 
wie intracisternal penicillin (Worth) 

Leptospirosis in British Army if France 
(Buckland and Stuart) 331 

Lett, Sir H., paying for treatment (C) 831 

Leuca di Bagno, 540 

Leucopenia—Leukopenia and Agranulo- 
cytosis (Dameshek) (R) 530 . 

Leucotaxine, 182 

Leucotomy, prefrontal—(Berliner, Bev- 
eridge, Mayer-Gross, and Moore) 325 
(Kréupt) (Č) 480; ‘in L.C.C. hospital 
service, 

Leukeemia—reaction Jiane aleukæmic 
leukæmia in phlegmonous gastritis (Brit- 
ton and Warner) 430 

Leukopenia and Agranulocytosis (Dame- 
shek) (H) 530 

LeVay, A. D., costoclavicular compression 
of Pracmial plexus and subclavian vessels, 

ree aaa congenital dislocation of hip, 

Levy, Herbert, scurvy in London (C) 92; 
liver biopsy (C) 480 

Levy, Hermann, assessment of industrial 
disability, 787 

Lewin, W. H., Opposing Aspects of Social 
and Political Thought (R 

Lewis, A. J., ageing and n. 402 

Leys, D. G., familial crises in congenital 
hemolytic disease, 33, (correction) 96; 
pyridoxine in. neutropenia (C) 7 23, 
oe) 800 ; toxicity of thiouracil 


7 
Libraries—Central Medical Library Bureau 
(Edwards) (C) 861 
Lichen planus, atypical, 


(LA) 711 

Limbs, artificial (A) 115 

Meee and Hearing: Aids (Ewing) 

Lipase, 364 

Lipscomb, F. M., medical aspects of Belsen. 
concentration camp, 313 

Lister, W. A., more beds or oe out- 
patient departments #(C) 7 

Lister Institute, year’s work (ny 84 

Liver—abscess, treated with penicillin 
(Hunt) 138; biopsy (Sherlock) 397, 


and mepacrine 


(hery) 480; effect of fiepaneine on, 
fatty, and malignant malnutrition 

eal 676, (Hughes) (C) 861; 
renal syndrome treated with > 
chloride (Barclay and Cooke) 458; in 
infectious mononucleosis, 73: see "also 
Hepatitis 

Liver extract, regulations on, 

Llewellin, K. R., health of Tithionia (C) 579 

Loaf, national, see Bread 

Local authorities, larger grants to, 90 

Lockett, M., hypertension, 563 

Logan, R. F. L., intestinal mucosa in 
ulcerative colitis (C) 321 

London: blood-transfusion service, 292 ; 
county of, plan (A) 84; scurvy in (Levy) 


London County Council—housing scheme, 
484;. marriage and employment, 547 ;. 
. maternity oon child-welfare plans, 537 ; 
postgraduate training for released medi- 
Lou, Dek bead d of drugs in th 
ong, D. ocal spread o n the 
L oral cavity shee 760 
ong- 
Louis, P. ©) 762 
vaereo ment of syphilis with 


A . Staffing of county hospitals 
Loweley; O. S., Year Book of Urology (R) 


Lowy, S., Man and his Fellow Men (R) 306 
Luck, J. M., Annual Review of Biochemis- 
try (R) 312; annuel Review of Physio- 


logy (R) 1 

Lum A sciatica (Raven) (0 e ; 
mechanism of dural pain (Cyriax) 4 

Lumbar puncture—36; in hier tera of 
brain wounds (O’Connell) 389; peni- 
cillin by (A) 52 

Lumsden, T., independent research (C) 382 

Lunacy, see Mental disease 

Liineburg, 476 

Lung—empyema, chemotherapy in (Rob-. 

s) 403; respiration, artificial (Viswa- 

nathan) (C) 480; see also Chest, Hsemo- 
thorax, Mycosis, Pneumoconiosis, Pneu- 
monia, Pneumothorax, Tuberculosis 

Tunz - R. W. N., “ perfect a.P.” (C) 383 

Lyle, D. J., Neuro- Ophthalmology (R) 48 

Lyme Green Hall, Macclesfield, for para- 
plegic ex-Service men, 95 

$ wae in theatre technique (Reddington ) 


M 


McAdam, I. W.-J., penicillin for serous- 
cavity infections, 843 

Macafee, C. H. G., on placenta previa, 743 

McAlpine, D., acute poliomyelitis in India ` 
Command, "130 

MacBryde, ron M., Analysis ana Interpreta- 
tion of Symptoms (R) 56 

McCaffery, H., male nurses (0) 29 

McCall, A., penicillin 
infections, 843 

Meccan: F. O., scrub-typhus vaccine, 


734 

McCance, R. A., rations and the feeding 
of Europe (C) 863 

McCann, M. B., “ iad hand ” in users of 
vibrating tools, 359 

McCartney, J nade of Practical 
Bacteriology Ry 3 

McCombe, J. (O a 

MacCormack, D. H., “ dead hand ” in users 
of vibrating tools, 359 

McCormick, C. O., Pathology of Labour, 
ae Puerperium, and the Newborn (R) 

McDowall, R. J. S., Handbook of Physio- 
logy and Biochemistry (R) 306 

mor ariang, B. L., congenital dislocation of 


a A R. G., toxæmia of gas-gan- 
gre 328; toxin and antitoxin studies 
of gas- gangrene, 301 

MacFee, W., rupture of spleen in infectious 
mononucleosis, 72 

MacGregor, A. B 
oral cavity, 299 

McGuckin, F., poate sinusitis and otitis 
media (C) 415 

McIndewar, I., diane for returning Service 
doctors (C) 5 

McIntosh, J., fa väzolð. 97 

Macintosh, R. R., curare in anæsthesia (C) 


124 

McKechnie, J. A., autopolyploidy in 
Penicillium notatum, 47 

MacKeith, R., films for returning Service 
doctors (C) 90: medical films (C) 318 

MacKenna, R. M. B., impetigo contagiosa 
treated with microcrystalline sulpha- 
thiazole, 357 

Mackie, T. J., Handbook of Practica 
Bacteriology (R) 80 

MacLaren, H. C., hematuria and heemor- 
rhagic diathesis, 175 


for serous-cavity 


, local spread of drugs in 


1 
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MacLean, I. A., Singapore (C) 448 

MacLennan, J: D., toxæmia of gas-gan- 
grene, 328; toxin and antitoxin studies 
of gas-gangrene, 301 


MacNalty, Sir A., on medicine and poetry. 


(A) 472 
MacPhee, B. (0) 725 
Maegraith, B. G., anuria, traumatic (C) 
58; carbohydrate absorption in sprue, 
635; effect of prolonged administration 
of mepacrine, 141; renal syndrome 
(One possibly by renal anoxia, 293, 
Magendie, Francois (Olmsted) (R) 636 
Malaria—586; after demobilisation (LA) 
49; benign. tertian (C) 92; clothing as 
protection against, 687; in England 
(LA) 49; in U.S. army, 26; malignant 
tertian (C) 92; malignant tertian in 
West Africa, 108; malignant tertian, 
relapse of (Nagley) 773; ‘ Paludrine’ 
(LA) 639; suppression of (C) 92: treat- 
ment of (Wingfield) (C) 94, (Kelleher and 
Thompson) (C) 217, (Wingfield) (C) 320, 
(Kelleher) (C) 795; see also Army 
alaria Research Unit, Mepacrine, 
Quinine-pamaquin na 
Mal SOTINA ODA congenital, and rubella (A) 
Mallinson, F. B., curare in anæsthesia, 75 
aye ke malignant (LA) 676, (Hughes) 
Malta—poliomyelitis in, 130; psychiatric 
experiences in (Tunbridge) 587 
Man and His Fellow Men (Lowy) (R) 306 
Mann, K., on combined tuberculosis, 779 
Mann, T. P., fatigue fracture of tibia, 8 
Man-power, medical (P) 286, (P) 509, (P) 
541, (P) 611, (P) 650, (P) 688 - 
Meusou Beir, Sir P., tropical surgery (C) 


2 
er aes test and sanatorium nurses (LA) 


Marchant, J., Rebuilding Family Life in 
the Post-War World (R) 434 

*‘ Marfanil’ (A) 369 

Marking-ink, aniline poisoning from (A) 503 

Marriage—consummation and contracep- 
ue (ML) 183, 215; employment, and, 


5 

Marriage Guidance Council (A) 113 

Marsh, F., diet in the tropics (C) 59 

Marston, A. D., payment of anesthetists 
(C) 796 : 

Martin, G. N. (O) 157 

Mass psychology (A) 605 

Mass radiography—(Brailsford) 808 ; 
Liverpool students, 255; letter of 
Ministry of Health to local authorities, 
128; Mass Radiography of the Chest 
(Hilleboe and Morgan) (R) 372 

Massage—Physical Treatment by Move- 
ment, Manipulation, and Massage (Men- 
nell) (R) 600 

Maternity—plans for London boroughs, 
537 ; services, film on, 727 

Mauritius, poliomyelitis in (LA) 782 

Mawson. E. H., vitamin-C content of milk, 

» 7 i 

Maxwell, J., Introduction to Diseases of 
the Chest (R) 710 
Yy, H. B., penicillin in experimental 
psittacosis, 394 , : 

Mayer-Gross, W., on mental health in a 
nual area, 530; prefrontal leucotomy, 

Measles, German, and congenital mal- 
formations (A) 19 

Mecca, pilgrimage to (Corbyn) 445 

Mediastinum, bullet wounds of (Norris) 464 

Medical Annual (Tidy and Short) (R) 530 

Medical  auxiliaries—148; register of 
orthoptists, 292 

Mea Defence Union, annual mecting, 


for 


Medical journals, too many (Parish) (C) 448 

Medical literature and microfilm (A) 856 - 

Medical Personnel Priority Committee, 
chairman, 281 

Medical practices, see Practices 

Medical Research Council—change of 
address, 857 ; memorandum on sulphon- 
amides (A) 439; report on hemoglobin 
levels in Great Britain (A) 310 

Medical Research Council of Ireland, 347 

ane South African (A) 

4) 

Medical services, see Colonial, Indian, 
Mines, and National Health Service 

Medical Sickness Society, annual general 
meeting, 192 f 

Medical students—demobilisation of 
(Brown) (C) 383; ex-Service, help for 
(P) 542: ex-Service would-be, 721: 
grants for (P) 756; national health and 
(A) 281; 
also Students’ Guide 

Medical War Relief Fund, 129, 713, (Dain 
and Bone) (C) 722 

Medical Women—Lord ,Moran’s address 
to students of London School of Medicine 
for Women, 453; Medical Women’s 


South African (A) 408; see. 


Federation meeting, 371; see also 

Doctors 

Medicine—(Luntz) (R) 16; Academy of, 
proposed, 683, 754; art of, in relation 
to progress of thought (A) 114; chairs 
of medicine, 224, (A) 310, 324, 836; 
History of Medicine (Guthrie) (R) 744; 
March of Medicine (R) 434; social, 256 ;. 
teaching of (Aitken) 225; Textbook of 
Medicine (Conybeare) (R) 276; travel- 

- ling fellowships in (A) 22; whither 
medicine ? (Grieve) (C) 830 


MEDICINE AND THE Law.—Child’s death 
in hospital, 755—Contraceptives and con- 
summation, 183, 215—Coroner’s jury 
and ‘‘ murder,’’ 355—Doctors and di- 
vorce law, 215—Drowsy motorist, 88— 
Hospital doctor’s absences, 215—Judi- 
cial review of inquests, 25—Motorist 
and insulin, 88—National Anti-vivisec- 
tion Society not a charity, 152— 
—Pneumonia, operation on child with, 
152—Radiography, omission of, 152— 
Reinstatement in E.M.S. after release 
from Services, 577 A 23 


Mediterranean area, acute poliomyelitis in, 


30 

Medvei, V. C., interstitial calcinosis, 708 

MA cana A. P., John Hunter’s bust (CO) 

Melnikov, A. V., Clinical Aspect of Sepsis 
in Gunshot Wounds (R) 498 . 

Meng, H., Psyche und Hormon (R) 176 

Meningitis—cerebrospinal, sequelæ of (Bal- 
lard and Miller) 273; due to Pfeiffer’s 
bacillus, 19; hypertonic solutions in 
treatment (Shalom) 36, (Jepson and 
Whitty) (C) 415, (Shalom) (C) 612; 
leptomeningitis, staphylococcal, treated 
with penicillin (Worth) 634; pneumo- 
coccal, 37 ; problems in (A) 52; tuber- 
culous, 37 

Meniscus, see Semilunar cartilage i 

Mennell, J. B., Physical Treatment by 
eon” Manipulation, and Massage 

Mental disease—Board of Control report, 
691; foster homes for insane (A) 378; 
mentally disabled (Stalker) (C) 542; 
Scottish research on, 355; sterilisation 
for, in U.S.A., 63 

Mental health—chair of, 799; in a rural 
area (Mayer-Gross) 530 

Mental hospitals (LA) 81, (P) 649 

Mentioned in despatches, see On Active 
Service 

Mepacrine—-217; and atypical lichen 
planus (LA) 711; effect on health 
(Drew and Reid) 107, (Maegraith and 


ae 141, (LA) 144; suppressive 
Merchant navy welfare, 54 


Metabolism, protein, 710, (correction) 800 

Microfilm and medical literature (A) 856 

Middle East—acute poliomyelitis in, 130; 
obscure neuropathy in, 261 : 

Midlands, East, hospital survey, 682 

Midwifery—Pathology of Labour, the 
Puerperium, and the Newborn (McCor- 
mick) (R) 564; qualifications, 149 

Midwives—aneesthetics used by, 419, 763; 
uniform for, 865 

Migraine, mechanism of (A) 146 

Milk—Bacteria in Relation to Milk Supply 
(Chalmers) (R) 208; evolution, réle of 
milk in, 539; frozen, for hospitals, 64 ; 
in ice-cream (A) 214; pasteurisation, 
14, 148; priority permits for (P) 866; 
production of (P) 756; vitamin-C con- 
tent (Mawson and Kon) 14 

Miller, H. G., polyarteritis nodosa devel- 
oping during antisyphilitic treatment, 


200 ; sequelæ of cerebrospinal menin- 
gitis, 273 

Millet, R. F., carbohydrate absorption in 
sprue, 635 


Millin, T., on hormone treatment of cancer, 
818; retropubic prostatectomy, 693 

Millis, G. C., abolition of rickets (C) 758 

Mills, W. G., tropical ulcer (C) 124 

Minchin, R. L. quinine in cardiac 
arrhythmias (C) 759 

Miners—pneumoconiosis (LA) 437; pnou- 
moconiosis of coalminers (King and 
Hart). (C). 155; Welsh miners and 
pneumoconiosis (P) 794 

Mines, anti-personnel, wounds by (Jones) 
44 


Mines medical service, 251 

Ministry of Food, future of (LA) 501, (P) 
276 

Ministry of Health—appointments, 260; 
mass radiography, 128; rôle of syringes 
in transmission of jaundice, 116; scabies 
film (C) 913 summary report for year 


(A) 856 
Mitchell, Sir P. Chalmers, death of (A) 


53 
Mitral stenosis and silicosis (Hanson) (C) 
416 a a 


Model village, Sachel Court, . Alford, 
Surrey, 71 - 

Moir, J. L. (O) 387 ‘ 

Moncrieff, A. A.—appointment, 800; 
tuberculosis in childhood, 621 

Moncrieff, R. W., Chemical Senses (R) 674 

Mononucleosis, infectious, rupture of spleen 
in (Davis, MacFee, Wright, and Allyn) 72 

Monsoon, 284 

Moore, A. 
surgery, 

Moore, D. F., progress in food yeast (C) 
796; vitamin-B deficiency and neryous 
disease, 689 

Moore, J. N. P., prefrontal leucotomy, 325 

Moran, Lord, address at London School of 
Medicine for Women, 453; books for 
Holland (C) 690 ; demobilisation of doc- 
tors (C) 612; letter to Royal College of 
Surgeons, 754 

Morgan, D. G., diagnostic and treatment 
centres (C) 795; research (C) 415 

Morgan, R. H., Mass Radiography of the 
Chest (R) 372 : : 

Morgan, T. H., death of (A) 786 | 

Moroney, J., gall-stone ileus (C) 613 

Morphine at high altitudes (A) 147 

Morphology—Essays on Growth and Form 
(Clark) (R) 466 

Morris, J. N., health of four hundred 
millions (correction) 324 

Mortality, infant (LA) 820 ~ 

Morton, H. J. V., filing of abstracts and 
case-records, 379 

Morton, W., poisoning by barium carbon- 
ate, 

Moschcowitz, E., Vascular Solerosis (R) 564 

Moscow—specialists in, 153; visit to, 89 

Mosquitoes—Anopheline Mosquitoes of 
Australasian Region (Lee and Woodhill) 
(R) 780 ; control of (A) 311; in static- 
water tanks (Shute) (C) 155 

Mosse, B., founder of the Rotunda (A) 180 

Motor-cars for doctors (P) 650, (P) 833 + 

Motorists—blood-tests for (P) 720 ; insulin 
and (ML) 88 ; 

Mourant, A. E., weak and “incomplete ’’ 
Rh agglutinins, 15 

Mouth—local spread of drugs in oral cavity 
(MacGregor and Long) 299 

Mowbray, R. M. de (O) 481 ; 

Mud fever (leptospirosis) in British 
in France (Buckland and Stuart) 331 

Muir, E., leprosy, 24 ` 

Murder, coroner’s jury and (ML) 355 

Murray, D. S., Labour Party and national 
Cae (C) 479; penicillin creams 

Murray, M. M., water-supply and health, 23 

Muscle-biopsies, value of (Bowden and 
Gutmann) 768; myositis, anaerobic 
‘streptococcal (Hayward. and Pilcher) 
560; pain in pectoralis minor (A) 785 

Museums, medical (Calver) (C) 3851, 
(Daukes) (C) 350 f 

Musser, J. H., Internal Medicine (R) 852 

Mustard -gas burns (Thomas and Gough) 


Mycosis—actinomycosis (Cullen) 674; 
` acute pulmonary (Delikat and Dyke) 370 


N 


Nabarro, D., congenital syphilis (C) 613 
Nagley, L., relapse of malignant tertian 
malaria, 773 : 
Naples, 476 
Narcotic Drugs Convention, 191 l 
National Anti-vivisection Society not a 
charity (ML) 152 . i 
National Health Service—(LA) 143, 277 
(P) 285, (C) 288, (Hastings, Joules, and 
urray) (C) 479, (A) 677, 684; and 
medical students (A) 281; diagnosis of 
cancer in (Stebbing) 65, (Ward) (C) 156 
(Lord Amulree) (C) 220; essential 
Tey sue 791; protection of workers 
National Insurance Bill (P) 866 


National Union of Seamen, model village, ` 


72 
Navy, see Services 
Necrosin, 182 . 
Negus, V. E., evolution of speech organs, 16 
Neison, J. (O) 418 
Nelson, M. G., polyarteritis nodosa devel- 
oping during antisyphilitic treatment, 


NE pon; R. B., penicillin for early syphilis, 
9 : 
Nelson-Jones, A., aseptic necrosis at sites 
of penicillin infusions, 817 > . 
Nephritis in relapsi fever, 630 . 
Nervous system——Diseases of Nervous 
System (Walshe) (R) 404, (Ford) (R) 
_466; Neuro-Ophthalmology (Lyle) (R 
48; neurosurgery in Eastern theatre 
of war (Johnson and Dick) 193-3 obscure 
neuropathy in Middle East (Spillan 


e and 
Scott) 261; paresthesia of legs in 


s 


S., trichlorethylene in dental 


Netherlands, see 


. (Hughes) (C) 861: 
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‘Middle East, 262, (A) 470; radiculitis, 
brachial (Dixon and Dick) 707 ; : sciatica 
and lumbago (Raven) (C) 511; see also 
Brachial plexus, Neuritis, Neurology, 
Vasoneuropathy, and Vitamin B 
Holland 
Nettle stings, 316 
Neurath, ee health education acess 


isotype, 2 


Neurite “retrobulbar, in Middle East, 


261; vitamin-B deficiency and nervous 
disease (LA) 308 


. Neurology—neurological symp ptoms in par- 


tial starvation (McLardy) (C) 187; 
‘neurologist of the future (A) 279: 
Recent Advances in Neurology and 
N aaa an (Brain and Strauss) 
Neuro-Ophthalmology (Lyle) (R) 48 
Neuropathy, obscure, in Middle East 
(Spillane and Scott).261 


Neouropsychiatry—Aviation Neuropsychi- 


atry (Ironside and Batchelor) (R) 836 ; 
- neuropsychiatric discharges from U.S. 
Army, 547 ; Recent Advances in Neuro- 
logy and Neuropsychiatry (Brain and 


Strauss) . 208; Synopsis of Neuro- 
psychiatry (Selling) (R) 110; see also 
chiat: 


Neuromineery: in era theatre of war 
(Jobnson and Dick) 1 

Neutropenia, pyridoxine ih (Leys) (C) 723, 
(correction) 800 


' New vorn Pathology of Labour, the Puer- 


and the Newborn VOren On 
(R) ) 364; Premature Baby (Crosse) (R 


11 
Newcomer, H. S., curare in anæsthesia (C) 


Newfoundland, nutrition in (Benesch and 
Glynn) (C) 831 


NEW INVENTIONS.—Applicator for peni- 


cilin cream (Williams) 306—Entero- 
tome, new type of (Telford) 744— 
Suspension bar for Thomas splint 
(Holman) 434 — Twist -lock syringe 
.(Freedman) 276 


yaa C., films in medical teaching (C) 


289 

New York ace H Medicine Toctures 
to the. Laity (R) 434 

nee Zealand—industrial hygiene in, 537: 

ent of doctors in, 718 

Nibo inamide methochloride elimination 
tests (Ellinger and Benesch) 197 

Nieter, H. M., films for returning Service 
doctors (C) 125 


‘Nigeria, leprosy in, 24 


Nightingale, Florence, letter of, 829 
Nipples, sore (Gunther) 590 

Niven, J. S. F., scrub- Sy phase vaccine, 734 
Nobel laureates (A) 568 

Nord , Advances in Enzymology and 
Related $ Subjects of Biochemistry (R) 466 


Neen Wace J. N., Indian Village 


Health (R) 48 

Norris, T. St. M., wounds of the medias- 
inum, 464 

Norway, Swedish Relief Organisation in, 


Nostalgia, 792 

Nuffield, Lord—chair of child health, 800 ; 
Nuffield Foundation, 192, (A) 439; 
Nuffield Provincial Hospitals Trust, 192, 
regional survey, 504; statue at_Guy’s 
Hospital, 32 l 


:Nurseries—control of dysentery and enter- 


itis in, 79; incidence of infections in, 
h Peace- tine (å) 857; war-time 
ners Civil Nursing Reserve (A) 85; 
demobilisation, 763; education, 452; 
General Nursing Council assistant nurses 
committee (A) 85; male nurses (P) 286, 
(Caddick and McCaffery) (Gaskell) a 
29; medical care of nurses (Anderson 
(C) 93; mental nurses in Scotland, 583 ; 
- Nurses Act (A) 86; nursing crisis (C) 
. 543 ; nursing measures (A) 86; nursing 
prospects, 619; nursing, socialist survey 
of, 573; orderlies, ex-Service, con- 
cessions to (P) 794; orderlies, released 
R.A.F., register of, 619: pay, new scale, 
' 859; sanatorium nurses, 387, aay 467, 
(P) 509, 515, (P) 542 ; shortage (A) 470, 
(Swindells) (C) 478, (P) 541, (LA) 637; 
shortage in Scotland. 32; specialists, 
655; ‘title of nurse, 516: training (P) 
542, (LA) 637; training allowances, 
686; training course, comprehensive 
(Peirson (C) 512, (Stern) (C) 543; train- 
nE for olonies, 419; war-time ‘purses, 


-Nussey, A. M., thiouracil in goitre (C) 580 
Nutrition—in *Belsen conoentration camp 
Aa ate sae is in. ng ee ar ) 502.; Rs 
Newfoundl and ( Benesch and Glynn) 
. 831; aatia. rE nt (LA) RO 
ition Society, 
710 ; see also Diet 
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Balean, H., 291—Balfour, M. I., 798— 
Ball, Sir W. G., 125, 158—Barclay- 
Smith, E., 126—B arkey, P., 580— 

Barrett, Leay, av J. F., 616 
a penttie, T -» 29—Belt,. H., 94— 
Biddle, E., 35 Borland. V., 835— 
Bowdler, A. E 482—Brown, R. C., 
51 a . C., 833—Buzzard, Sir 

Cabot, H., 322, 354—Cannon, W. B., 
545—Connell, A. M., 725—Cramer. 
W., 353— Crone, J. S. 126—Crow, 


D. A.,.654 
Davies, J., 323—de Mowbray, R. M. 
ao Jz; 121—Durham, H. E., 
Edmunds A ie 
French, J., 
Galloway, Sire D., 835—Gayer-Anderson, 
, 62—Gillespie, R. D., 616, 655 
.— Good, T . S., 654 
e E pee V. E., 865—Hendry, J., 418 
—Hortega, P. del R., 222 
Jenkins, W. D., 126-—Jones, D. J,, 617 
— Jones, S. L., 
Lamont, J. C., ENA E., 354— 
Lennane, G. Q., 546—Louis, P., A 
McCombe, J., 6ż—MoDougal, 
513—MacPhee, B., eee Mart 
G. N. 157—Mitchell, Sir P. C. (A) 53 
—Mo : 387—Morgan, T. H. 
(A) 786 moite tram, J. C, §81— 
Mowbray, R. M. de, 481 
Nelson, J., 418 
Ogden, O. W., 761—Oldfield, C 
Parry, T. W. ” 481—Paterson, A: 
h, W. T. G., 157 
Rayner, D. C., 581—Robson, E. M., 30 
Sadler, E. A., 581—-Salter, A., 321— 
Sherren, J., 615—Smith, R. T., 482 
—Stephens, G. A. 834—Stevenson, 
W. D. H., 653 
Thomas, W., 450—Troup, J. M., 514— 
Turner, W. A., 222, 291 
Ward, E., 513— Watson, J. R., 353— 
Webb, Sir L., 546—White, J., 322— 
Wilson, J. T., 354—Wood, J., 482— 
Worthington, R. A., 190 


Obstetrics—chair of obstetrics and gynæ- 
cology, 451: Recent Advances in 
Obstetrics and Gynæcology (Bourne and 
Williams) (R) 852 : 

PAET TE E E E of peptic ulcer, 
763; stigmata (A) 716, 829; therapy 
at Maida, Vale, 63 

O’Connell, J. E. `A., lumbar puncture in 
treatment of penetrating wounds of 
brain, 389 

Ctsophagus, resection of (A) 22 

ea pha 182: 

SENEN O WV (O) 761 

‘Ogilvie, W. H., directed tana in 
eeur (C) 57; education of a surgeon, 
229;. pitfalls of tropical ‘surgery, 585; 
vice- president of Royal College of Sur- 


geons soe 
oldfeld. ( Me 62 
Oldfield, M., C. (correction) 32 


Olmsted, J. M. D., François Magendie (R) 


Omar, M., louso- borne relapsing fever, 775 
O’Meara, R. A. Q., gas-gangrene (C) 477 . 


On ACTIVE SERVICE .— Awards, 30, 61, 
95. 156, 184, 223, 290, 323, "386, 418, 
483, 545, 580, 608, 647, 688, 727, 762, 
791, 861—Casualties, 30, 61, 95, 156, 
223, 258, 290, 323, 418, 483, 580, 608, 
647, 762—Memoirs : Barkey, P: 580 : 
Davies, J., 323 ; Diver, J., 727 ; 
J., 762: Jones, S. L., 29 $0 ; Louis, P., 
762; Martin, G. N., 157 :' Nelson, J., 
aS Paterson, M., 223 ; Robson, E. M., 


Onychia, ulcerative, 40 

Opera in Rome, 507, 540. 

Operating on board ship, 153 

Operating-theatre on airborne operation, 3 

Ophthalmology—Faculty of Ophthalmolo- 
gists (Duke-Elder, Law, Tennent, and 
Bickerton) (C) 448, 484; in the Army 
(Bendor-Samuel) (C 220 ; industrial, at 
Royal Eye Hospital, 420 

Opium—poppies, 292 : prohibition of 
515; report of 
Opium Board, 546 

Optical lenses, shortage of (P) 688 : 

Organic activities—Directiveness Pig Or- 
ganic Activities (Russell) (R) 674 

Orr, Sir J., elected rector of University of 
Glasgow, 656 


Permanent Centraj 
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Orthopsedics—in medical education a 
643; Year Book of Industri an 
Orthopeedic Surgery (Painter) (R) 48 

Orthoptists, register of, 292 

Osborn, G. R., thiouracil in goitre, 305 

Osborne, J., information bureau for 
released doctors ? (C) 187 

Osborne, J. W., psychiatric factors in 

eripheral vasoneuropathy, 204 

Osler medal, 32 

Osteomyelitis, treatment of (LA) 532 

pani eer bia 708 
Otitis—externa treated with penicillin, 
.464, media treated with sulphonamides 
(Hargrove) 335, (LA) 341 

Ourselves Unborn (Corner) (R) 110 

Ovarian function—and body temperature 
(Halbrecht) 668; thermogenic effect of 
‘progesterone (Barton and Wiesner) 671 ; 
waking temperature and fecundity 
(Barton and Wiesner) 663 - 

Ovaries, carcinogenic influence of (A) 85 

Oxygen—tents, oe 8 therapy, lantern lec- 
ture for hire, 1 


P 
Page, C. M., vine Dr oniaent of Royal 
eee es of $i eons, 8 
Painter, C. ear Book of Industrial 
and Orthonsaie Surgery (R) 48 
Palestine, H. Szold’s work in, 617 
Palmar space, superficial, infections of 


BITRE) 669 
P er, H > military psychiatrio casualties, 


‘ Paludrine ’ (LA) 639 

Pamaquin—quinine-pamaquin, 217 

Panel conterence: 68 

Pancreatitis Chronica Fibrosa Cystica 
Congenita (Wissler and Zollinger) (R) 852 

Pantofel tube (Kennedy) (C) 652 

Papworth, 623 

Parachute field ambulance, 1 

Paræsthesia of legs in Madle East, 262, 


(A) 470 
revoked,. 189; 


Paraffin, a ay order 
supply of (P) 541 : 

Paramore, R. H., anuria, traumatic (C) 
188; renal anoxia (C) 579 

Paraplegic ex-Service men, settlement for, 

Parent at a hospital (Hardy) ©) 28 

ewe » H. J., too many medical journals 

Baviincon: J., rheumatic fever and heart 
disease, 657 

Parliament—medical candidates, 24 ; medi- 
cal members, 150, 185 


PARLIAMENT 


Africa, West, medical services, 688— 
Agriculture (Artificial Insemination) 
Bill, 687—Airports in Scotland, medi- 
.cal control of, 687—Alien doctors : 
and appointments, 866; register of, 
611—-Approved societies, 71 9—Arti- 
ficial ẹ insemination, 687—Austria, 
UNRRA help for. 833 

B releases, 720—Benefit, ‘sickness, 542 

—Blood-tests for motorists, 720— 
Boots, surgical, 611—Bread, §75— 
Budget, 575 . 

Cancer, diagnosis of, 866—Cars for 
doctors, 650, 833—Category B, releases 
in, 7 20—Centres, health, experimental, 
509—Christian Science nurses, 540— 
Civilian doctors, shortage of, 756— 

: Colonial Medical Service and private 
practice, 756—Colonial mental hos- 
pitals, 833—-Compensation for indus- 
trial injuries, 508—Compensation, 
Workmen’s (Pneumoconiosis) Bill, 719 
793—Compulsory treatment of injured 
worker, 719, 756—Coupons for surgical 
appliances, 650 

D.D.T., 577—Dead hand, 650—Deaf 
aids, selection of, 720—-Demobilisa- 
tion, 575—Demobilisation, medical 
794, 832—Demobilisation of medical 
students, 50 9—Demobilisation, R.A.F., 
509—Dietitians in hospitals, 720— 
Diets for invalids, 509—Diphtheria 
immunisation, 650, 756; in Scotland, 
833— Diseases, infectious, in Germany, 
720—Distressed. persons, admission 

- to U.K., 688—Doctors: alien, register 
of, 611; civilian, shortage of, 756; 
recruitment of, 688—Dressings, supply 
o , 

Ex-Service medical students, 542—Ex- 
Service narine orderlies, 794 

Factory medi officers, 7 94—Food, 

_ _ Ministry of, 576—Food-supplies, 575 

Germany, infectious diseases in, 720— 
Government, new, 189 

Health - centres, experimental, 509— 
Health neryEG: national, 285— Health 


xii Supplement to THE LANCET] 


INDEX TO VOLUME II, 1945 


[APRIL 27, 1946 


workers, protection of, 508—Hos- 
Pitals, colonial, 833—Hospitals, dieti- 
tians in, 720-—Hospitals, future of, 
650—Hospitals, mental, 649—Hous- 
ing, 541, 687 

Industrial "injuries, 508, 793; compul- 
sory treatment of injured worker, 719, 
756—Insemination, artificial, 6G87— 
Insurance, national, 866—Invalids, 
diets for, 509 

Lenses, optical, oae Leprosy. relief 
work, 541—Liquid paraffin, 

Man-power, medical, 509, 541, eit: 650, 
688—Medical group in parliament, 
541—Medical students, 509, 542, 756 
—Mental hospitals, 649: colonial, 833 
—Milk priority permits, 866— Milk 
production, 756—Miners, pneumo- 
coniosis in, 794—Ministry of Food, 
576—Motor-cars for doctors, 650, 833 
—Motorists, blood-tests for, 720 

National health service, 285—National 
Insurance Bill, 866—Navy, medical 
officers in, 720—Nurseries, war-time, 
611—Nurses, Christian Science, 540— 
Nurses, dearth of, 541—Nurses, train- 
ing of, 542—Nurses, tuberculosis, need 
for, 509, 542, 866—Nursing orderlies, 
ex- -Service, 794 

Old-age pensions increased, 509—On the 

~ floor of the House, 189, 259, 285, 508, 

540, 575, 611, 649, 793, 832-—Opening 
of Parliament, 259—Optical lenses, 
shortage, 688 

Paraffin, liquid, 541—Parliament, open- 
ing of, 259-—Parliamentary medical 
group, 541—Penicillin, 756, 866— 
Pensions, old-age, increased, 50 9— 
Pneumoconiosis in Welsh miners, 794 
—Pneumoconiosis and compensation, 
688, %793—Practice, «private, and 
Colonial Medical Service, 756—Prac- 
tices, medical, 509, 794—Protection 
of health workers, 508 

R. A.F. demobilisation, 509—R.A.F.medi- 
cal commissions, permanent, 866— 
Raynaud’s disease, 650— Releases in 

« category B, 720 

Sanatoria staff, 509, 542, 866—Sani- 
tary towels, scarcity, 611—Sickness 
benefit, 542-—Soldiers in hospital, pay 
of, 866—Students, medical, 509, 542, 
756—Surgical appliances, coupons for, 
650—Surgical boots, scarcity, 611— 
Surgical dressings, 541 

Towels, sanitary, 611—Treatment, com- 
pulsory, of injured worker, 719, 756— 
Tuberculosis allowances, 577—Tuber- 
culosis nurses. need for, 509, 542, 866 
—Tuberculosis, treatment of, in Scot- 
land, 756—Tuberculous Service men, 


UNRRA help for Austria, 833 

Welsh miners, pneumoconiosis in, 794— 
West African medical services, 688 
— Workers, injured, compulsory treat- 
ment of, 71 9, 756—Workers, protection 
of health of, 508—Workmen’s Com- 
pensation (Pneumoconiosis) Bill, 688, 


Parry, T. W. (O) 481 

Parsons, D. S., renal ayndrome induced 
possibly by renal anoxia, 293 

Parsons-Smith, B. T., National Heart 
Hospital (C) 479 

Pasteurisation of milk, 14, 148 

Patella, uneon of (A) 53, (correction) 127 

Paterson, M. (0) 223 

Paterson, M. T., spasmodic torticollis, 556 

Pathology—Kettle’s Pathology of Tum- 
ours (Barnard and Robb-Smith) (R) 
744; teaching of (Findlay) (C) 187; 
Textbook of Surgica Pathology (Llling- 
worth and Dick) (R) 276 

Patterson, J. W. T., roroi ilement of the 
disabled, 766 

Patterson, W. G., control of dysentery and 
enteritis in nurseries, 79 

Paul, M., acute phlegmonous gastritis, 429 

Eoy ig for treatment (Lett and Brain) (C) 


Payne, A. M. M., amæbic dysentery (C) 319 
Pearson, J. E. G., toxicity of thiouracil 


(C) 91 
Pedersen, K. O., Ultracentrifugal Studies 
on Serum (R) 338 

Feo: T., training course for nurses (C) 

Pellagra, excretion of coproporphyrin in 
(Rimington and Leitner) 494 

‘ Penagar’ (A) 568 

Penicilin—activity (LA) 601; agar (Rob- 
erts) (Cahill and Co. Ltd.) (C) 383, (A) 
568; applicator for penicillin cream 
(Williams) (NI) 306; autopolyploids of 
P. notatum, 48; Bacillus proteus, effect 
on (Stewart) 705; Background of 
Penicillin (Waksman) (R) 433 ; bacterio- 
lysis (Todd) 172 ; bacterio hage and, 
action on staphylococci ( immelweit) 


104 ; blood-coagulation (A) 535, (Ungar) 


(C) 614; by mouth (LA) 746; cream 
(Gough, Still, and Wozencroft) (C) 91, 
(Williams) (NI) 306,\(A) 471, (Murray) 
(C) 5443 eye, penetration into (A) 344; 
infusions, necrosis at site of (Nelson- 
Jones and Williams) 817; intracisternal 
(Worth) 634 ; intraventricular (A) 52; 
lysis (Todd) 172; mouth, spread in 
(MacGregor and Long) 299 ; ; necrosis 
at site of infusion (Nelson-Jones and 
Williams) 817; polyvinyl alcohol as a 
medium for (Perryman) 778; production 
of (P) 756; sensitivity, test "tor (A) 679; 
staphylococci, action on (Himmelweit) 
104; synthesis ea 866 
Penicillin in—ameobic dysentery, 70; 
bacterial endocarditis (Christie) (C) 123; 
colitis, 71 ; congenital syphilis (Comfort) 
432 ; dysentery, 70; gonorrhea (A) 
212, (Wood) (C) 417; "influenzal menin- 
gitis, 19; le ptomeningitis (Worth) 634; 
liver abscess (Hunt) 138; meningitis 19, 
(A) 52, (Worth) 634 ; osteomyelitis (LA) 
532 ; pneumonia (Anderson and Fer- 
guson) 805; primary atypical pneu- 
monia (Fleming and Whittaker) (C) 186; 
psittacosis (Bedson and May) 394; rat- 
bite fever (A) 376; serous- -cavity 
infections (McAdam, Challinor, Duguid, 


and McCall) 843; skin conditions 
(Hellier and Hodgson) 462; staphylo- 
coccal leptomeningitis (Worth) 634; 


syphilis (Comfort) 432, (Lourie, Collier, 
Ross, Robinson, and Nelson) 696; 
ulcerative colitis, 71 

Penicillium notatum, Suto poate in 
(Gordon and MckKechnie) 47 

Pensions—old-age (P) 509; war, 867 

Peptic ulcer, occupation and, 

Periarteritis nodosa, see Polyarteritis 
nodosa 

Perkins, H. T., P PliogtaDNY of Visual 
Literature (R) 3 72 

Perryman, P. W., polyvinyl alcohol as 
medium for penicillin, 77 

Personal Injuries (Civilians) Scheme, 292 

Pertussis, 78 

Petch, C. P., hypopiesia (C) 863 

eT G. C., returned prisoners-of-war 


(C) 5 
p-Pethidine (Glazebrook and Pranwood) 


Pier s bacillus (LA) 19 
Pharmaceutical chemistry development 


(A) 85 
Pharmacists, release of (2 une) (C) 512 
Phelps, A. E., Arthritis (R) 8 
Phillips, L. G., placenta ek 743 
eee -books,- multilingual medical (A) 


Phthaly] sulphathiazole (A) 439 
a chair of, in Cambridge University, 


Physical Treatment by Movement, Mani- 
Pro; and Massage (Mennell) (R) 


Pny cien; Heal Thyself (Williamson) (A) 


Physiology—Annual Review of Physiology 
(Luck and Hall) (R) 142; chair of 
physiology, 224; Handbook of Phy- 
siology and Biochemistry (McDowall) 
(R) 306 ° f 

Phytohormones (LA) 50 

Pilcher, R., anaerobic streptococcal myo- 
Aoi 560 ; chemotherapy in empyema, 
403 : 


Pilgrims, to Mecca (Corbyn) 445 

Pinner, M., Pulmonary Tuberculosis in the 
Adult (R) 498 

Placenta preevia, 743 

Plant hormones (LA) 50 

Plasma in starvation (Cullington) (C) 61; 
see also Blood-transfusion 

Plasmodium faleiparuwm in England, 49 

Plasmodium vivax and mepacrine, 49 

Pier of Paris Technic (Geckeler) (R) 
636 

Plastic surgery in Brazil, 451 

Platt, H., congenital dislocation of hip. 
673; place of orthoprdics in medical 
education and hospital services, 643 

Platt, R., appointment: 836 

Platts, M. H., medical films (C) 351 

Plesch, J., hypopiesia (C) 510 4 

Pleural effusion in atypical pneumonia 
(Turner) (C) 188 

Plonuropneumonia-like organisms in vagina 
(Klieneberger-Nobel) 46 

Plymouth training course for nurses 
(Peirson) (C) 512 

Pneumoconiosis—of coalminers (King and 
Hart) (C) 155; (LA) 437, (P) 794; sili- 
cosis and mitral stenosis (Hanson) (C) 
416; workmen’s compensation and (P) 
688, (P) 793 

Pneumonia—incubation- period of (all) 
(C) 351; operation on child with (ML) 
152; sulphonamide and penicillin in 

_ (Anderson and Ferguson) 805 

Pneumonia, primary atypical—(Robson) 
(C) 91; penicillin in (Fleming and 


Whittaker) ws a8; ; pleural effusion in 
(Turner) (C) 18 
Pneumothorax, Artificiali thie 
A.P.” (Day) 300, (Fraenkel} (C) 350, 
(Lant and Hilton) (C) 383, (Day) (C) 
449, (correction) 484, (Eyans (C) 510 
Poetry and medicine (A) 472 
Poisoning—aniline, from marking-ink (A) 
503: barium carbonate (Morton) 738 
Poland, appeal for medical literature 
(Jedlewski) (C) 480 
Poliomyelitis, acute—among campers, 386 ; 
control of (LA) 278; epidemiology of, 
in India Command (McAlpine) 130 ; in 
American army, 130; in Egypt, 130 ; 
in Europe (A) 440; in Malta, 130 ; in 
Mauritius (LA) 782; in Mediterranean 
area, 130; in Middle East, 130; in 
an 356; Kenny treatment. (Balme) 
Polish medical eno Dery: 483 
Pollen allergy (LA) 468 
Pollieisation of index finger (Bintcoliffe) 674 
Pollock, M. R., pre-icteric stage of infective 
hepatitis, 626 = 
Pollution, atmospheric (A) 857 
Polyarteritis hodosa (Gibson and Quinlan) 
108, (Miller and Nelson) 200, (LA) 374 
Polyvinyl alcohol as medium for penicillin 


(Perryman) 778 R 
Poona, 476 
Population, royal commission on (LA) 435 


Port health, 31 

Postgraduate—education of medical prac- 
titioners in public health, 514; oppor- 
tunities, 253; plans of L.C.C., 547 ; 
study (LA) 531; training for ‘invalided 
medical officers (A) 472 

Post-war world—Rebuilding Family Life 
rey the Post-war World (Marchant) (R) 

Powell, A. T. W., dysentery and enteritis 
in nurseries, 79 

Power, R. W., gas-gangrene (C) 477 

Practices, medical —(P) 509; protection of 
(P) 286, 686 ale of, 150, (LA) 781, 
(P) 794; Physician, Heal Thyself 
(Williamson) (A) 311 

Prague, poliomyelitis in, 356 

Pregnancy— body temperature and, 663, 
668; sickness benefit in, 685; hio 
uracil in (Davis and Forbes) 740° 

Priest, psychiatrist and aeri Ane 578, 
(Brown) (C) 613, (“aruana (C) 

Primrose, W. B., natural AIRAA in 
genera] anæsthesia, 166 

a A. P., medical aspects of Belsen (C) 
Ə 

Prisoners-of-war—from Hong-Kong (Jones, 
Bradley-Watson, and Bradbury 645, 
(Talbot) (C) 723; from Japan, 721 ; 
medical officer as ’ prisoner in Germany 
(Cochrane) 411; partial starvation in 
(Edge) ~(C) 317, "Spillane (C) 317; 
returned (Pether) (C) 58; tuberculosis 


in (Bull) 404 

Prisons—Borstals (A) 145; medical ser- 
vice, 251; medical woman, as governor 
of Holloway prison, 146; our prison 
system (A) 145 

Proflavine, bacteriostatic tests, 97 

Progesterone, thermogenic effect of (Barton 
and Wiesner) 671 

a ae for reading a book on the ceiling, 


Prostatectomy, retropubic (Millin) 693, 
(LA) 711, (Bailey) (Irwin) 795, 
(Hey) (C) 831, (Atkinson) (C) 8 

Ena report to Ministry of Pensions 

Prostitution— Psycho “pathology of Prosti- 
tution (Glover) (R) 780 

Protein metabolism, 710. (correction) 800 

Pe eo penne immunisation against 

Psittacosis—experimental, penicillin in 
(Bedson and May) 394; virus (A) 785 

Psyche und Hormon (Meng) (R) 176 

Psychiatry—Borderlands of Psychiatry 
(Cobb) (R) 674; chairs of, 799, 836; in 

. Malta 1941-43 (Tunbridge) 587 ; Manual 
of Psychological Medicine (Tredgold ) 
(R) 110; psychiatric factors in vaso- 
neuropathy (Osborne and Cowen) 204 ; 
psychiatric lessons from active service, 
801; psychiatric manifestations at 
Belsen, °315; psychiatrist and priest 
(Goodliffe) (C) 578, (Brown) (C) 613, 
(Caruana) (C) 690; psychiatrist for 
Colonial mental hospitals P) 833; see 
also Casualties, psychiatric, Neuro- 
psychiatry 

Psychology—chair of, in medicine 
(Culpin) 517, (Goading) (c) 863; mass 
psychology (A) 6 

gat Ppa oey ot Prostitution (Glover) 

Psychotherapy—group (A) 212; 
modic torticollis (Paterson) 556 

Public health—and Government (A) 605; 
medical service. 249; prospects (4) 

9 


in spas- 


ee perfect 
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diseases, 652—First quarter, 287— 
Houses, standards for, 691—June quar- 
ter, 691—Poliomyelitis among campers, 
386— Poliomyelitis at University College 
Hospital, 726—Qualifications, 514— 
Scottish health, 287—Tuberculosis in 
Kent, 761—see also Infectious diseases 


er, R. R., Familial Suscepti 
Tuberculosis (R) 208 

h, C., artificial ene in 
rheumatism, 553 
Pugh, W. T. G. 5O) 157 

vertaft, Ta! G., fractured femur, 678 
Puan thrombocytopenic (Suchecki and 
8 - 

Pyrexin, 182 
Pyridoxine in neutropenia (Leys) (C) 723, 

(correction) 800 


. Public Medical Care FR Sa oe tee aes 
bility t 


am Q- 


Quinidine, scarcity of, 324 
Quinine—in cardiac arrhythmias (Minchin) 
(C) 759; salta of, 324 
Quinine-pamaquin, "217 
Quinlan, J. T., periarteritis nodosa in 
ortinioures therap py, 108 
Bo E » Dionne, 838 
Gut. heemothorax (C) 60 


R 


Race, R. R., weer and “ ineonapiete ” Rh 


agglutinins, 
Radiculitis, brachial (Dixon and ice) 707 


Radiography—discovery of X 8 (LA) 
‘601, (A) eee mee of radiograph 6) ie 
dence (A) 2 mission of ( ) 15 


versus NEN ies (A) 784; 
Mass radiography 


see i 


Radio-iron in estimation of blood-volume. 


(A) 84 

Radiologists, ex-Service, information bur- 

- eau for, 858 

'Raciophoephorus in estimation of blood- 
volume (A) 84 

Radiotherapy—direct irradiation of stom- 
ach and other viscera (Fairchild and 
Shorter) 522 

Radium Therapy (Wilson) (R). 600 

Lend see ee Services - 

Rat- ite fever penicillin in (A) 376 

Rations, see Food 

Raven, M. O., lumbago and sciatica (C) 511 

Raynaud's disease, see Dead hand 

Rayner, D. C., death of, 536 

Reablement—at Roffey Park, 607; hos- 
pital, industry, and the injured man 
(Girdlestone) 765, (Patterson) 766; in 
Greece, 191 ‘ 

Reading in bed, projector for, 31 

Recent Advances in Obstetrics and Gyne- 

cology (Bourne and Williams) (R) 852 

Rebuilding Family eee in Post-war World 
(Marchant) (R) 434 

Recruitment—of ‘doctors (P) 688 ; 
and, 87 


release 


RECONSTRUCTION.—A rest from industry, 
| 607—Health centres, 473—Hospital sur- 
veys, 345, 441. 504, 681—-London 
boroughs, 537—Orthopeedics in medical 
education (Platt) 643—Roffey Park, 607 
—Stafing of county hospitals, 717— 
Taking stock, 827 


Rectum, injuries of (A) 378 

Red cell, normal life of (LA) 500, (Baar) 
(Ohi 724, (correction) 764 

Redaing gton n, M., point in theatre technique 


heehee courses—films in (LA) 83, 
(MacIndewar) R 59, (MacKeith) (C) 
90 ; for demobilised doctors, 656, 791 

Register—of orthoptists, 292; of speech 
therapists, 63 

Registration, medical, 247 

Rehabilitation, see Reablement 

Reid, J., mepacrine and cae 107 

Reidy, J . P., flavazole, 9 

Relapsing fever—louse-borne (Wollman, 
Omar, and Abu-Taleb) 775; with 
Fit deeds and subarachnoid- heemorrhage 
p ewar and Walmsley) 630 

Release, see Demobilisation 

Renal anoxia Moog raith, Havard, and 
Parsons) 293, sith Q (C) 384, (Trueta) 
(C) 414, (Maograith o> 578, (Paramore) 
(C) 579, (Tomb) 

Research—(M oneal or 415; directed 
team-work in (Ogilvie) (C) 57, (Grieve) 
(C) 93, (Stalworthy) (C) 93; indepen- 
dent (Twort) (C) 350, (Lumsden) (C) 
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382; in Eire, 347; medical, in the 
Colonies (A) 311; on ageing, club for 


Resettlement (A) 343, (Girdlestone) 765, 
(Patterson) 766 
Rec piration; artificial. (Viswanathan) ' (C) 


Resuscitation, 3; (Viswanathan) (C) 480 
Retina changes in diabetes (A) 14 
Rh—ageglutinins, weak and “ fncomplete id 
(Coombs, Mourant; and Race) 
detection of (A) 823 : factor and trace! 
fusion safety (LA) 112 
Rheumatism—action against (LA) 405; 
effects of artificial dehydration (Copeman 
and Pugh) 553; prophylactic use of 
sulphonamides in rheumatic fever (Bar- 
clay and Lewis- ne) 751; Rheumatic 
Diseases (Kersley) (R) 818; rheumatic 
fever and heart disease (Parkinson) Bor: 
rheumatism scheme for Scotland, 
study of rheumatism (A) 606; Saine 
in rheumatic disease (A) 824 
Rhodesian medical service, 252 
Rib—cervical, so-called (A) 181; costo- 
clavicular compression of brachial plexus 
and subclavian vessels (LeVay) 164 
Riboflavine Genclency (Hnghes) (C) 861; 
lossitis ascribed. (Ghalioungui and 
alily) (C) 352; ae prisoners-of-war 
(Edge) (Spiane) (C) 317 
S W. . “gastric influenza ’’ 


Riches, E. W., 
cancer, 818 

Richter, D., ageing and senility, 403 

Rickets, abolition of o) 568, (Hamilton, 
Millis, Waller, and arwick) (C) 758 

Rickettsia tsutsugamushi, see Scrub-typhus 

on, C., excretion of coproporphyrin 

in pellagra, "494 

Ringworm, interdigital, treated with sulph- 
urated lime (James) 401 

Rist, Prof., on tuberculosis in Europe, 404 

Robb-Smith, A. H. T., Kettle’s Pathology 
of Tumours (R). T44; tissue changes 
induced by Cl. welchii filtrates, 362 

Roberts, J. E.~ H., chemotherapy in 
empyema, 403 


hormone treatment of 


Roberts, O., ar for local penicillin 
therapy O 

Robertson, J ae tied fracture of femur 
and tibia, 11 

Robinson, D. T., penicillin in syphilis, 696 

Robinson, . M., flavazole, 97 


:, primary Seymin pneumonia 


(C) 91 

Robson, B. M. (0) 3 

Rockefeller W Olon ioeie 180 

Roffey vei 607 

Rogers, A , health centres (C) 511 

Rogers, K. B., sedimentation tubes, 306 

Rome opera, 507, 540 

Röntgen (LA) 601, (A) 642 ; 

Rose hips—(Burgin) 183 ; vitamin-A value 
of (Wokes) (C) 652 ~- 

Ross, A.’ QO. F., penicillin in syphilis, 696 

Rotunda bicentenary (A) 180 

Rowbotham, me F., Acute Injuries of the 
Head (R) 338 

Rowlands, I. W., scrub-typhus vaccine, 734 

Royal Air Force, see Demobilisation, 
Services 

Royal Army Medical Corps, 248 ; (LA) 531 

Royal Australian College of Surgeons 
annual meeting, 287 

Royal College of Medicine, Bagdad, 345 

Royal College of Obstetricians and Gynee- 
cologists—elections, 32, 160; pass-list, 
160, 484, 620 

Royal College of Physicians of Edinburgh 
—elections, 836: fellowships, 128, 690 : 
laboratory programme, 619; pass-list, 
Bet 620 
ROYO College of Physicians of London— 

ctions, 159, 583 ; Harveian dinner, 

538; medals, 547; pass-list, 159, 583 

Royal ‘College of Surgeons of Edinburgh— 
elections, 548; fellowships, 128, 160, 
548, 867; pass-list, 159, 620 


Royal College of Surgeons of England— |. 


(A) 642 ; Academy of Medicine proposed, 
683; annual meeting of fellows and 
members, 683; annual scientific report 
(A) 748; appeal for £250,000, 83; 
Buckston Browne dinner, 683; elec- 
tions, 64, 96, 656 ; King Farouk’s dona- 
tion, 32; ass-list, 96, 260, 515, 656, 
867 ; ; Roy: Egyptian Medical Associa- 
tion’s gift, 32; visit to Paris, 573 

Royal Commission on Population (LA) 435 

Royal Faculty of Physicians and Surgeons 
of Glasgow—elections, 656; pass-list, 
159, 356, 620 

Royal Medical Benevolent Fund—(Batte- 
son) (C) 90, (Lawson) (C) 510, 577; 
Christmas. appeal, 783 

Royal Medical Foundation of Epsom Col- 
lege. 96, 692 

Royal Naval Medical Service, 248 

aner and congenital malformations 
(A) 1 


Senility, sec 
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Rug, 89 

Rusby, N. moe kamoon (C) 60 

Russell, E. S., Directiveness of Organic 
Activities aze USS. 674 


Russia, see 
Ryle, J. C., een influenza ’’ (C) 479 


S . 


Sachel Court. model village, 72 
Sachs, H., library of, 584 
Salisbury, O. V., rupture of duodenum, 562 
Salter, A. (O) 321 
Sanatorium staff, 387, (LA) 467, 509, 515, 


542, (P) 866 
H., vitamin B, in 


Sanderson-Wells, T. 
palatable form (C) 125, 321 

Sandstead, H. R., starvation in Holland, 
282 

Savill, Hair and Sealp (R) 852 

Say film (C ) 90; ‘Tetmosol’ 
(Wilshaw) 348 

Scadding, J. G., sulphonamides in bacillary 
dysentery, 549 

Scarlet fever—Das Herz beim Scharlach 
(Steinmann) (R) 710; postscarlatinal 
encephalitis (Illingworth) 600 

Schieber, C., target-cell anremia, 851 

Sciatica (Raven) (C) 511 

Science, secrecy versus (A) 748 

Scientific Film Association, 83, 318, (C) 
90, 457 

Scleroderma- -dermatomyositis, 708 

Scotland—airports in, medical control of 
(P) 687 ; deaf-mutes in, 356 ; diphtheria 
immunisation in (P) 833; health of, 
287 ; mental nurses in, 583 ; rheumatism 
scheme for, 446; Scottish Blood Trans- 
fusion Association, 797 ; Scottish Central 
Medical War Committee, 95; Scottish 
Council for Research in Education, 323 ; 
Scottish Mental Hospitals Pathological 
Scheme, 355; shortage of nurses, 32; 
treatment of tuberculosis (P) 756 

Scotoma—in migraine (A) 146; in ribo- 
flavine deficiency (Spillane) (C) 317 


in 


Scott, G. I., obscure neuropathy in the 
Middle East, 261 . 
Scrub-typhus—cultivation of rickettsia 


(Fulton and Joyner) 729; fever on the 
š Raia Purma as (Tattersall) 392 
curvy ondon (Levy 
Seamen’s Welfare Goad, Sa 54 
Seborrhosic dermatitis treated with peni- 
cillin, 464 
Secrecy versus science (A) 748 
Seddon, H. J., brachial-plexus injury (C) 
478; on Colonial medical service (A) 680 
Sedimentation -rate, temperature and 


(W eteeatven 26 
Sedimentation tubes (Rogers) 306 
Selbie, F. R., flavazole, 
Semi TS S., Synopsis of Neuropsychiatry 
Semashko, N., hygiene in the U.S.S.R., 54 
Semen—assessment of male fertility (Har. 


vey and Jackson) 99, 134 ; seminological 
conference, 127 

Semilunar cartilage—exposure of poner or 
horn of medial meniscus (Charnley) 771 ; 


injuries of the menisci (Brown) 849; 
torn, air arthrography in (Herzog) 5 
Seminological conference, 127 . 


Ageing 


Senses (Moncrieff) (R) 


674 
Sensitivity—(A) 822; ro penicillin (A) 679 
S erum—serodiagnosis of trichiniasis a) 
534; specificity (LA) 375; 
of Serological Reactions ( Landsteiner) 
R) 80; Ultracentrifugal Studies on 
eae Serum Fractions (Pedersen) 
(R 


Service men—tuberculous, 127, (P) 542 


Senses—Cheinical 


SERVICES.—Army (LA) 531; Army 
Dental Carpe, 048; Army medical 
services (Cobban) (C) 416; Indian 
Medical Service, 251; Royal Army 
Medical Corps, 248 
Navy: (LA) 531; ratio of medica 
officers to personnel (P) 720; Royal 
Naval Medical Service, 24 
Royal Air Force: (LA) 531; medica 
branch, 248, 355; medical requirements 


(LA) 307, (A) 376; women with, 371’ 
ee s Services: social medicine in, 
See also Demobilisation 


Sexual abstinence, effects of, 135 

Shalom, E. S., hypertonic solutions in 
meningitis, 36 

Sharpey-Schafer, E. P., 
anemic heart, 296 


transfusion and 


Sheehan, J. E., plasma-fixation of skin- 
grafts (C) 219 

Sheffield—hospital survey, 682; radium 
centre, gift to, 160 


Sherlock, S., aspiration liver biopsy, 397 
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Sherren, J. (O) 6 
Ship’s aoctor, laat +60, 761 
Short, A. » Medical Annual (R) 530 


Shorter, i direct irradiation of cancer| 


of Stromae and other viscera, 522 

Shute, G., mosquitoes in static-water 
she a (C) 155 

Siam, prison-camp in, 476 

Sickness benefit (P) 542 ; in pregnancy, 685 

Siddons, A » sympathetic block in 
vascular injuries, 77 

Sights into sounds, 836 

seg aT aka in amoebic dysentery (Crop- 
per 

ee yg mitral stenosis and (Hanson) (C) 


T Ai J. S., Global Epidemiology (R) 


L.—hypopiesia. (C) 652; on 


Simpson, S. 
poancor, 818; 


hormone treatment of 
toxicity of thiouracil (C) 2 

Simpson, T., traumatic hæmothorax and 
hæmopneumothorax, 521 
Singapore (MacLean) (C) 448 

Sinusitis treated with sulphonamides 
(Hargrove) 335, (McGuokin) (C) 4 

Skelton, M. O., tracheobrone {Giphtheria 
in infant, 306 

Skin—as a waterproof (A) 52; penicillin 
treatment of (Hellier and Hodgson) 462 ; 
sulphathiazole in impetigo (MacKenna 
and pe al cr 357, (Lees) (C) 511; 
tetryl dermatitis (A ) 678 
Eeu plasma fixation of (Sheehan) 
(C) 2 ; 

Sladden, A. F., routine examination for 
diphtheria, 306 

Smallpox—rapid diagnosis of (Van Rooyen) 
30 ae vaccinia virus (Horgan and Haseeb) 


Smith, J. H. C., Annual Review of Bio- 
-chemistry (R) 3 
Smith, R. E., holies (C) 759 ` 
(0) 482 


S, W., hypopiesia (C) 385, (C) 510 
Sociology—Health and ocial Welfare 
a order) (R) 818; Opposing Aspects of 
ocial and Political Thought (Weber and 
Lewin) (R) 498; social medicine, 256 
Socitties, approved (P) 719 


SOCIETIES, MEDICAL 


ASSOCIATION OF CLINICAL PATHOLOGISTS. 
—Meeting, 305 

ASSOCIATION OF AP OOTRIAL MEDICAL 
OFFICERS.—(LA) 499 

BRITISH ASSOCIATION OF UROLOGICAL 
SURGEons.—Annual meeting, 156 - 

BRITISH ORTHOPEDIC ASSOCIATION.— 
ner (A) 569, 584; annual meeting, 

CZECHOSLOVAK ASSOCIATION OF CLINIOAL 
PATHOLOGISTS.—619 

EUGENICS SOcIETY.—Meeting, 530. 

EUROPEAN ASSOCIATION OF CLINICAL 
PATHOLOGISTS.—160 _ ; 

HEBERDEN SOOIETY.—Membership, 73; 
(A) 606 

SATION SOCIETY OF SURGERY.— 


MANOBESTER MEDICAL SOCIETY.—Evo- 
lution of speech organs, 16 

MEDICAL Socrrty oF LONDON.—Hor- 
mone treatment of cancer, 817 

MEDICAL WOMEN’S FEDERATION. —Meet- 
ing, 371 

. MEDICO-CHIRURGICAL SOCIETY br 

EDINBURGH.—Elections, 620 

NUTRITION SocitetTy.—Protein metabo- 
lism, 710 l 

RoYAL MEDICO-PSYCHOLOGICAL ASSO- 
CIATION.—Dinner, 347 ; annual meet- 
ing, 402; annual ‘luncheon, 412 

ROYAL SOCIETY OF MEDICINE.— Annual 
meeting, 55; film catalogue, 83, 
(Gordon-Taylor and Elton) (C) 318; 
hypertension, 563; inter-Allied medi- 
cine (A) 53; placenta preevia, 743 

SOCIALIST MEDICAL ASSOCIATION.—Sur- 
vey of nursing, 573 

SOCIETY OF APOTHEOARIES OF LONDON. 
—Meeting, 128; pass-list, 128 © 

SOCIETY OF MEDICAL OFFICERS OF 
HEALTH.—-Annual meeting of county 
borough group, 123 ; whooping-cough, 
dysentery, and enteritis, 78 

TUBERCULOSIS ASSOCIATION. —192, 403, 
179 


Society for Relief of Widows and Orphans 
of Medical Men, 64, 539 

Soldiers in hospital—pay of (P) 866; 
tuberculous, 127, 542 

Pon evine: E., arthrography of knce- joint, 


Southern qeuodesian Medical Service, 252 
Souttar, H. S., return of the doctor, 129 
Soviet, see U.S.S.R. 

Spearman, C. E. (A) 440 

Specialism, clinical (LA) 209 
Specialists, doctors and (Davies) (C) 651 


Specificity of peroioescal Reactions (Land- 


steiner) (R 

Speech—and handedness (Brain) 837; 
evolution of speech organs, 16; 
pists, 63, 618 

Spermatozoa—morphology, 100, 127 

Spillane, J. D., neuropathy in Middle East, 
261 ; partial starvation in prisoners-of- 
war (©) 317; 
nervous disease (C) 449 

Spine, see Back, Intervertebral disk, 

- Lumbago, Spondylitis 


Spleen—rupture of, in infectious mono- 
nucleosis (Davis, MacFee, Wright, and |. 
. Splenectomy in thrombo- 


Allyn) 72; 
seyuopenic purpura (Suchecki and Glass) 


Splints—673 ; 


sas oe ect 114, (LA) 182; 
(Buckley) (C) 8 
Springbok model LPR , 71 
Sprue—carbohydrate epaerpuen in (Mee- 
graith, Adams, Havard,, King, and 
Millet} 635 ;. thoughts on (Leishman) 


Stalker, H., entaly disabled o 542. 
Stalker, J. M., colostomy (C) 5 
Staphylococci—bacteriolysis ae by peni- 


cillin, 174 ; combined action of penicilin 


"and bacteriophage on (Himmelweit) 104 ; 
staphylococcal opto menteits treated 
with penicillin (Worth) 634 

Starling, H. J., hypopiesia (C) 544 

Starvation—in. Holland (purser Sand- 
stead, and Drummond) 282; prison- 
ers-of-war (Edge) (C) 317, (Spillane) ( a ee 
317; neurological symptoms C- 
Lardy) (C) 187; 


Sro oria oaia proteins for, 90 | 

Stebbing, G , diagnosis of cancer in a 
national e service, 65 

Steinmann, B., Das Herz beim Scharlach 
(R) 710 

Stephens, G. A. (O) 834. 

Sterilisation of insane in U.S. A., 63 


Plasma in (C on) 


Stern, E. S., training course for ‘nurses (C) | 


Stethoscope versus X rays (A) 784 

Stevens, H., on combined tuberculosis; 779 

Stevenson, D. L., acetabular approach to 
hip-joint (C) 221; ‘modification . in 
herniorrhaphy, 78 . 

Stewart, C. P., on protein metabolism, 


710 

Stewart, G. T., effect of penicillin on 
Bacillus proteus, 705 

Stewart, K. D., air oY onton, 270 

Still, M., penicillin cream (C) 9 

Stobie, W., tuberculosis and fe he 403 

Stockholm hospital (Cederström) 571 

Stoke-on-Trent, food-poisoning at, 221 

Stomach—Human Gastric Function (Wolf 
and Wolffe) (Rj 818; occupational 
incidence of peptic ulcer, 763 ;' see also 
Cancer, Gastritis 

Strauss, E. B., Recent Advances in N euro- 
logy and Neuropsychiatry (R) 208 — 


‘Strawberfies, 216 


Streptococcal myositis, anaerobic (Hay- 
ward and Pilcher) 560 

Streptococcus viridans, effect of pneumo- 
coccal autolysis on, 173 

Stuart, R. D., leptospirosis in Army in 
France, 331 j 

Students, see Medical students 

Students’ Guide, 225 

Subclavian vessels, costoclavicular com- 
pression of (LeVay) 164 

an i bone lesions in caisson disease 

TU ROCER A. I., thrombocytopenic purpura, 


Sudan—care of pilgrims (Corbyn) 445; 
Sudan Medical Service, 252 

Sulphadiazine—dysuria (J epson and 

_ Whitty) (C) 321; in bacillary dysentery 
(Scadding) 549 


Sulphaguanidine in bacillary dysentery 


(Scadding) 549 

‘Sulphamerazine ’ (A) 439 

Sulphanilamide in influenzal meningitis, 19 

Sulphapyridine in influenzal meningitis, 19 

Sulphathiazole—bacteriostatic tests, 97; 
effects on oxygenation of blood at low 
pressures (A) 147; microcrystalline, 
impetigo treated with (MacKenna and 
Cooper-Willis) 357, (Lees) (C) 511; 
phthalyl (A) 439 - 

Sulphonamides—acute sinusitis and otitis 
media treated with, 335, (LA) 341; 
in bacillary dysentery (Scadding) 549; 

- in intluenzal meningitis, 19; in pnen- 
monia (Anderson and Ferguson) 805; 
rheuwatic fever, prophylactic (Barélay 
and King-Lewis) 751; toxic manifesta- 
tions (LA) 374 ; use of (A) 439; see also 


Acridine- sulphonamide compounds, Flav-. 


azole, ‘ Marfanil,’ Sulphadiazine, ‘ Sul- 
phamerazine,’ Sulphathiazole 


thera- 


' Surgery (Dodson) (R) 338; 
vitamin-B deficiency and 


atar of Paris Technic 


Surgeon—education of ay iene 229; free 
choice of (Elam) (C) 

ery—chairs of, 159, 451, 867; clinic 

in Belgium. (Young) 858; “on airborne 

military operation, 4; on board ship, 

153; plastic, in Brazil, 451 ; 


of Industrial and ‘Orthopeedic Surgery 
(Painter) (R) 48 

Surgical appliances, coupons for (P) 650. 

Surveys, - regional, 
Berks, Bucks, and Oxon, 505; Eastern, 
505; London and home counties, 345; 
Northern Ireland, 505; North-western, 
68t; Sheffield and East Midlands, pei: . 
South Wales and. Monmouthshire, 
Yorkshire, 681 ` 

Sweden—Stockholm hospital casein 
571 ; ~Swedish relief organisation in 


Swindells, S. W., nursing crisis i) 478 | 

Switzerland, sanatoria in (A) 5 

Swyer, R., dysentery and raisti in 
nurseries, 79 

Sycosis barbæ treated with penicillin, 463 

Sympathetic block in vascular injuries 
(Siddons) 77 


Sympto toms—Analysis and Interpretation or 


Symptoms (MacBryde) (R) 564 ;. aoe 
of D Differential Diagnosis of Main 
toms (French and reir daa CR) 306 : : 
` masking of (LA) 3 
ii pa a Na r A treatment of, with 
penicillin (Lourie, Collier, Ross; Robin- 
son, and Nelson) 696; congenital, 
treated with penicillin (Comfort) 432, 


(Nabarro) (C) 613; in the African nee 
polyarteritis nodosa developi Aann 
antisyphilitic treatment er and 
Nelson) 200; syphilitic wrist-drop, 
(Hobhouse) 141 

Syringe—réle of syringes in in transmission. 
of jaundice f Health) 116, 


(Ministry o 
(LA) 111, COTenen)) (C) 289; ** sterile?” 
- syringe (LA) 111; syringe ‘transmitted 
hepatitis (Darmady and Hardwick) 106 ; 
twist-lock syringe (Freedman). NT) 276 
Szold, H., 617 


~ 


T 
Tachycardia, paroxysmal, in ‘children, (A) 
Tert, a ena 52; and Lister (Cheatle) 


Talbot, E. prisoners from Hong-Kong 
OEE J. H., Gout (R) 404 


Tanks, mosquitoes in static-water (Shute) 


. (C) 155. 

Tapeworms, diphyNobothriid (A) 822 
Target-cell anemia bape tripe 851 ` 

AA OTSAM, R. N sutsugamushi fever, 


Tavistock Clinic—new address, 224 ; open- l 


ing ceremony, 826 
eevee E. L., inunction with D.D.T. (C) 


Taylor, G. A., “ dead hand ” in users of 
vibrating tools (C) 544 

Teaching—of medicine (Aitken) 225: : 
education of a surgeon (Ogilvie) (229-3 
see also Education 

Team-work—directed, in research (Ogilvie) 
(C) 57, (Grieve) {Stallworthy) (C) OB) 
in research (LA) 3 

EE a and, "38: Your Children’s 
Teeth (film) 6 $ 

Telford, D., atero tome (NI) 744 

Temperature—body (Dillon) (C) 759; 
body, ovarian function and (Barton and. 
Wiesner) 663, (Halbrecht) 668 ; thermo- 
genic effect of progesterone (Barton and 
Wiesner) 671 ~ 

Tennent, J. N., Faculty of Ophthalmolo- 
gists (C) 448° 

Tents, oxygen, 63 

Tetanus, Memora apy in (ivan, Fuller, 
and Walker) 336 

ee in scabies (VERAN): 348, 

t 


Tetryl dermatitis (A) oe 
Thailand, prison-camp in, 
arate technique, a point in (Readington) 
Thicurat—eontusioual -state following 
(Atkin) 562; in angina pectoris (A).180 ; 
in goitre (Osborn) 305, eae oa 485, 
(Cookson) (Nussey) (C) 5 0; in preg- 
‘nancy (Davis and Forbes) 7 40 ;: toxicity 
of (Leys) (C) 27, (Pearson) . (O). ə, 
(Simpson) (C) 220, (LA) 374 
Thiourea—periarteritis nodosa and 
(Gibson and - Quinlan) 108: toxicity of 


Thomas, A. S. V., visual eaucation: 234 

Thomas, ae s mustard-gas burns, 496 

Thomas, W. (O) 450 

Thomas splint, suspension bar for (Holman) 
(NI) 434. 


of hospitale—441f; — 
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Thompson, B., tuberculosis in childhood 


C 

Ao E treatment of malaria, 217 

Thompson, W., precipitation method of 
treating varicose veins, 8 


Thomson, A. M., tamin-C Etivation test 
(C): 218 


Thrombocytop ante purpura with normal 
bleeding-time (Suchecki and Glass) 772 

Thyroid gland—goitre and water-supply, 
17,23: see also Thiouracil, Thiourea 

Tibia, fatigue 1 aya of (Mann) 8, (Wolfe 

rtson 

Tia H. L., Medical Annual (R) 530 

Tinnitus in Middle East, 262 

. Tippett, G. O., strained back (C) 5 


542. 
. Tissue damage—by cold (A) ao (Greene) 


` 


(C) 154; necrosis, test for, 2 
- Toes, see Ringworm, ee rdigital 
Tokyo, 721 
Tomatoes, 216 oo 
Toa): nee J. W., renal failure and, anoxia 


- 


nae -goiit ascribed to riboflavine 
deficiengy. (Ghalioungui and Jalily) (C) 


Tools, vibrating, see Dead hand 

Torticollis, spasmodic foo 556 

Towels, sanitary (P) 611 

Toxæmia of gas-gangrene (Macfarlane and 
MacLennan) 328 

Tracheal intubation (Kenton) 742 

Trauma of the heart (A) 21 

Traumatic anuria (Maegraith) (C) 58 


Travelling fellowships in medicine (A) 22] 


Treatment— Elements of Medicine (Hutchi- 
son) (R) 276; Modern Treatment Year 
Book (Wakeley) (R) 674; paying for 
(Lett aon Brain) (C) 831 

Tredgold, A. F., 
Medicine (R) 110 

Tredgold, R. F., west in the east (C) 154 

Trench foot, see Vasoneuropathy 

Trenchard, H. J., symptoms of early pul- 
monary tuberculosis, 842 

Trichiniasis, new test for (A) 534 

Trichlorethylene—1 69; in dental surgery 
(Galley) 597, Cartwright, James, Moore, 
and Wade) X ) 651; in surgical wards: 
(Gleadow) (C) 218 

‘Trilene,’ see Trichlorethylene 

Trinidad health centre, 473 

Tropical ulcer, Toa mont of (Walker- 
Taylor) 40, (LA) 

Tropics—diet in tie (Marsh) 59; food and 
fluid requirements in (LA) 179; freedom 
from disease in (LA) 373 ; health centres, 
473; Manual of Tropical Medicine 
(Mackie, Hunter, and Worth) (R) 16; 
physiological and psychological effects 

of, 89; surgery in (Ogilvie) 585, (Manson- 
Bahr) C) 722 

Trueta, a PED anoxia (C) 415 

Trypsin 

ahi, see Scrub-typhus 

Tuberculosis—(Young) (C) 28 ; administra- 
tion, 323 ; allowances (P) 571; and the 
eyes (Stobie) 403; ovine ’ infection 
(Wilson): 779; chemotherapy in empy- 

ema (Roberts) (Pilcher) 403 ; combined 
( Mann) (Stevens) (Girdlestone) 779, 
Hawkins) 780; compensation for (P) 
793; Familial Susceptibility to Tuber- 
culosis (Puffer) (R) 208; in Belgium 
Wybauw) 404 ; Channel Islands, 

; in childhood (Moncrieff) 621, (LA) 

638, (Cameron) (Erann (C) 723, 
Thompson) (C) 757, (Wilkinson) (C) 
32 ; indolent (Stern) (C) 93; in Europe 
(Rist) 404; in Holland (Van den Berg) 


404; in Kent, 761; in prisoners-of-war 
(Bull) 404; in Scotland, wie s 


Fa Service ao 127 


(C) 3 Pulmonary T 
‘the vault (Pinner) (R) 498 ; 


see alsa 

Nurses, tuberculosis, SoGneTIES: MEDI- 

OAL: Tuberculosis Association 
ours—bone, aspiration biopsy of (A) 

; foretold (A) 181; Kettle’s Patho- 

logy of ours (Barnard and Robb- 

Smith) (R) 744 

bridge, R. E., psychiatric experiences 

in Malta, 587 

Turner, R. W. D., pleural effusion in 
atypical pneumonia (C) 188 

Turner, W. A. (O) 222, 291 

, F. W. , independent research (C) 350 

Typhoid fevor in immunised personnel 
(Jordan and Jones) 333 

Typhus—(A) 281; at Belsen, 315; in 
Germany, precautions. against, 388 ; ; 
see also Scrub-typhus 

Tzanck, A., Quelques vérités premières sur 
la transfusion sangvine (R) 710 


Manual of Psychological |. 
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*U.F.1.,’ clinical trial of. (Wakeley and 
Blum) 42 

Ulcer—peptic, occupational incidence of, 
763; phagedeenic, 82 ; tropical (Walker- 
Taylor) 40, (LA) 82, (correction) 124, 
(Mills) (C) 124 

Ultracentrifugal Studies on Serum and 
Serum Fractions (Pedersen) (R) 338 


UNEScO (A) 606, 691 


Ungar, J., penicillin and blood coagulation 
(C) 614 
| United Nations—charter (P) 286; educa- 
tional, scientific, and cultural organisa- 
tion (UNESCO) (A) 606, 691; organisa- 
tion (UNO) (A) 823; relief and rehabili- 
tation administration, see UNRRA 
United States of America, see U.S.A. 


UNIVERSITIES.—Aberdeen : chair of mental 
health, 799 ; pass-list, 451—Birmingham ; 
pass-list, 31; proposed new chairs, 536 


— Bristol: chair of surgery, 867— 
Cambridge: chair of physic, 324; pass- 
list, 128, 224, 515, 547, 656, 728, 867 
—Dublin: pass-list, 64, 799—Durham : 
chair of industrial health, 867; chair of 
surgery, 159 ; pass-list. 128—Edinburgh : 
pass-list, 159, 867—Glasgow: chair of 
medicine, 224; election of rector, 656; 
pass-list, 96—Heidelberg : reborn (LA) 
820—Leeds: applications for admission 
to medical school, 451 ;. chair of psychi- 
atry, 7 99—Liverpool : chair of obstetrics 


and gynecology, 451 ;. chair of surgery, 


451; pass-list, 64, 224—London: chair 
of anatomy, 451 ; of child health; 
809: chair of pharmacology, 548; 
chair of physiology, 224; chair of 
psychiatry, 836; chair of psychology, | 
128—-Manchester: chair of medicine, 
836; pass-list, 63, 867—Oxford: Osler 


medal, 32, 836; pass-list, 128, 260, 
583, 763—St. Andrews : Pass- -list, 63, 
159—Sheffield : pass-list, 451 


UNO (A) 823 


UNRRA—648, 691; Austria, help a Œ) 
833; exhibition of work from - Glyn 
Hughes Hospital, 618; Far East opens 
to (A) 280 ; health division, 177 ; infor- 
mation on’ epidemic disease in ‘Europ e 
(A) 719; medical appointments, 192. 
Medical Manual on the Health and 
Medical Care of Displaced Persons (A) 
147 ; report on nutrition in Italy (A) 502; 
supplies from Sweden, 127; supplies to 
Europe, 64; supplies to liberated areas 
(A) 211; undertakings of, 88; unit at 
Belsen (Layton) (C) 613 


Uremia, traumatic (Darmady) 305 

Urea—clinical trial of ‘U.F.I.’ (Wakeley 
and Blum) 42 

Urine—excretion of coproporphyrin in 
pellagra (Rimington and Leitner) 494 ; 
cancer cells in (A) 182 

Urological Surgery (Dodson) (R) 338 

Urology: Year Book of (Lows ae (R) 372 


U.S.A.—792 ; acute poliomyelitis in Ameri- 
can troops, 130; health of American 
Army, 26, 835; President Truman’s 


health programme (LA) 853; sterilisa- 
tion of the insane, 63 
U.S.S.R.—education, 122; hygiene (Sem- 


asbko) 54; medical education, 122; 
Moscow, specialists in, 153; Moscow, 
yon to, 89; science (A) 604; seien tista, 
V o 

Vacation, see oaar ON 

Vaccination, 1 

Vaccines—influenza (A) 821; see also 
Scrub- typhus 


Vaccinia virus (Horgan and Haseeb) 170 
Vagina, Picuropn umen a ike o ms 


in (Klieneberger-Nobel) 46 


Valentine, C. W., Intelligence Tests for 
Young Children (R) 80 

Van den Berg, H., on tuberculosis in Hol- 
land, 404 l 


ven den Ende, M., scrub- typhus vaccine, 
Van Rooyen, C. E., rapid diagnosis of 
smallpox, 305 
Varicose veins—operation for (Dodd) (C) 
543, (Foote) (C) 690; precipitation 
method of treatment (Thompson) 849 
Vascular Stlerosis (Moscowitz) (R) 564 
Vasoneuropathy, peripheral—after chilling. 
psychiatric factors in (Osborne and 
Cowen) 204, (A) 213, (Dillon) (C) 288 
Veins, see Varicose veins - 
Venereal disease—clinics (C) 29 
‘Gonorrhea, Syphilis 


see also 
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Vernon, M. D., visual education (C) 351 
Vibrating tools, see Dead hand 


Vicary, Thomas, 619 

Vienna, 648 

Village—British Legion Village, consul- 
tunts to, 192; model, Sachel Court 


Alford, Surrey, 71 
Viruses—natural history of (A) 785 
Visual education, see Education 


Visual literature— Bibliography of Visual 
Literature (Fulton, Hoff, and Perkins) 
(R) 372 

Viswanathan, R., artificial respiration 
(C) 480 


Vitamins—deficiencies in prisoners-of-war 
(Edge) (Spillane) (C) 317; destruction 
a in bowel (A) 343; in national loaf 
(A) 784 

Vitamin A—deficiency in prisoners-of-war 
(Edge) (C) 317; deficiency in tropics 
Aa (C) 59 : in rose hips (Wokes) 


Vitamin B—deficiency and nervous disease 


(LA) 308, (Walshe) (C) 382, (Spillane) 
(C) 449, (Wright) (C) 580, (Moore) (C) 
689; deficiency in Newfoundland (Ben- 
esch and Glynn) (C) 831 

Vitamin B;—deficiency in prisoners-of-war 
(Edge) (C) 317; in palatable form 
(Sanderson-Wells) (C) 125, 321: supple- 
ments required in the tropics (C) 59 

Vitamin-Be group—deficiency in prisoners- 
of-war (Edge) (C) 317; glossitis ascribed 
to riboflavine deficiency (Ghalioungui 
and Jalily) (C) 352; riboflavine defici- 


au; y (Edge) (Spillane) (C) 317, (Hughes) 

(C) 86 

Vitamin Be (A) 855 

Vitamin C—content of milk as consumed 
(Mawson and Kon) 14; deficiency in 
tropics (Marsh) (C) 59; .in rose hips 
(Burgin) 183 ; saturation test (Thomson 
and Wi ree (C) 218 ; scurvyin London 


ee ‘Speech 


Voice, me 
VOLIMS, 5 
Voluntary Hospitais Committee (A) 342, 


Voluntary Po pitale Emergency Bed Ser- 
vice (A) 410 


W 
Wade, W.N. L ptrichlorotiylene in dental 
ery (C) rin 
Wakeley, C. P. G., clinical trial of ‘ U.F.I.,’ 


a new compound of urea and iodine, 42 ; 
Hey Groves’s Synopsis of Surgery. (R) 
ty ) wre Treatment Year Book 
We kimen, S. A., Background of Penicillin 
Wales—hospitals survey, 504: Welsh 
mere ang pneumoconiosis (P) 794 
Walker, J a ne Cen ere Dy. in tetanus, 336 
Walker, +, appointed to chair of 
surgery a Univer y of Bristol, 867 - 
Waker Tans P. N., treatment of tropical 
cer, 
Waller, H. K., abolition of rickets (C) 758 
Walmsley, Ja . relapsing fever, 630 
Walshe, F. M. R., Diseases of the Nervous 
. System (R) 404 ; ; vitamin-B deficiency 
and nervous disease (C) 382 
War—-Dbirth-rate and are 17, (Gould) (C) 
218; jungle warfare, 193 
Ward, G., cancer in a national medical 
service (C) 156 
Wards—clockwise round of, 686; on air- 
C. P., leukeemic blood 


borne opora tion: 3 
Warner, 
reaction in phlegmonous gastritis, 430 
Warwick, J. M., abolition of rickets (C) 758 
Water—as a nutrient (LA) 17; loss from 
Pain A) 52; static, tanks, ‘mosquitoes 
(Shute) (C) 155; gorply, positive 
ERAS of, on hea (Murray and 
MT 23, (LA) 17; he Act, 17, 


Watson, J. R. (0O) 353 

Watson-Jones, Sir R., congenital disloca- 
tion of hip, 673 

Webb-Johnson, Sir A.—books for Holland 
(C) 690; president of College of Sur- . 
geons, 

Weber, F. P., Opp aaees of Social 
and Political Though (R) 498 

Weed-killers, selective (LA) 50 

Weil’s disease, laboratory diagnosis of 
(Gardner) 305 

Weingarten, R. 
mentation-rate, 526 

ae Trust, gift to College of Surgeons, 


Wells, C. A., appointed to chair of surgery 
in University of Liverpool, 451 

G. C., airborne surgical centre, 1 

Č. H., Advances in Enzymology 


J., temperature and sedi- 


6- 
West in the East, thé (Tredgold) (C) 154 


West, R., curare ‘in anresthesia, 155 
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Whale, air-passages and larynx of, 
A aa T. F., Global apldom tology (R) 


7 

Whitby, Sir L., appointed regius professor 
of physic in University of Cambridge, 324 

‘White, E. E., home for the holidays (C) 797 

White, J (0) 322 

Whittaker, S. R. F., penicillin in primary 
atypical pneumonia (C) 186 

Whitty, C. W. M., purulent meningitis 
(C) 415; sulphadiazine dysuria (C) 321 

WhitwellsG:; “ dead hand ’’ (C) 449 

Whoopin -tough, 78 

Meador eony E . M., feeding of Europe (C) 

Wien, R., new acridine derivatives (C) 797 

Wiesner, B. P., thermogenic effect of 
progesterone, 671; w rtd temperature 
and female fecundity, 6 

bai oa M. C., Pape lonia in childhood 

Willcox, K. R., transmission of infective 
hepatitis, 594 : 

William, M. W., vitamin-C saturation test 


18 
Williams, G. E. O., necrosis at sites of 
penicillin infusions, 817 


Williams, P., titles and duties of hospital 
staff (C) 350 
Williams, P. C., hormone treatment of 


cancer, 818 
‘Williams, R. E. O., 
cream (NTI) 306 ; 
cocci, 306 
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